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P rimary care refers to care received in the context of 
patients’ first contact with the health care system.1–3 
In Canada, primary care is at the centre of major 

reforms.4 Canadian health funding currently prioritizes the 
large-scale implementation of practices or products per-
ceived as new in terms of a decision to adopt (“innova-
tion”5,6), that is, the scaling up of effective primary care ini-
tiatives nation-wide.4,7–11 The rationale is that scaling up 
primary care innovations will reduce waste in health services, 
reduce health inequities and improve the health of Canadi-
ans.4,12 Thus, there is a need to identify evidence-based pri-
mary care innovations that could be successfully expanded 
to reach more patients.8,13,14 The first step is to find out 
whether such innovations have been planned with scaling up 
in mind (i.e., whether their producers have assessed the 
components of their scalability).

In knowledge translation (KT) or implementation science 
(both hereafter referred to as KT), the differences between 
“scaling up,” “scaling out,” “scaling deep,” “scaling” and 

“spread” are nuanced.14–16 Here, we define the process of 
“scaling up” or “scale up” as “deliberate efforts to increase the 
impact of successfully tested health innovations so as to bene-
fit more people and to foster policy and program development 
on a lasting basis.”6 

To be successful, scaling up should follow a number of 
steps.6,8,17–20 The scalability assessment is the preliminary step, 
or the evaluation of the “ability of a health innovation shown 
to be efficacious on a small scale and/or under controlled 
conditions to be expanded under real-world conditions to 
reach a greater proportion of the eligible population, while 
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Background: Canadian health funding currently prioritizes scaling up for evidence-based primary care innovations, but not all teams 
prepare for scaling up. We explored scalability assessment among primary care innovators in the province of Quebec to evaluate 
their preparedness for scaling up.

Methods: We performed a cross-sectional survey from Feb. 18 to Mar. 18, 2019. Eligible participants were 33 innovation teams 
selected for the 2019 Quebec College of Family Physicians’ Symposium on Innovations. We conducted a Web-based survey in 2 sec-
tions: innovation characteristics and the Innovation Scalability Self-administered Questionnaire. The latter includes 16 criteria (scalabil-
ity components) grouped into 5 dimensions: theory (1 criterion), impact (6 criteria), coverage (4 criteria), setting (3 criteria) and cost 
(2 criteria). We classified innovation types using the International Classification of Health Interventions. We performed a descriptive 
analysis using frequency counts and percentages.

Results: Out of 33 teams, 24 participated (72.7%), with 1 innovation each. The types of innovation were management (15/24), pre-
vention (8/24) and therapeutic (1/24). Most management innovations focused on patient navigation (9/15). In order of frequency, 
teams had assessed theory (79.2%) and impact (79.2%) criteria, followed by cost (77.1%), setting (59.7%) and coverage (54.2%). 
Most innovations (16/24) had assessed 10 criteria or more, including 10 management innovations, 5 prevention innovations and 
1 therapeutic innovation. Implementation fidelity was the least assessed criterion (6/24).

Interpretation: The scalability assessments of a primary care innovation varied according to its type. Management innovations, 
which were the most prevalent and assessed the most scalability components, appear to be most prepared for primary care scale-up 
in Canada.
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retaining effectiveness.”21 Scalability assessments are often 
overlooked,14,22 with unfortunate results, such as the replicat-
ing of harms at scale.8,14,23 To be scalable, an innovation 
should meet certain minimum criteria responding to the 
essential components of scalability,6,8,17,21,24,25 such as imple-
mentation fidelity.26,27 In Canada, there are few systematic 
guides to assessing scalability, and policy-makers face a pre-
dicament when choosing between innovations to scale up in 
primary care.8,13

As the voice of family medicine in Canada, The College of 
Family Physicians of Canada promotes primary care innova-
tion to improve the health of Canadians.28 As part of this mis-
sion, the Quebec chapter of the college held a Symposium on 
Innovations on May 31, 2019, in Montréal to catalyze the 
scale-up of primary care innovations across the province by 
gathering together innovation teams, patients, citizens, clin-
icians and decision-makers.29 As part of the preparation for this 
symposium, we sought to explore scalability assessment among 
these primary care innovators in the province of Quebec to 
evaluate their preparedness for scaling up province-wide.

