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Learning from scale-up: a qualitative

oNOYTULT D WN =

9 study of scaling up interventions for
1 people with multiple long-term
v conditions in primary care

21 Abstract:

26 Background:

29 Scaling innovations for people living with multiple long-tesm conditions (MLTCs or multimorbidity)
remains challenging, particularly in primary care wheke organisational capacity, infrastructure, and
34 local contexts vary widely. There is limited empirical understanding of the implementation work
36 needed to navigate these contextual influences when scaling complex innovations across diverse
38 settings. This study aimed tosidentify @nd explain the contextual conditions and adaptive
implementation strategies that'enabled or constrained scale-up of interventions for people with

MLTCs in Englishfprimary,care.

46 Methods:

49 We conducted a theory-informed qualitative evaluation of four national projects that aimed to scale
avidence-based interventions to improve the care of people with MLTCs in primary care. Projects ran
54 between 2021 and 2024. Data included longitudinal interviews with project teams, document

56 analysis, and a stakeholder workshop. Analysis was informed by the Consolidated Framework for

58 Implementation Research (CFIR).
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Results:

Four key themes were identified: (1) Scaling requires relational infrastructure: relationships, trust,
and relational continuity were central to gaining traction; (2) Supporting organisations and networks
facilitate spread; (3) Engaging primary care practices depends on addressing uneven readiness for&

research and innovation; and (4) Local intelligence supports implementation at scale.

Conclusion: \

Scaling MLTC innovations in primary care is shaped by relational, organisatio@ infrastructural

factors, including uneven readiness for implementation. Scaling prover@entions requires

technical support and investment in the people, relationships, and local infrastructures that support

embedding across diverse primary care contexts.

A
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Introduction

The challenges of spreading, scaling up, and sustaining healthcare improvements are well
documented (1, 2), reflecting the difficulty of translating successful interventions into broader
clinical practice. The World Health Organisation defines scaling up as “deliberate efforts to increase
the impact of health service innovations successfully tested in pilot or experimental projects sg,as to
benefit more people and to foster policy and programme development on a lasting basis (3)This
highlights that scaling requires proactive planning and careful adaptation to diversé contexts, with
ongoing management of local system and workforce factors. Implementation science frameworks,
including the Consolidated Framework for Implementation Research (CFIR)(4) and PARiHS (5),

highlight the need to consider context in planning for and evaluating implementation.

The Dynamic Sustainability Framework argues that sustainahility depends on “continued learning
and problem solving, [and] ongoing adaptation ofgdntervéntions with a primary focus on fit between
interventions and multi-level contexts” (6). Implémeéntation science increasingly recognises the
complex, relational, contingent, and situatéd nature of implementation (7, 8). Despite these
developments, there remains liglited empirical insight into how such complexity is navigated when
implementing interventions at scale, particularly in primary care (9, 10). Primary care is
characterised by its generalist nature, practice autonomy, pressures and incentives, and diverse

working relationships, all of which can conflict with research and innovation goals (11).

Primary cake inngland is operating under intense and uneven pressure. General practices vary
widely inorganisational form, workforce capacity, staffing models, and digital infrastructure,
tesulting in substantial differences in readiness for implementation. Recent system reforms,
including the Health and Care Act 2022 and the establishment of Integrated Care Boards (ICBs), have
been accompanied by significant reductions in system-level capacity (12). NHS England
announcements in 2023 and 2025 mandated major reductions in ICB running costs, leading to

workforce losses and reconfiguration of commissioning functions through clustering and mergers
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(13). While intended to support integration and efficiency, these reforms have also led to
organisational instability and reduced local capacity, further complicating efforts to implement and

scale innovations in primary care.

At the same time, the rising prevalence of patients with multiple long-term conditions (MLTCs, also
known as multimorbidity) poses a growing challenge for primary care (14, 15). People with MLTG@S
are highly diverse, often with complex clinical and social needs that do not fit neatly within‘single-
condition models of care, and are commonly supported through multi-disciplinary weérking.
Designing and scaling interventions that meet these challenges requires attention notonly to

intervention content, but also to the social and political work of embedding themsin context.

This study uses English primary care as an analytically informative caseithrough which to examine
how contextual conditions and adaptive implementation strategies shape the scaling up of complex
interventions for people living with multiple long-termiconditions in heterogeneous primary care
systems. In doing so, it focuses on the often-invisibletimplementation work required to translate

interventions across diverse organisational and practice contexts.

Drawing on four nationally-funded programmes that aimed to implement at scale a range of
interventions to improve care for people with MLTCs in primary care in England, the aim was to
identify and explain the contextual conditions and adaptive implementation strategies that enabled

or constrained%calé-up.

