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Background: Scaling up population health interventions is a context-orientated,

dynamic and multi-stakeholder process; understanding its influences is essential to

enhance future scaling efforts. Using physical activity and nutrition interventions in

Australia as case examples, the aim of this paper is to identify core influences involved

in scaling up physical activity and nutrition interventions, and how these may differ by

context and stakeholder.

Methods: A qualitative study involving semi-structured telephone interviews with

individuals representing academic, government and non-government organizations with

involvement in scaling up state and national physical activity and nutrition interventions.

Interview questions were derived from the WHO report “20 Questions for Developing

a Scaling up Case Study”, and mapped against four key principles and five core

areas in the WHO ExpandNet framework for scaling up: (1) The innovation; (2) User

organization; (3) Environment; (4) Resource team and; (5) Scale up strategy. Data were

analyzed thematically.

Results: Nineteen interviews were conducted (government = 3; non-government

= 5; and academic = 11 sectors) involving eight scaled up interventions, targeting

nutrition (n = 2), physical activity (n = 1) or a combination (n = 5). Most themes

aligned to the “Environment”, including: (i) political (e.g., personal agendas); (ii) social

(e.g., lack of urgency); and (iii) sector/workforce (e.g., scale up accountability) factors.

Themes relating to “Scale up strategy” (e.g., flexibility and evaluation transparency)

were next most commonly occurring. Whilst themes were broadly consistent across

participants, government participants had a more policy-oriented perspective on the

scale up process. Academics discussed a tension between the generation and use

of evidence, and the influence of political climates/interest on scale up decisions.

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2022.771235
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2022.771235&domain=pdf&date_stamp=2022-03-28
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.frontiersin.org/journals/public-health#articles
https://creativecommons.org/licenses/by/4.0/
mailto:h.koorts@deakin.edu.au
https://doi.org/10.3389/fpubh.2022.771235
https://www.frontiersin.org/articles/10.3389/fpubh.2022.771235/full


Koorts et al. Complexities and Context of Scaling-Up

Conclusion: Attributes of the “Environment” and “Scale up strategy” consistently

featured as major influences on successful outcomes, while the role of evidence

differed greatly between participant groups. A multisector scale up strategy for future

interventions may enable the complexities of environmental and political contexts to be

incorporated into scale up planning.

Keywords: scale up, scaling, physical activity, nutrition, intervention, stakeholder, population health

INTRODUCTION

Scaling up refers to deliberate efforts to increase the impact of
successfully tested interventions, to benefit a greater number
of people and to foster policy and programme development
on a lasting basis (1). Successful scale up of public health
interventions is fundamental to ensuring maximum reach and
equitable coverage of interventions to achieve population health
improvement. For some important health risk behaviors there
has been a continued lack of population-level improvement.
Specific to the context of this paper, physical inactivity, unhealthy
eating and overweight/obesity, for example, have remained
resistant to public health intervention, with levels having reached
pandemic proportions worldwide (2, 3). This is observed across
the lifespan, with persistently high levels of inactivity, unhealthy
eating and overweight/obesity shown from early childhood
onwards (4, 5). For example, in Australia, 43% of adults, 29%
of children (5–11 years) and 8% of adolescents (12–17 years)
achieve government recommended levels of physical activity
for improved health (2011–12) (6). In 2019, 67% of Australian
adults and one in four Australian children were classified
overweight or obese (7). Whilst there are examples of initiatives
in Australia that have been scaled up nationally to promote
physical activity [e.g., Lift for Life (8)] and a healthy diet [e.g.,
the Heart Foundation Tick Program (9)]; rates of inactivity
(6), and overweight and obesity (10) remain at a level higher
than what is currently recommended for health. With regards
to physical activity, there has been a significant lack of effective
interventions institutionalized within health systems (11), and
implementation of large scale obesity prevention approaches
have often demonstrated unsustainability (12).

Despite some progress in Australia with the national scale
up of interventions targeting improvements in physical activity
and a healthy diet; population health impact requires many,
sustainably implemented changes targeting all facets of factors
influencing these behaviors. For example, physical inactivity and
obesity are complex behaviors embedded inmany socioeconomic
factors. It is not sufficient to simply roll out evidence based
interventions targeting one aspect of the problem, all layers of the
problem need to be addressed at scale. Scale up, in this instance,
is not simply widening the reach of evidence-based interventions.
Scaling up is a highly contextually driven process, with scale up
decisions and actions embedded in political climates and the

Abbreviations: WHO, World Health Organization; SUITE, Scaling Up

InTErventions; NGO, Non-Government Organizations; PLS, Plain Language

Statement; PA, Physical Activity.

goals of agencies invested. A gap in current knowledge is that
challenges within the political and social climate of scale-up,
and ways of leveraging opportunities when they exist, are rarely
reported in the literature (13).

Successful scale up typically requires integrated working with
agencies from multiple sectors, beyond just health, and requires
commitment from stakeholders both within and outside of
government (14). This is important to ensuring the use of
appropriate evidence-based programs and potentially increasing
the likelihood of sustained investment. It is the “people”
involved in the scale-up process that can be central to scale
up outcomes. Stakeholders may possess many different “mental
models” of how and why scale-up occurs. These mental models
can underpin stakeholders’ beliefs about why certain outcomes
are observed over others, and how these outcomes can be
explained. A stakeholder is any person or organization that
has an interest in the process of outcomes of the intervention.
Previous research on scaled up physical activity and nutrition
interventions in Australia has shown that decision-making
and perceptions of evidence or intervention legitimacy can,
at times, be value-laden and dependent on prior goals and
expectations of intervention impact (15). Stakeholders involved
in the dissemination or adoption of interventions, such as
community-based organizations or governments, can act as the
gatekeepers to intervention dissemination or adoption decisions.
Understanding the views and beliefs of different stakeholders
involved in scale up, including how their perceptions relate to
scale up decisions is a critical (16), and yet understudied aspect
of scale up (17).