Methods

Study design
We performed a cross-sectional Web-based survey and used 
the Checklist for Reporting Results of Internet E-Surveys 
(CHERRIES) to report our study.30

Participants
Eligible participants were the 33 teams selected by the Que-
bec College of Family Physicians to participate in the col-
lege’s Symposium on Innovations. The innovation teams were 
recruited for the symposium by the Quebec College of Family 
Physicians in collaboration with the Quebec Strategy for 
Patient-Oriented Research (SPOR) Support for People and 
Patient-Oriented Research and Trials (SUPPORT) Unit,31 
Réseau-1 Québec32 and McGill University33 through emails, 
social media advertising, snowball sampling and volunteer 
sampling. Selected innovations met the following criteria: has 
a potentially important impact on the organization of primary 
care in the province of Quebec, is aligned with the vision of 
the Patient’s Medical Home (a family practice that offers 
readily accessible patient-centred, team-based primary care)34 
and contributes to a culture of continuous quality improve-
ment. Each team was represented by the team member (e.g., a 
coordinator, clinician or researcher) responsible for commu-
nicating with the symposium coordinator (M.-J.C.).

Questionnaire development
We used a 1-page self-administered questionnaire developed 
by the first author (A.B.C.) and colleagues.8 It was based on 
the recommendations of a systematic review on scaling-up 
strategies in primary care14 and 2 scaling-up frameworks.6,17 
The questionnaire included 2 sections: characteristics of the 
innovation (e.g., type and aim) and the Innovation Scalability 
Self-administered Questionnaire (ISSaQ) (Appendix 1, avail-
able at www.cmajopen.ca/content/8/4/E613/suppl/DC1).8 

The ISSaQ aims to assess the scalability of primary care 
innovations. It includes 16 criteria (representing scalability 
components) in 5 dimensions: theory used in developing the 
innovation (1 criterion), impact of the innovation (6 criteria), 
likely coverage (4 criteria), setting (3 criteria) and cost (2 crite-
ria).8 For each criterion, there are 5 possible responses: “Yes,” 
criterion assessed; “No,” criterion not assessed; “UE,” crite-
rion under evaluation; “NP,” criterion assessment not 
planned; and “NA,” not applicable. Space was provided for 
additional comments on each criterion, including rationale for 
choosing “not applicable.”

For the present study, we translated the original question-
naire into French using the cross-cultural adaptation process.35 
Two French mother-tongue translators (including an expert in 
KT), produced 2 independent translations. A.B.C. checked 
their accuracy and resolved discrepancies through consensus 
with the translators. Two English mother-tongue translators 
(including an expert in KT) translated the first French draft 
back into English. All differences with the original were dis-
cussed by the research group, and the questionnaire was modi-
fied for comprehensibility and conceptual equivalence.

Our questionnaire was the first part of a 3-step validation 
process that involves testing the scalability components,8 
reviewing all available scalability assessment tools36 and con-
ducting a multistakeholder consensus exercise.

Data collection
A.B.C. and J.M. created a Web-based survey for the question-
naire using the SurveyMonkey platform. It solicited a single 
mandatory response for each scalability criteria. Eight authors 
(4 male and 4 female), representing key stakeholder groups 
(family physicians [J.M., M.D.P., E.B. and F.L.], a health care 
manager [M.-J.C.], a scientific coordinator [H.T.V.Z.], train-
ees [A.B.C., J.M. and A.G.] and researchers [A.B.C., J.M., 
M.D.P., A.G. and F.L.]) pretested the 10-minute Web-based 
survey, refining its structure and improving the explanations 
of each criteria. The corresponding members of the 33 teams 
were invited by email to participate in the survey (Appendix 2, 
available at www.cmajopen.ca/content/8/4/E613/suppl/DC1). 
Two reminder emails were sent and the corresponding team 
members were given an additional day to complete the survey. 
The survey was open from Feb. 18 to Mar. 18, 2019.  

We offered no incentive for completing the survey. We 
asked for the name and email of each team wishing to receive 
feedback on our study. We collected no further information on 
the teams. Reasons for nonresponse were determined through 
email exchanges with the corresponding members of the team.

Statistical analysis
Two authors (A.B.C. and L.K.) independently classified the 
innovations using the International Classification of Health Inter-
ventions.37,38 This classification includes 3 axes: target (the entity 
on which the action is carried out); action (the deed done by an 
actor to the target); and means (the processes and methods by 
which the action is carried out). For this survey, the action axis 
was the most appropriate for categorizing innovations that act to 
change systems or behaviours. Within this axis are 6 categories 
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of innovation: management, prevention, therapeutic, diagnostic, 
other (i.e., not elsewhere classified) and unspecified action. Dis-
crepancies were resolved through consensus between A.B.C., 
L.K. and a third author (J.M. or H.T.V.Z.).