Metheds

Wereonducted a longitudinal qualitative evaluation, using semi-structured interviews and thematic
analysis, of four large-scale research projects seeking to implement at scale interventions designed
for patients with MLTCs in English primary care. The study was informed by an interpretivist

approach, and guided by CFIR as a sensitising framework.
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Each of the four implementation projects was supported through a national programme of funding
between 2021 and 2024. The interventions were aligned with global/national policy responses to
MLTCs, designed to improve aspects of MLTC care, and had previous evidence of effectiveness. Each
project was led from one of the regional National Institute for Health and Care Research (NIHR)
Applied Research Collaborations (ARCs), which support applied health and care research responsivé
to local populations and systems, and involved implementation across several ARC regions (See
Figure 1). Core teams within the lead ARCs led practice recruitment, local implementationsuppert,
and implementation evaluation. The project teams included experienced implementdtion scientists
and had support via implementation and academic networks. The qualitative'study was undertaken
by non-clinical, social science researchers experienced in qualitative,research’and implementation
science, with advice from two academic GPs with interest in MLTCs. The qualitative study team
participated in cross-project meetings, but otherwise were thdependent from the implementation

project teams.

Sampling was limited to members of the four project teams. Participants were recruited by
contacting each project lead and asking them to identify individuals best able to provide insight into
implementation at scale; additiohal pasticipants were identified through snowball sampling.
Interview participants were selected from core team members to include project leads, researchers
and implementation experts. A topic guide was used and revised iteratively (Appendix A). Initial
interviews explored pfoject focus, intervention features, implementation strategies, and stakeholder
relationships. Subsequent interviews explored experiences of implementation at scale, how
strategies'evolved, barriers, enablers and experiences of success. Interview rounds were undertaken
ih Autumn 2022, Spring 2023, and Spring 2024. Interviews were conducted by non-clinical
researchers (SC, JW) over Microsoft Teams or by telephone, audio-recorded and transcribed
verbatim. Documents included implementation plans, meeting notes, and project presentations and

reports.
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We took a theory-informed thematic approach to analysis (16), using the inner and outer context
domains of CFIR as sensitising concepts to support initial coding and interpretation. This structured
our exploration of how local conditions shaped scale-up efforts, while retaining openness to
emergent themes. Inner context domains included structural characteristics, networks and
communication, implementation climate, readiness for implementation, and access to information!.
Outer context domains included external policy and incentives, patient needs and resourcesfand
cosmopolitanism. Coding was undertaken by SC, with theme development by SC and CT (Ren-clinical
social scientists). NVivo supported initial open coding, then coded data quotes wereséxtracted and
organised into themes using mind maps and theme summaries, drawing on CRIR. Case summaries
were produced for each project, informed by interview analysis and,doctiment review, and updated
after each interview round to account for temporal change. Data Were synthesised and interpreted

across cases using thematic narrative summaries.

Emerging findings were sense-checked through presentations to cross-project team meetings during
the study. A final workshop was held (August 2024) involving 6 project stakeholders, to test and

refine findings, enhancing trustworthiness of the findings.

Ethical issues:

This study was approved'by University of Leicester Medicine and Biological Sciences Research Ethics
Committee (Ref32308-sec55-Is:healthsciences). Informed consent was secured from all
participants, and interview recordings were anonymised to remove names or identifying details of

individuals or organisations prior to analysis.

Results

Nineteen interviews were completed across the four projects, with between 3 and 6 interviews per
project. Three were paired interviews. Interviews included 13 unique individuals: 3 were interviewed

three times, 3 twice, and 7 once. Participants included 2 clinical project leads, 5 health services
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research fellows or research facilitators, and 6 implementation fellows or implementation

researchers (Table 1).

[Table 1]

Four key themes related to implementation work for scale-up within the primary care context were
identified: (1) Scaling requires relational infrastructure; (2) Working with supporting organisations
and networks facilitates implementation at scale; (3) Engaging primary care practices dependsion
addressing uneven readiness for research and innovation; and (4) Scaling requiresdéveraginglocal
intelligence. Mapping of themes to CFIR constructs is provided in Appendix B{ Illustrative quotes

supporting each theme are provided in Table 2 at the end of the Results seetion.

Scaling requires relational infrastructure

Scaling emerged less as a process of replication, and More as a¥process of negotiation, relationship
building and adaptation. Building trust, aligning withllocal values, working closely with local

champions, and repeatedly re-engaging stakeholders was essential for successful implementation.

Working with locally embedded champions'has long been recognised as key to gaining traction in
implementation (17). Across.the fourfinnovation projects, successful scale-up relied on identifying
and engaging individuals who acted as relational anchors - local champions drawn from local primary
care practices and the wider health system, who invested time, credibility, and energy in mobilising
stakeholders, canvening meetings, and sustaining engagement. Champions facilitated alignment
acrgss disgiplines, bridged structural divides, and acted as ‘boundary spanners’ (18), facilitating
transactions and information between individuals, groups and organisations. Effective champions
also acted as advocates and system navigators, drawing on deep knowledge of local structures to

support integration of interventions. (Q1, Q2)

However, such relational infrastructure proved fragile. Local champion roles were often informal and

did not come with dedicated funding or protected time. Structural reforms and workforce turnover
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made it particularly difficult for project teams to establish and retain local champions for the
duration of their projects. Staff turnover frequently resulted in the sudden loss of key champions,

undermining continuity and momentum. (Q3).

Engagement with stakeholders within and beyond practices was needed, but efforts to map and
engage stakeholders were challenged by the unexpected and unprecedented scale of ongoing

changes in the system. (Q4).

Maintaining relational infrastructure in the face of this turbulence required extensiVe additional
work from project teams. Often teams were not aware of personnel changesfuntil they contacted a
site. They then had to identify and build relationships with new personfiel,Jotinging them up to

speed and building their engagement and motivation to supportythe project.

Working with supporting organisations and networks facilitates spread

Where teams could draw on support from commissiening and planning bodies, formerly Clinical
Commissioning Groups (CCGs) and latterly ICBs, ahd national improvement networks such as
Academic Health Science Networks (now Health Improvement Networks, HINs), this strongly
facilitated implementation abscal€, ineluding cross-region implementation. Proactive engagement
with these organisations;and the use of agents able to connect across organisations, were perceived

as key facilitators®(Q5, @6).

Implemenitation,team members, however, highlighted how it was increasingly difficult to identify
decision-makers or sustain engagement due to evolving national infrastructure and staff turnover.
Restructuring disrupted established commissioning relationships and fragmented infrastructure that
many projects had relied on to support spread. This required additional work to understand changes
to the remit and responsibilities of restructured organisations and individuals, identify which
organisations and staff were best placed to support implementation at scale, and build new lines of

engagement with newly-formed organisations. (Q7).
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Existing Primary Care Networks, formal NHS groupings of GP practices working together to deliver
coordinated primary care services, and local research interest networks were valuable for supporting
implementation at scale. Established relationships and reputation facilitated engagement, and there
were examples of spread happening organically through word of mouth. When teams worked
outside their region, personal contacts and access to external Primary Care Networks were similagly

facilitative (Q8, Q9).

Engaging primary care practices depends on addressing uneven readifess for

research and innovation

One challenge for implementation teams was extending the reach oftheirimplementation efforts to
practices that were less ready for research and innovation. While some practices had strong links
with research-active institutions and were embedded{nseseareh networks, others were more
isolated. Well-networked and resourced practices'With prior experience in research and innovation
were more likely to engage. In contrast, less reseagch-ready practices had limited experience, placed
lower priority on innovation, and repotted insufficient time or resources to participate in
improvement activities beyond regting’service delivery. Without targeted support, these sites risked
being left behind in natienal inngvation efforts. Teams noted engaged practices were often the

‘frequent flyers’ of research and innovation. (Q10, Q11).

For practi€es less ready for research and innovation, strategies included identifying local champions
within a practice or at the CCG/ICB or Primary Care Network level to support engagement. While
financial incentives were expected to help, they were often ineffective compared with hands-on
support. More effective strategies involved demonstrating how an intervention could improve
efficiency or save time, alongside practical support for implementation. These approaches addressed
real-world pressures and helped overcome barriers related to limited experience and capacity (Q12,

Q13).
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There were also efforts to ‘sell’ innovations to practices by showing how they could be achieved with

little or no additional resource; for example, one respondent cited a practice that did not realise a
template for recording MLTC was already on its computer system. Question and answer events,
aligning with practices’ objectives, and identifying a niche gap of interest to practices were other

strategies identified. (Q14).

Leveraging local intelligence supports implementation at scale

Scaling in primary care is not simply a technical or procedural endeavour. It is a practice"of

translation - requiring knowledge of local infrastructures including digital architecture, service flows,

organisational histories, and informal workarounds. Such knowledge is‘typically tacit, situated, and
difficult to capture in centralised guidance or logic models. Teamsyneeded to draw on intelligence
about local services, and to revisit and adapt either the intervéntions themselves and/or the ways

they were implemented (Q15, Q16).

The teams’ connection to local intelligence was'eritical for identifying changes, such as internal
restructuring or changes to IT infrastrticture) that affected implementation. Several participants
described IT system providers changing data formats, extraction methods, or access protocols,
disrupting established wotrkflows. One example was a supplier rebrand that modified data-sharing
infrastructure, leading\td sudden loss of reliable data extraction from some practices and requiring

additional work'tg idenitify affected sites and, in some cases, recruit alternatives (Q17).

Acrossthe proejects, success was often tied to individuals or small teams within primary care
networks or practices who had previous implementation experience and deep local intelligence

about “how things actually work here.” This included awareness of workforce, system boundaries,

referral pathways, digital architecture, local data quirks, and gatekeeping arrangements - knowledge

crucial for tailoring interventions while preserving fidelity of function (Q18).
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Unlike the broader relational work discussed earlier, this form of local knowledge was often practical
and procedural, concerned with how systems, routines, data flows and everyday work were
organised in particular places. Some implementers drew on their understanding of local practice
workflows to adapt digital templates; others identified when a site appeared on board but had a
history of non-engagement. These insights made scale-up more feasible because they allowed

adaptation in real time.