As suggested by key stakeholders,8 we grouped the 
response options for the 16 scalability criteria into 3 catego-
ries: assessed (i.e., responses corresponding to “criterion 
assessed” and “criterion under evaluation”), not assessed (i.e., 
responses corresponding to “not assessed” and “not planned”) 
and not applicable. Each criterion assessed scored 1 point and 
0 points otherwise. The “not applicable” response was consid-
ered equal to “criterion not assessed,” because few cases were 
reported and no adequate rationale was provided. The highest 
possible assessment score for an innovation was 16 points. 
High scores indicated the team had assessed more scalability 
components of their innovation. Based on previous findings,8 
we also grouped innovations as follows: those whose scalabil-
ity assessment ranked as high (i.e., innovations assessed ≥ 10 
criteria), medium (i.e., innovations assessed 4–9 criteria) and 
low (i.e., innovations assessed ≤ 3 criteria).

We performed a descriptive analysis using simple fre-
quency counts and percentages. The individual innovation 
was the unit of analysis. Within the scalability dimensions, we 
calculated the arithmetic mean of the percentages of innova-
tions that assessed the criteria. Data were analyzed using R 
software (version 3.5.1).

Ethics approval
Ethics approval was waived by the ethics board of the Centre 
intégré universitaire de santé et de services sociaux (CIUSSS) 
de la Capitale-Nationale as our survey assessed research inno-
vations and did not collect data on human participants.39

Results
Out of 33 contacted teams, 24 participated (72.7% response 
rate) with 1 innovation each. All questionnaires returned by 
these 24 teams were complete. The 9 other teams did not com-
plete the questionnaire because of lack of time or resources (3 
teams), lack of results (1 team) and unknown reasons (5 teams). 

Types of innovation
Types of innovation were in the management (15/24), pre-
vention (8/24) and therapeutic (1/24) categories (Table 1). 
Descriptions of each innovation can be found in Appendix 3, 
available at www.cmajopen.ca/content/8/4/E613/suppl/DC1.

Management innovations focused on patient navigation (i.e., 
assisting patients to identify or to access appropriate services and 
resources; 9/15), followed by interprofessional collaboration (i.e., 
working together with patients, health care providers and other 
stakeholders; 4/15) and prescription services (i.e., recommenda-
tion to obtain or pursue a specified health intervention; 2/15).

Preventive innovations focused on capacity building (3/8), 
followed by public health surveillance (3/8), marshalling 
health services (1/8), and restrictions on advertising, promo-
tion or the sponsorship of products (1/8).

The only therapeutic innovation focused on assisting or 
promoting an exercise (cognitive, physical or sensory).

Scalability dimensions
In order of frequency, most innovations assessed theory 
(79.2%) and impact (79.2%) criteria, followed by cost 
(77.1%), setting (59.7%) and coverage (54.2%) (Table 2). On 
average, 11 of the 16 scalability criteria were assessed by the 
24 innovation teams. Implementation fidelity was the least 
assessed criterion (6/24).

Table 1: Description of innovations from 24 teams recruited for the Symposium on Innovations

Category of innovation according to the International 
Classification of Health Interventions* Scalability ranking; no. of innovations†

Type Subtype

High
(10–16 criteria 

assessed)

Medium
(4–9 criteria 
assessed)

Low
(0–3 criteria 
assessed) Total

Management, 
n = 15

Navigating 8 0 1 9

Collaborating 1 2 1 4

Prescription 1 1 0 2

Prevention,  
n = 8

Capacity building 2 1 3

Public health surveillance 2 1 0 3

Marshalling health services or health-related 
services

0 1 0 1

Restrictions on advertising, promotion or 
sponsorship of products

1 0 0 1

Therapeutic, 
n = 1

Assisting or promoting exercise 1 0 0 1

Total 16 6 2 24

*We found no innovation in the other categories (e.g., diagnostic).
†Calculated using team responses to the Innovation Scalability Self-administered Questionnaire.8
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Rankings for scalability assessment
Scalability assessment was ranked as high for 16 innovations, 
medium for 6 innovations and low for 2 innovations 
(Table 1). High-ranking innovations were in the management 
(n = 10), preventive (n = 5) and therapeutic (n = 1) categories. 
The 10 high-ranking management innovations included 8 in 
patient navigation, 1 in interprofessional collaboration and 1 
in prescription. 