There were, however, limitations to relying on this form of intelligence when implem@&nting'at scale.
It was often embodied in a single individual and could be lost through role changes, practice
closures, or system change. Unlike formal implementation strategies, these fragménts of insight
were not written down, budgeted for, or transferred between teamsjandwheir loss led to duplicated
effort and slower progress. This loss of ‘organisational’ or ‘corperaté®memory is an often-cited
reason for the faltering, or breaking down of collaborative working (19), with key individuals either

being re-located, or exiting the health arena, resulting injloss of expertise as well as local champions.

[Table 2]

Discussion

Statement of pringipal findings

This study used €FIR’sfinner and outer context domains to explore the complexities of scaling
innovations,in primary care, showing that scaling is not simple replication but a dynamic, socially
embedded, and contextually sensitive endeavour. Themes mapped primarily onto CFIR constructs
rélated to partnerships, relational connections, and communications. Successful scale-up required
sustained relational work: building and maintaining relationships, supporting local champions,
utilising supporting organisations and primary care networks, and acting on local knowledge, while
navigating uneven readiness for implementation. This was shaped by resource constraints, variable

digital architecture, and structural reforms.
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Strengths and limitations

Strengths of this study are the use of qualitative methods to uncover mechanisms behind the
adaptive and iterative process of scaling up (20). We included four distinct projects within a national
programme, and used a theory-based approach to studying implementation at scale. We were only
able to explore the experiences of implementation teams: due to exceptional pressures on primary
care during the post-COVID environment and the ongoing service reconfiguration promptedhy the
2022 Health and Social Care Act (Department of Health and Social Care, 2022), weaverg unable to
interview healthcare professional (HCP) participants in each of the four proje€ts as originally
planned. Our sampling approach was constrained by the focus on the féur specific project teams and
snowball sampling, and findings are context-specific. All four projects were ARC-led and supported
by substantial implementation expertise and infrastructurg, Thisvinfrastructure is itself part of the
mechanism for successful scale-up, and findings may be'ess transferable to situations where such

support is limited or absent.

Nevertheless, while grounded in Englisi"primary care, the study identifies implementation
mechanisms - relational infrastru€ture, organisational readiness, and the use of local intelligence -
that are likely to be relevaptito othef health systems with heterogeneous primary care capacity. The
findings therefore offer transferable insights into the conditions required to scale complex
interventions far people living with multiple long-term conditions across diverse primary care

contexts.

Intempretation within the context of wider literature

The importance of relational infrastructure for implementation at scale has been recognised by
others: Koorts et al, in their realist review of mechanisms for successful scaling up, identified
relationships with local and national stakeholders as integral to scale-up success, with community

sustainability/embeddedness and stakeholder buy-in/perceived value making significant
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contributions to successful scale-up (21). Equally critical is the role of tacit local knowledge held by
key individuals who understand workflows, workforce configurations, and informal system
adaptations, enabling tailoring of interventions while preserving core functions. However, ongoing
re-organisations and restructuring in the NHS risk destabilising relationships and partnership working
more generally (22). Furthermore, the knowledge required to adapt and translate interventions and
implementation strategies is often fragile and poorly institutionalised, making scaling efforts

vulnerable to disruption amid workforce turnover and system change.

Scaling innovation requires moving beyond early adopters to engage practicessfacing greater
capacity and contextual challenges, yet this was not always straightforward. Otumstudy highlights the
need for diverse engagement strategies, rather than reliance on existing reséarch networks, and for
recognising what motivates practices to participate. For less research=feady practices, financial
incentives alone had limited traction; engagement dependedan reframing innovations in terms of
efficiency and time savings, alongside practical, hands-on implementation support. External
facilitation and webs of support have been identified as critical for reaching hard-to-engage sites
(23). This often-invisible implementatien work was enabled here by funding, but may be difficult to

sustain in unfunded scale-up efforts.

Our findings align with/pfimary ¢are implementation research showing that competing priorities,
limited capacitygand fit With everyday practice shape engagement with improvement initiatives (11).
A systematic review/of chronic care model implementation in primary care (24) similarly highlights
networks and organisational readiness as supporting implementation, issues reinforced by studies of
guidelifie implementation in primary care (25). Our study extends this work by examining how these
dynamics operate during wider scale-up across multiple interventions, highlighting the relational and

adaptive work required to engage diverse practices.

Together, our findings underscore that scaling innovations demands negotiation, adaptation, and

investment not only in technical processes but also in people, relationships, and local
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implementation support - balancing hard and soft assets (2). They reinforce scholarship that
conceptualises scaling as a complex, adaptive process embedded in social and organisational
contexts (26,27), and align with research highlighting the importance of social capital for scaling up
(28). Similar to critiques of staged or linear models (29), our results foreground relational and

adaptive work often relegated to the margins of implementation frameworks.