Interpretation

Our study explored scalability assessments of 24 primary 
care innovations in the province of Quebec. Management 
innovations, mostly focused on patient navigation and inter-
professional collaboration, were those that ranked highest 
for scalability assessment and thus appear to be most pre-
pared for scale-up. One innovation, a collaborative elec-
tronic prescription service that protects patient data (Pre-
scribeIT), had assessed all 16 scalability criteria.40,41 Already 
implemented in communities in Ontario, Alberta, New 
Brunswick and Saskatchewan, it seemed ready for rollout to 
additional provinces, such as Quebec. Although about half 
of all innovations addressed all scalability dimensions, 
implementation fidelity is a critical component that 

remained largely unaddressed. These findings lead us to 
make the following observations.

First, our sample of innovations reflects the evolution of 
primary care philosophy toward patient-oriented approaches 
to care delivered by multidisciplinary health care teams.4,42–46   
It also reflects current health funding priorities in Canada, 
which promote the scaling up of management and preventive 
interventions over types that improve health more directly.7–10 
These funding priorities provide motivation and resources to 
focus both on management solutions and on scaling up. In 
addition, Quebec is one of the provinces that has made the 
most efforts to scale up primary care innovations province-
wide.34,47 In our study, it is therefore no surprise that manage-
ment innovations predominated and that they were those that 
integrated scalability assessments the most. Provincial priori-
ties for health care system reform may have made producers 
more aware of the relevance of generating evidence and the 
degree of rigour required to qualify these types of innovations 
as scalable. Thus, our findings capture the evolution of family 
medicine in Quebec and could catalyze the effective scaling 
up of management innovations in primary care.

Second, teams either considered implementation fidelity 
irrelevant to their innovations or did not know what it was. A 
previous study found that for most primary care innovations, 

Table 2: Description of scalability criteria among 24 innovations

Assessment dimension (no. of criteria, 
arithmetic mean* of the percentages of 
innovations that assessed the criteria of 
each dimension) Criterion†

No. (%) of innovations

Criterion 
assessed

Criterion not 
assessed

Criterion not 
applicable

Use of theory (1 criterion, 79.2%) Innovations developed with theory 19 (79.2) 5 (20.8) 0

Impact assessments (6 criteria, 79.2%) Acceptability 21 (87.5) 2 (8.3) 1 (4.2)

Feasibility 21 (87.5) 2 (8.3) 1 (4.2)

Efficacy‡ 19 (79.2) 4 (16.7) 1 (4.2)

Adaptability 13 (54.2) 8 (33.3) 3 (12.5)

Effectiveness 22 (91.7) 2 (8.3) 0

Results documented 20 (83.3) 4 (16.7) 0

Cost assessments (2 criteria, 77.1%) Cost-effectiveness‡ 16 (66.7) 7 (29.2) 1 (4.2)

Resources needed for the scaling up 
(affordability)

21 (87.5) 2 (8.3) 1 (4.2)

Setting assessments (3 criteria, 59.7%) Implemented in setting comparable to 
target setting

14 (58.3) 10 (41.7) 0

Compatibility with similar innovations in 
target settings‡

11 (45.8) 11 (45.8) 2 (8.3)

Consistency with policy directives 18 (75.0) 6 (25.0) 0

Coverage assessments (4 criteria, 54.2%) Reach 11 (45.8) 9 (37.5) 4 (16.7)

Adoption‡ 14 (58.3) 8 (33.3) 2 (8.3)

Fidelity 6 (25.0) 16 (66.7) 2 (8.3)

Maintenance 21 (87.5) 3 (12.5) 0

*Arithmetic mean = sum of the percentages of innovations that assessed the criteria in each dimension divided by the total number of criteria in that dimension, e.g., for the 
dimension coverage: 54.2% = (45.8% + 58.3% + 25.0% + 87.5%) ÷ 4.
†The assessment data come from the teams’ responses to the Innovation Scalability Self-administered Questionnaire.8