Implications for policy, practice and research

Scaling up requires long-term investment and sustained policy commitment, yet contintious
organisational change, workforce pressures, and resource scarcity make this'challenging. As
Chamberlain et al. noted: “We now know that implementation of new prégrams into usual services
can sometimes take years and require changes at multiple levels'ef thejsystem. Those changes must
be integrated into local commissioning and delivery structukesand cannot merely reside in the
goodwill and efforts of champions for the programs.” (30) A¥a national level, dedicated and
accessible infrastructure is essential to facilitatéspread in primary care. Policymakers and funders
should resource relational work, includifigitrust-building, alignment, and ongoing engagement, and
ensure hands-on implementation’supportfor hard-to-engage practices. This work should be
planned, funded, and evalyated as part of scale-up, rather than treated as informal or discretionary
effort. Within restrueturing, attention is needed to how local contextual knowledge can be
preserved, curatedsand transferred. Scaling complex interventions requires negotiation, tailoring,
and persistenceg- work that is essential but often invisible. Recognising, valuing, and resourcing this

work is critical to ensuring innovations are adopted, adapted and sustained across diverse settings.

Conclusions

Efforts to scale innovation in primary care must attend to the dynamic and contingent nature of the
social, organisational, and infrastructural conditions in which they are implemented. Our findings

suggest that scale is not a straightforward process of applying implementation strategies across a
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wider range of settings, but a process of social embedding, adaptation, and navigation of inner and

outer system dynamics. They highlight the importance of relational infrastructure, organisational

networks, navigation of uneven readiness and contextual constraints, and access to local

intelligence. Scaling proven interventions requires technical support and sustained investment in the

people, relationships, and local infrastructures that enable them to take root, endure, and deliver,

improvement across diverse primary care settings.

References:

10.

11.

Greenhalgh T, Robert G, Macfarlane F, et al. Diffusion of innovations in service organizations:
systematic review and recommendations. Milbank Q. 2004;82(4):581-629.
doi:10.1111/j.0887-378X.2004.00325.x

Coté-Boileau E, Denis J-L, Callery B, et al. The unpredictdble joutneys of spreading, sustaining
and scaling healthcare innovations: a scoping review. HealthsRes Policy Syst. 2019;17(1):84.
doi:10.1186/s12961-019-0482-6

World Health Organization. Practical guidancefomscaling up health service innovations.
WHO; 2009.

Damschroder LJ, Reardon CM, Widerquist,MAO, et al. The updated Consolidated Framework
for Implementation Research based on user feedback. Implement Sci. 2022;17(1):75.
doi:10.1186/s13012-022-01233%z

Kitson A, Harvey G, McCortmack®B. Enabling the implementation of evidence based practice:
a conceptual framework., BMJ Qual Saf. 1998;7(3):149-58. doi:10.1136/gshc.7.3.149

Chambers DA, Glasgow RE, Stange KC. The dynamic sustainability framework: addressing the
paradox of sustainmentiamid ongoing change. Implement Sci. 2013;8(1):117.
doi:10.1186/1748-5908-8-117

GreenhalghsT, Papoutsi C. Spreading and scaling up innovation and improvement. Br Med J.
2019;365:12068. doi:10.1136/bmj.12068

Lanham HJ, Leykum LK, Taylor BS, et al. How complexity science can inform scale-up and
spredd in health care: understanding the role of self-organization in variation across local
contexts. Soc Sci Med. 2013;93:194-202. doi:10.1016/j.socscimed.2013.05.008

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(1):139.
doi:10.1186/s13012-017-0650-0

Coroa RdC, Gogovor A, Ben Charif A, et al. Evidence on scaling in health and social care: an
umbrella review. Milbank Q. 2023;101(3):881-921. d0i:10.1111/1468-0009.12685

Armstrong N, Herbert G, Brewster L. Contextual barriers to implementation in primary care:
an ethnographic study of a programme to improve chronic kidney disease care. Fam Pract.
2016;33(4):426-31. doi:10.1093/fampra/cmw030

920z Jaquieldag o uo 1senb Aq 85//79/8// 1 L Bezw/oybiui/ce0 L 0L /10p/a|o1le-80uBApE/aYbIul/WO02 dNO"DILSPEIE W) PSPEOJUMO(]



oNOYTULT D WN =

Learning from scale-up

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

Maniatopoulos GH, Hunter DJ. The health system in the United Kingdom: past, present and
future. In: International Encyclopedia of Public Health. 3rd ed. Elsevier; 2025. p. 683-92.
doi:10.1016/B978-0-323-99967-0.00195-2

National Confederation of Health and Social Care (NHS Confed). ICB clusters and mergers:
what you need to know. 2025. Available from: https://www.nhsconfed.org/publications/ich-
clusters-and-mergers

Whitty CJ, MacEwen C, Goddard A, et al. Rising to the challenge of multimorbidity. BMJ.
2020;368:16964. doi:10.1136/bm|.16964

Bisquera A, Turner EB, Ledwaba-Chapman L, et al. Inequalities in developing multimefbidity
over time: a population-based cohort study from an urban, multi-ethnic borough in‘the
United Kingdom. Lancet Reg Health Eur. 2022;12:100273. doi:10.1016/j.lanepe.2022.100273

Braun V, Clarke V. Reflecting on reflexive thematic analysis. Qual Res SportExete.Health.
2019;11(4):589-97. doi:10.1080/2159676X.2019.1628806

Pettersen S, Eide H, Berg A. The role of champions in the implementation of technology in
healthcare services: a systematic mixed studies review. BMC Hgalth Serv Res.
2024;24(1):456. d0i:10.1186/s12913-024-09423-4

Haas A. Crowding at the frontier: boundary spanners, gatekeepers and knowledge brokers. J
Knowl Manag. 2015;19(5):1029-47. doi:10.1108/JKM-06-2045-0243

Hunter DJ, Perkins N, Bambra C, et al. Partnership Warking and the implications for
governance: issues affecting public health partnérships. London: NIHR Service Delivery and
Organisation Programme; 2011.

Van Grootven B, Sibilio S, Curreri N, eti@wMethodological considerations for evaluating
scale-up programmes in healthcare: a methods review. Int J Qual Health Care.
2026;38(1):mzaf120. doi:10.1093/intghc/mzaf120

Koorts H, Cassar S, Salman’J, et'al. Mechanisms of scaling up: combining a realist perspective
and systems analysis to‘understand successfully scaled interventions. Int J Behav Nutr Phys
Act. 2021;18(1):42,,d0i:1074186/s12966-021-01102-2

Perkins N, Hunter D). Health and Wellbeing Boards: a new dawn for public health
partnerships?.J Iptegr Care. 2014;22(5/6):220-9. doi:10.1108/JICA-07-2014-0027

Miake-lfye l¢Mak’s, Lam CA, et al. Scaling beyond early adopters: a content analysis of
literaturetand’key informant perspectives. J Gen Intern Med. 2021;36(2):383-95.
d6i:10.1007/s11606-020-06234-y

Kadu"™™K, Stolee P. Facilitators and barriers of implementing the chronic care model in
ptimary care: a systematic review. BMC Fam Pract. 2015;16(1):12. doi:10.1186/s12875-015-
0220-6

Wang T, Tan J-YB, Liu X-L, et al. Barriers and enablers to implementing clinical practice
guidelines in primary care: an overview of systematic reviews. BMJ Open.
2023;13(1):e062158. doi:10.1136/bmjopen-2022-062158

May CR, Johnson M, Finch T. Implementation, context and complexity. Implement Sci.
2016;11(1):141. doi:10.1186/s13012-016-0502-6

Maniatopoulos G, Hunter DJ, Erskine J, et al. Large-scale health system transformation in the
United Kingdom: implementing the new care models in the NHS. J Health Organ Manag.
2020;34(3):325-44. d0i:10.1108/JHOM-01-2019-0005

Page 16 of 25

920z Jaquieldag o uo 1senb Aq 85//79/8// 1 L Bezw/oybiui/ce0 L 0L /10p/a|o1le-80uBApE/aYbIul/WO02 dNO"DILSPEIE W) PSPEOJUMO(]


https://www.nhsconfed.org/publications/icb-clusters-and-mergers
https://www.nhsconfed.org/publications/icb-clusters-and-mergers

Page 17 of 25

oNOYTULT D WN =

Learning from scale-up

28. Rotteau L, Albert M, Bhattacharyya O, et al. Understanding decisions to scale up: a
qualitative case study of three health service intervention evaluations. J Health Serv Res
Policy. 2021;26(1):37-45. d0i:10.1177/1355819620921892

29. Niang M, Alami H, Gagnhon M-P, et al. A conceptualisation of scale-up and sustainability of
social innovations in global health: a narrative review and integrative framework for action.
Glob Health Action. 2023;16(1):2230813. doi:10.1080/16549716.2023.2230813

30. Chamberlain P, Roberts R, Jones H, et al. Three collaborative models for scaling up evidence-
based practices. Adm Policy Ment Health. 2012;39(4):278-90. doi:10.1007/510488-011-&
0353-6

Figure 1: Overview of the four scaling up projects undertaken across England betw %

%C)