‡Percentages in the row may add up to ± 100% because of rounding error.
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implementation fidelity was rated “not applicable.”8 In spite of 
little attention being paid to implementation fidelity among 
our participants, when an innovation is not implemented as 
was originally intended, it is less likely to be effective, poten-
tially leading to faulty conclusions about its potential for 
scale-up.27,48,49 Achievement of high implementation fidelity is 
one of the best ways of replicating the success of the original 
research and is associated with better health outcomes.50–53 
Adaptability is an important component of a scalable innova-
tion, but adaptability also makes implementation fidelity more 
difficult to achieve.53,54 Although a strong focus on implemen-
tation fidelity may seem to contradict the need for adaptabil-
ity, some authors have argued that adapting an innovation too 
drastically may actually decrease innovation effectiveness.55 
Our scalability assessment tool reflected the goal of achieving 
a balance between implementation fidelity and adaptation to 
reliably reproduce the intended outcomes.56 Several common 
methods to guide and facilitate such assessments have been 
described.27,51,57,58 Nevertheless, we know little about compre-
hensive plans or valid measures for measuring implementation 
and scaling-up fidelity.

Third, there is widespread enthusiasm for scaling up 
evidence-based innovations to improve primary care,13,14 but 
evidence is limited on how to scale up effectively.14,23,59 In Can-
ada, the scaling up of innovations remains an understudied 
aspect of KT, shown by the fact that the widely used Knowl-
edge-to-Action Framework does not include a scaling-up 
phase.59 A systematic review showed that barriers to scaling up 
innovations in primary care include inconsistent reporting of 
data (e.g., no information on assessed scalability) and an 
absence of patient and public involvement.14 Also, sex (as a bio-
logical attribute) and gender (as a social construct) consider-
ations have implications for scaling up in primary care.20,60 
User-informed assessments of innovations are essential parts of 
a scalability assessment.8,24 To the best of our knowledge, no 
scalability assessment tools have rigorously integrated the 
reporting of assessment results or validation of data by users; 
these gaps will be addressed in the next version of our 
questionnaire.20,36

Limitations
First, our study shares the general limitations of any approach 
using self-administered questionnaires (e.g., overestimation of 
evaluated criteria and reduction of objectivity) and cross-
sectional studies (e.g., selection bias). One member of each team 
completed the survey, and there was no secondary objective 
assessment, nor do we know if this respondent consulted other 
team members. However, we had a satisfactory response rate. 

Second, our survey collected data mostly on the presence 
of information necessary for assessing the scalability of inno-
vations, rather than on the results of these assessments. How-
ever, our goal was to encourage innovation teams to improve 
the scalability of their projects and to target components 
requiring action. Future analyses should consistently collect 
the results of scalability assessments, as well as seek secondary, 
external and double-blinded evaluations to support evidence 
for these scores. 

Finally, in our analysis, each criterion contributed equally 
to the scalability assessment score, while some criteria may be 
more relevant for some innovations than for others. 

Conclusion
We explored scalability assessments of primary care innova-
tions in the province of Quebec. These assessments varied 
according to the type of innovation. Management innovations 
integrated the most scalability components and may therefore 
be the type of innovation most prepared for primary care 
scale-up in Canada. Our findings contribute to important 
understanding of the strengths and weaknesses of scalability 
assessments in primary care innovation. Future surveys should 
include secondary validation of the assessment of scalability 
components and seek detailed results of these assessments.

References
 1. Peckham S, Exworthy M. Primary care in the UK: Policy, organisation and man-

agement. Basingstoke (UK): Palgrave Macmillan; 2003.
 2. Starfield B, Shi L, Macinko J. Contribution of primary care to health systems 

and health. Milbank Q 2005;83:457-502.
 3. Keleher H. Why primary health care offers a more comprehensive approach 

to tackling health inequities than primary care. Aust J Prim Health 2001;7: 
57-61.

 4. Fooks C. Implementing primary care reform in Canada: barriers and facilitators. 
Montréal: McGill–Queen’s University Press; 2003. Available: http://citeseerx.
ist.psu.edu/viewdoc/download?doi=10.1.1.502.6522&rep=rep1&type=pdf (ac-
cessed 2018 Apr. 26). 

 5. Rogers EM. Diffusion of innovations, 5th edition. New York: Free Press; 
2003:576.

 6. Nine steps for developing a scaling-up strategy. Geneva: World Health Organiza-
tion; 2010: 35. Available: www.who.int/reproductivehealth/publications/ 
strategic_approach/9789241500319/en (accessed 2018 Apr. 26). 

 7. Wong ST, Langton JM, Katz A, et al. Promoting cross-jurisdictional primary 
health care research: developing a set of common indicators across 12 community-
based primary health care teams in Canada. Prim Health Care Res Dev 2019:20.e7. 

 8. Ben Charif A, Hassani K, Wong ST, et al. Assessment of scalability of evidence-
based innovations in community-based primary health care: a cross-sectional 
study. CMAJ Open 2018;6:E520-7.

 9. Nicholson K, Ganann R, Bookey-Bassett S, et al. Capacity building and men-
torship among pan-Canadian early career researchers in community-based 
primary health care. Prim Health Care Res Dev 2020;21:e3.

10. Hutchison B. Reforming Canadian primary care — Don’t stop half-way. 
Healthc Policy 2013;9:12-25.

11. Canada’s Health Care System. Ottawa: Health Canada; 2011 Available: www.
canada.ca/en/health-canada/services/health-care-system/reports-publications 
/health-care-system/canada.html#a7 (accessed 2020 May 20).

12. Chan A-W, Song F, Vickers A, et al. Increasing value and reducing waste: 
addressing inaccessible research. Lancet 2014;383:257-66.

13. Bégin M, Eggertson L, Macdonald N. A country of perpetual pilot projects. 
CMAJ 2009;180:1185, E88-89.

14. Ben Charif A, Zomahoun HTV, LeBlanc A, et al. Effective strategies for scaling 
up evidence-based practices in primary care: a systematic review. Implement Sci 
2017;12:139.

15. McLean R, Gargani J, Chambers R. Scaling impact: innovation for the public 
good. Abingdon (UK), New York: Routledge; 2019:256.

16. Shaw J, Tepper J, Martin D. From pilot project to system solution: innovation, 
spread and scale for health system leaders. BMJ Leader 2018;2:87-90.

17. Milat AJ, Newson R, King L, et al. A guide to scaling up population health 
interventions. Public Health Res Pract 2016;26:e2611604.

18. Barker PM, Reid A, Schall MW. A framework for scaling up health interven-
tions: lessons from large-scale improvement initiatives in Africa. Implement 
Sci 2016;11:12.

19. Bradley EH, Curry LA, Taylor LA, et al. A model for scale up of family health 
innovations in low-income and middle-income settings: a mixed methods 
study. BMJ Open 2012;2:e000987.

20. Gogovor A, Zomahoun HTV, Ben Charif A, et al. Essential items for reporting 
of scaling studies of health interventions (SUCCEED): protocol for a systematic 
review and Delphi process. Syst Rev 2020;9:11.

21. Milat AJ, King L, Bauman AE, et al. The concept of scalability: increasing the 
scale and potential adoption of health promotion interventions into policy and 
practice. Health Promot Int 2013;28:285-98.

22. Indig D, Lee K, Grunseit A, et al. Pathways for scaling up public health 
interventions. BMC Public Health 2017;18:68.



E618 CMAJ OPEN, 8(4) 

OPEN
Research

23. Zomahoun HTV, Ben Charif A, Freitas A, et al. The pitfalls of scaling up 
evidence-based interventions in health. Glob Health Action 2019;12:1670449.

24. Zamboni K, Schellenberg J, Hanson C, et al. Assessing scalability of an inter-
vention: Why, how and who? Health Policy Plan 2019;34:544-52.

25. Milat A, Lee K, Conte K, et al. Intervention Scalability Assessment Tool: a 
decision support tool for health policy makers and implementers. Health Res 
Policy Syst 2020;18:1.

26. Dusenbury L, Brannigan R, Falco M, et al. A review of research on fidelity of 
implementation: implications for drug abuse prevention in school settings. 
Health Educ Res 2003;18:237-56.

27. Breitenstein SM, Gross D, Garvey C, et al. Implementation fidelity in 
community-based interventions. Res Nurs Health 2010;33:164-73.

28. The College of Family Physicians Canada (CFPC) [homepage]. Available: 
www.cfpc.ca/Home (accessed 2019 Aug. 19).

29. Collège québecois des médecins de famille (CQMF) [homepage]. Available: 
http://cqmf.qc.ca (accessed 2019 July 26).

30. Eysenbach G. Improving the quality of Web surveys: the Checklist for 
Reporting Results of Internet E-Surveys (CHERRIES). J Med Internet Res 
2004 Jul-Sep;6:e34.

31. Unité de soutien Stratégie de recherche axée sur le patient (SRAP) du Québec.  
Unité soutien SRAP. Longueuil (QC): University of Sherbrooke, Longueuil 
Campus. Available: http://unitesoutiensrapqc.ca (accessed 2019 Aug. 19).