?\

920z Jaquieldag o uo 1senb Aq 85//79/8// 1 L Bezw/oybiui/ce0 L 0L /10p/a|o1le-80uBApE/aYbIul/WO02 dNO"DILSPEIE W) PSPEOJUMO(]



oNOYTULT D WN =

Optimising structured medication reviews (SMRs): This project involved 7 ARCs and aimed to
support the implementation of SMRs for people with >=4 MLTCs. The SMRs were implemented
through practice pharmacist networks, with implementation approaches including support in
identifying eligible patients, training using best practice examples, and use of a dashboard to

feedback performance data. https://arc-yh.nihr.ac.uk/research/projects/optimising-structured-

medication-reviews-a-real-time-observational-cohort-study-with-integrated-qualitative-

evaluation/

Online education for NICE Do-Not-Do recommendations: Initially involving 3 ARCsithe project
supported implementation of 6 Do-Not-Do recommendations for people with cardio metabolic co-
morbidities. Implementation approaches include ‘bite-size’ online gducation, and performance

feedback via a quality dashboard. https://arc-em.nihr.ac.uk/sesearch/explore-our-research/audit-

based-education-implement-nice-do-not-do-recommendations

Multimorbidity templates for personalised primary care (PP4M): Involving 4 ARCs, the project
aimed to refine and implement a MLTC templatésfor personalised care, accompanied by tools e.g.
risk stratification tool, whole persongfeview. Implementation approaches included training,
promotion and support from c@mmiissioners, and a personalised care lead. https://arc-

em.nihr.ac.uk/research/éxplore-our-research/personalised-primary-care-patients-multimorbidity-

pp4m
Tailored cardiovascular disease (CVD) prevention for people with severe mental illness
(PRIMROSE-A): This project involved 2 ARCs and introduced a framework for tailored CVD
prevention intervention for people with serious mental iliness. Implementation approaches
included adaptation of the existing frameworks so that they reflected local context via PDSA (Plan,
Do, Study, Act) cycles, mapping the available workforce to deliver interventions, facilitation of

searches and stratification, and training and education. https://www.arc-
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Table 1: Interview participants

Participant Project No. of times
identification interviewed
P1 NICE Do-Not-Do, SMRs 3
P2 NICE Do-Not-Do 3
P3 PRIMROSE-A 3
P4 PP4M 2
P5 SMRs 2
P6 PP4AM 2
P7 PRIMROSE-A 1
P8 SMRs 1
P9 PPAM 1
P10 PPAM 1
P11 NICE Do-Not-Do, SMRs 1
P12 PRIMROSE-A 1
P13 PRIMROK 1
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Table 2 Data supporting scaling-up interventions for people with multiple long-term conditions in

the primary care

Theme

Representative quotations

Scaling requires relational
Infrastructure

Working with supporting
organisations and
networks facilitates
spread

Q1: | think with engagement with GP practices, specifically having
champions and people who really believed in the interventionfand
were there, you know, they were willing to give time and éffort'to
support it and drive it locally. | think that played a majortole in
engagement as well, like facilitating it. (P12)

Q2: You have to have somebody whose language canboundary
span. To win them over because sending them a link to see a GP
talking about long term condition reviewsis nevef going to win over
nurses. (P4)

Q3: It's a challenge, you know, because'.champions move on, the
champions get other things [put] onté their portfolios. (P13)

Q4: | don't think we'veseally expected so much iteration and
change. So for example, with stakeholder mapping, | don't think we
expected to. | mean, wecould have done a different stakeholder
map every month. (P3)

Q5 think we’ve been slightly lucky that we managed to reach out
quite early on. To [the clinical lead for topic] for the entire CCG in
[location]; she is also the clinical director of one of the primary care
networks. [...] So engaging with her was key and that happened very
early on. [...] She’s actually provided a lot of the connections. (P3)

Q6: So people within the [condition] team within the Academic
Health Science network [have been critical]. In terms of doing the
initial engagement piece, the initial ‘Ok how does this work within
your area?’, that mapping and then a little bit more in terms of
direct communication with the individual practices who are
implementing. [...] Part of the reason [this happened is because] |
have one foot very much within the implementation, because | work
partly [in Academic Health Science network] as well as partly within
the ARC (P7)

Q7: ltisn't just you trying to engage a CCG now. There's lots of
different areas, isn't there? And it's hard to pin down. (P4)
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Engaging primary care
practices depends on
addressing uneven
readiness for research
and innovation

Q8: In [location] [Organisation] is one of the largest federations of
groups of practices bigger than a primary care network. It covers
most of the practices in and around [location]. [...] and that's
increasingly becoming the level at which innovations happen and
they developed them, roll them out. All the partner practices and
we've done some research projects [with them] and that could be
because that's a big enough organisation who are interested in. [...]
But that data collection and the management for sort of
management purposes you know, so they set up systems and
sharing access to records and be able to roll out. [...] We've hada
productive relationship with them (P6)

Q9: | think we've seen already some early evidence of kind,of spread
and for example with our project actually we started with two [local
locations] and then a site up in [non-local location]%afnd actually
organically through kind of word of mouth. (P7)

Q10: | think that the différence is that the people who joined
[Project] are alreadyawithin the network. So they're part of the
[research] centrevalteady. And usually, the types of practices that
sign up to studiesiike this are quite experienced practices who have
takenspartiin different studies in the past and so on [...] Yeah, they're
definitely more research ready. [...] And so what we'll find is that
they're quite set up already for studies and they use them as
révende. (P2)

Q11: Usually the types of practices that sign up to studies like this
are quite experienced practices who have taken part in in different
studies in the past and so on. [...] quite sort of study veterans (P3)