32. Réseau-1 Quebec. Longueuil (QC): University of Sherbrooke, Longueuil 
Campus. Available: http://reseau1quebec.ca (accessed 2019 Aug. 19).

33. McGill University [Montréal]. Available: www.mcgill.ca (accessed 2019 Aug. 19).
34. Knibbe R. The patient’s medical home — provincial report card. Mississauga 

(ON): College of Family Physicians of Canada; 2019:40. Available: https://
patientsmedicalhome.ca/news/the-patients-medical-home-provincial-report 
-card-2019 (accessed 2020 June 2).

35. Beaton DE, Bombardier C, Guillemin F, et al. Guidelines for the process of 
cross-cultural adaptation of self-report measures. Spine 2000;25:3186-91.

36. Ben Charif A, Zomahoun HTV, Gogovor A, et al. Tools for assessing the 
scalability of health innovations: a systematic review. PROSPERO. 2019; 
CRD42019107095. Available: www.crd.york.ac.uk/PROSPERO/ display_
record.php?ID=CRD42019107095 (accessed 2020 Sept. 14).  

37. Donada M, Della Mea V, Cumerlato M, et al. A system for supporting devel-
opment and update of the International Classification of Health Interventions 
(ICHI). Stud Health Technol Inform 2018;247:895-9.

38. International Classification of Health Interventions (ICHI). Geneva: World Health 
Organization. Available: www.who.int/classifications/ichi/en (accessed 2018 
Apr. 26).

39. Fletcher J. Ethical approval for all studies involving human participants. CMAJ 
2015;187:91.

40. Livret innovations. Laval (QC): Collège québecois des médecins de famille 
(CQMF) symposium; 2019 May 31; Montréal. Available: http://cqmf.qc.ca/
wp -content/uploads/2019/05/Livret-des-innovations.pdf (accessed 2019 
Aug. 19). 

41. PrescribeIT: Canada’s electronic prescription service. Toronto: Canada 
Health Infoway. Available: www.prescribeit.ca (accessed 2020 Jan. 16).

42. Kringos DS, Boerma WGW, Hutchinson A, et al. The breadth of primary 
care: a systematic literature review of its core dimensions. BMC Health Serv 
Res 2010;10:65.  

43. Macinko J, de Fátima Marinho de Souza M, Guanais FC, et al. Going to scale 
with community-based primary care: an analysis of the family health program 
and infant mortality in Brazil, 1999–2004. Soc Sci Med 2007;65:2070-80. 

44. Bhutta ZA. Community-based primary health care: a core strategy for achieving 
sustainable development goals for health. J Glob Health 2017;7:010101.  

45. Community-based primary health care. Ottawa: Canadian Institutes of Health 
Research; 2011. Available: www.cihr-irsc.gc.ca/e/43626.html (accessed 2018 
Feb. 6).

46. Sharp M. Enhancing interdisciplinary collaboration in primary health care. 
Can J Diet Pract Res 2006;(Suppl):S4-8. 

47. Hutchison B, Levesque J-F, Strumpf E, et al. Primary health care in Canada: 
systems in motion. Milbank Q 2011;89:256-88.

48. Wolfenden L, Goldman S, Stacey FG, et al. Strategies to improve the implemen-
tation of workplace-based policies or practices targeting tobacco, alcohol, diet, 
physical activity and obesity. Cochrane Database Syst Rev 2018 14; (11): CD012439.

49. McCrabb S, Lane C, Hall A, et al. Scaling-up evidence-based obesity inter-
ventions: a systematic review assessing intervention adaptations and effective-
ness and quantifying the scale-up penalty. Obes Rev 2019;20:964-82.

50. Fixsen DL, Blase KA, Fixsen AA. Scaling effective innovations. Criminol Public 
Policy 2017;16:487-99.

51. Carroll C, Patterson M, Wood S, et al. A conceptual framework for implemen-
tation fidelity. Implement Sci 2007;2:40.

52. Wolfenden L, Albers B, Shlonsky A. PROTOCOL: Strategies for scaling up 
the implementation of interventions in social welfare: protocol for a systematic 
review. Campbell Syst Rev 2018;14:1-33.

53. Anyon Y, Roscoe J, Bender K, et al. Reconciling adaptation and fidelity: 
implications for scaling up high quality youth programs. J Prim Prev 
2019;40:35-49.

54. Rohrbach LA, Grana R, Sussman S, et al. Type II translation: transporting 
prevention interventions from research to real-world settings. Eval Health 
Prof 2006;29:302-33.

55. Elliott DS, Mihalic S. Issues in disseminating and replicating effective prevention 
programs. Prev Sci 2004;5:47-53.

56. Ogden T, Fixsen DL. Implementation science: a brief overview and a look 
ahead. Z Psychol Z Angew Psychol 2014;222:4-11.

57. Rixon L, Baron J, McGale N, et al. Methods used to address fidelity of receipt 
in health intervention research: a citation analysis and systematic review. BMC 
Health Serv Res 2016;16:663.

58. Ibrahim S, Sidani S. Intervention fidelity in interventions: an integrative literature 
review. Res Theory Nurs Pract 2016;30:258-71.

59. Graham ID, Logan J, Harrison MB, et al. Lost in knowledge translation: 
Time for a map? J Contin Educ Health Prof 2006;26:13-24.

60. O’Neill J, Tabish H, Welch V, et al. Applying an equity lens to interven-
tions: using PROGRESS ensures consideration of socially stratifying factors 
to illuminate inequities in health. J Clin Epidemiol 2014;67:56-64.

Affiliations: VITAM — Centre de recherche en santé durable (Ben 
Charif, Zomahoun, Massougbodji, Khadhraoui, Gogovor, Légaré), Qué-
bec, Que.; Tier 1 Canada Research Chair in Shared Decision Making and 
Knowledge Translation (Ben Charif, Gogovor, Légaré), Université Laval; 
Health and Social Services Systems, Knowledge Translation and Imple-
mentation component of the Quebec SPOR-SUPPORT Unit 
(Zomahoun, Massougbodji, Khadhraoui, Gogovor), Université Laval; 
Collège québécois des médecins de famille (Dumas Pilon, Boulanger, 
Campbell), Laval, Que.; Department of Family Medicine and Emergency 
Medicine (Poitras), Université de Sherbrooke, Sherbrooke, Que.; Depart-
ment of Family Medicine and Emergency Medicine (Ben Charif, Légaré), 
Université Laval, Québec, Que.; Department of Family Medicine (Dumas 
Pilon) and School of Physical & Occupational Therapy, Faculty of Medi-
cine and Health Sciences (Zomahoun), McGill University, Montréal, Que.

Contributors: Ali Ben Charif, Hervé Tchala Vignon Zomahoun and 
France Légaré participated in the conception of the study. Ali Ben Charif, 
Hervé Tchala Vignon Zomahoun, José Massougbodji, Maxine Dumas 
Pilon, Elise Boulanger, Amédé Gogovor, Marie-Josée Campbell and 
France Légaré participated in the design of the study. Ali Ben Charif, José 
Massougbodji, and Marie-Josée Campbell coordinated data collection. Ali 
Ben Charif, Hervé Tchala Vignon Zomahoun, José Massougbodji and 
Lobna Khadhraoui contributed to the data analysis. All authors contrib-
uted to the interpretation of data. Ali Ben Charif drafted the manuscript. 
All authors revised the manuscript critically for important intellectual 
content, gave final approval of the version to be published and agreed to 
be accountable for all aspects of the study. 

Funding: Financial support for this study was provided entirely by the 
Canadian Institutes of Health Research (CIHR) grant awarded to the 
Quebec Strategy for Patient-Oriented Research (SPOR) Support for 
People and Patient-Oriented Research and Trials (SUPPORT) Unit 
(#SU1-139759) and the CIHR Foundation Grant (#FDN-159931). Ali 
Ben Charif and Amédé Gogovor were supported by the Fonds de recher-
che en santé du Québec - Santé (FRQ-S). France Légaré holds a Tier 1 
Canada Research Chair in Shared Decision Making and Knowledge 
Translation. The funding agreement ensured the authors’ independence 
in designing the study, interpreting the data, and writing and publishing 
the article. The information provided or views expressed in this article are 
the responsibility of the authors alone.

Data sharing: Study data are maintained by the Knowledge Translation 
component of the Quebec SPOR SUPPORT Unit. Please send all 
requests for study data to France Légaré (france.legare@mfa.ulaval.ca).

Acknowledgements: The authors thank Louisa Blair and Thomas Mills, 
English-language editors, for their kind help with the manuscript.

Supplemental information: For reviewer comments and the original 
submission of this manuscript, please see www.cmajopen.ca/content/8/4/
E613/suppl/DC1.