Q12: Part of our sell is [...] | showed that these people often will
have like [...] ten different appointments anyway through the year,
review appointments because of calling them up for separate
diseases. So, [although the intervention involves] calling them for
one or two longer appointments [this] isn’t necessarily gonna take
longer than ten short appointments and we showed how for typical
patients that would be true. Ok you’re doing things you weren’t
doing before but you’re not wasting lots of time asking about
smoking ten times a year. So there are efficiency gains and what we
showed [...] is that it didn’t actually cost anymore, based on peoples’
time, than conventional ways of working” (P6)
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Leveraging local
intelligence
supports
implementation
at scale

Q13: The focus of the study is how can we help practices actually
roll this out and do it and what stops us... what stops practices doing
it what makes it easier to do it and so on. (P1).

Q14: One nurse...said to us we've been wanting to do this for ages
with long term conditions. We've been saying we wanted to do this
for ages and haven't known how to do it because we're seeing
patients in isolation. We're repeating the same message often for
several conditions and we've kept saying if only we'd got a
multimorbidity template or we could merge a lot of this. So, when
we showed them that they'd had this template on the screen. All
this time it was on their system they were kicking themselves#ou
know | can't believe that that's been there all along (P9).

Q15: A lot of the training videos and a |ot of the recruitment videos
[...] utilised GPs to deliver the trainingwideos and the photographs
were of GPs. When actually | knewythe/people that were going to be
using this template the most wege the nurses. (P4)

Q16: We haven’t really*specified [who will lead on the ground]
because every practicelhas got different arrangements. It depends
on the availahility\Seme’have got their own pharmacists, some
share pharmacists;some haven’t got a pharmacist at all. (P6)

Q17: Withthat, they also changed the way that they provide data,
which‘meant that we had to make a lot of changes our ends in terms
of how we receive the data and what we do with it. But basically, it
meant'the practices we initially thought initially extracting data
reliably from, we were no longer receiving data reliably from some
of them. We then had to do investigative work to find out which
ones we were receiving data for and then [ person] had to recruit
some additional practices so that took time. (P1)

Q18: So we’ve got two [...] sites who are probably going to have
slightly different workforce available to implement different
elements. (P6)

920z Jaquieldag o uo 1senb Aq 85//79/8// 1 L Bezw/oybiui/ce0 L 0L /10p/a|o1le-80uBApE/aYbIul/WO02 dNO"DILSPEIE W) PSPEOJUMO(]



oNOYTULT D WN =

End Matter

Contributorship

CT, NA, KK, RB, AR, SC contributed to the conception and design of the work; SC, JW collected
interview data; SC, CT, NA, JW contributed to analysis and interpretation of data; SC drafted the
initial version and CT, NA, GM, NP substantively revised it. All authors read and approved the final

manuscript.

Ethics and other permissions

This study was approved by University of Leicester Medicine and Medicine andhBiological Sciences
Research Ethics Committee (Ref: 32308-sec55-Is:healthsciences). Infermed.gonsent was secured

from all participants prior to each interview.

Funding

This research was supported by the National lfistitute for Health Research (NIHR) Applied Research
Collaboration (ARC). CT is funded by the*NIHR Greater Manchester Patient Safety Research
Collaboration (GM PSRC). KK is supportedddy the National Institute for Health Research (NIHR)
Applied Research Collaboration EastyMidlands (ARC EM), NIHR Global Research Centre for Multiple
Long Term Conditions, NIHR Cross NIHR Collaboration for Multiple Long Term Conditions, NIHR
Leicester Biomgdical Research Centre (BRC) and the British Heart Foundation (BHF) Centre of
Excellencé. Theyiews expressed are those of the author(s) and not necessarily those of the NIHR or

the(Department of Health and Social Care.

Conflict of interests

All authors declare they have no competing interests.

Availability of data and materials

Page 24 of 25

920z Jaquieldag o uo 1senb Aq 85//79/8// 1 L Bezw/oybiui/ce0 L 0L /10p/a|o1le-80uBApE/aYbIul/WO02 dNO"DILSPEIE W) PSPEOJUMO(]



Page 25 of 25

oNOYTULT D WN =

The datasets generated and/or analysed during the current study contain information that could

identify participants. To protect confidentiality, these data are not publicly available.
Acknowledgements

We are grateful to all project teams and stakeholders who participated in the evaluation and share

their insights.

The authors used OpenAl’s ChatGPT (GPT-4 & 5) to support the development of this maw

Specifically, the tool was used to assist in structuring the discussion section, identi vant

references, refining academic phrasing, and providing copy-editing suggestio@ontent was

reviewed, edited, and approved by the authors, who take full respo si@ the final text.

920z Jaquieldag o uo 1senb Aq 85//79/8// 1 L Bezw/oybiui/ce0 L 0L /10p/a|o1le-80uBApE/aYbIul/WO02 dNO"DILSPEIE W) PSPEOJUMO(]