To accelerate the population health impact of interventions,
nonetheless, the World Health Organization (WHO), in
collaboration with ExpandNet, has developed multiple resources
to support the scale up and translation of evidence-based
interventions into practice (18, 19). In particular, the WHO
ExpandNet framework for scaling up health service innovations
(Figure 1) presents the building blocks for scale up, highlighting
the interrelationships among central elements (e.g., attributes
of the intervention, implementation strategy and context) and
strategic choices involved.

The framework incorporates five core areas, with attributes
that are recommended for consideration during scale up: (1)
The innovation (intervention) (e.g., attributes that increase the
likelihood of an intervention being successfully translated such
as relevance and compatibility); (2) User organization (e.g.,
organizational attributes such as implementation capacity); (3)
Environment (e.g., opportunities in the environment to minimize
constraints or accelerate institutionalization); (4) Resource team
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FIGURE 1 | WHO ExpandNet framework for scaling up. Reprinted from: (20).

(e.g., attributes that increase likelihood of attaining scale up goals,
such as effective leadership) and; (5) Scaling up strategy (e.g.,
plans and actions necessary to establish intervention such as
advocacy strategies). Whilst the WHO framework for scaling
up provides an important road map and compilation of factors
involved in scale up globally, its applicability to physical activity
and nutrition intervention scale up in the Australian context
is unknown.

To address these key gaps in knowledge and explore what the
impact is of political and social climates when scaling up, how
the perceptions and views of stakeholders influence decision-
making processes, and how applicable the WHO framework for
scaling up is within the Australian context; in 2018, the Scaling
Up InTErvention (“SUITE”) project was conducted. The SUITE
project aimed to identify mechanisms underpinning successfully
scaled up physical activity and nutrition interventions in
Australia and internationally (15), drawing on core areas of the
WHO ExpandNet framework (20). This paper presents findings
from interviews with key stakeholders involved in scaling up
physical activity and nutrition interventions in Australia, from
academic, government and non-government sectors. The aim
is to investigate factors influencing scale up of state and
nationally delivered physical activity and nutrition interventions
in Australia, and how these differ based on the perspectives of
academics, practitioners and policy makers involved.

METHODS

Study Design
The study used a qualitative design involving semi-structured
telephone interviews with individuals representing academic,
government and non-government sectors, involved in scaling
up physical activity and nutrition interventions. Scaled up
interventions were identified via expert consultation (n =

14 subject matter experts), database (e.g., EBSCO) and gray

literature searches (via Google). A full description of the
intervention search strategy has been published previously (15).
Included interventions targeted improvements in nutrition (n
= 2), physical activity (n= 1) or a combination of both
(n= 5); described in Table 1. Collectively, interventions had
been implemented in five different implementation settings,
targeted populations across the lifespan (although six of the eight
targeted children directly or families of children aged 3–13 years),
had been delivered in all six Australian states, and included
those that were still ongoing in implementation (n = 5) or had
ceased (n = 3) (Table 1). The WHO ExpandNet framework for
scaling up (20) was used to inform the interview schedule and
the analysis of data. As the aim of this paper was to understand
individuals’ experiences of and perceived influences on scale
up processes, as opposed to attributes or features of the unique
intervention, we only include data relevant to four of the five
framework areas: the Environment, User organization, Resource
team and Scale up strategy.

Positionality Statement
As in all research, it is helpful to understand our positionality
and, therefore, our lens on the data. In conducting this study
we operated from the epistemological perspective of social
constructivism in that we recognized our inevitable position
in the data collection, analysis and interpretation. Although it
was not possible to remove ourselves from these procedures we
sought to manage our presence in the data in two ways. Firstly,
through continual self-reflection on how our worldviews shaped
the research. Secondly, by being comprehensive in presenting all
data that were collected and then being transparent in reporting
how the data were analyzed and reported.

Participants and Recruitment
Using publically available information on the eight scaled up
interventions, key personnel associated with each program
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TABLE 1 | Descriptive characteristics of scaled up interventions.

Intervention name Intervention type Target outcome Population and setting Scale up time

frame

Scale up level

Go4Fun (21) After school obesity

prevention program

PA & Nutrition Children aged 7–13 years above

a healthy weight, Community

settings

2009–ongoing State (NSW)

Jamie Oliver’s Learn Your Fruit

and Veg (22)

Community-based program

to increase food skills,

knowledge and confidence

Nutrition Children aged 3–12 years,

Community settings

2018–ongoing National

Live Lighter (23) Educational mass media

campaign

PA & Nutrition Adults, mass media and social

media

2012–2015 State (WA, VIC, ACT &

NT)

Munch and Move (24) Training and resources for

early childhood educators

PA & Nutrition Children aged 0–5 years, Early

childhood education and care

services

2013–ongoing State (NSW)

OPAL (Obesity Prevention and

Lifestyle) (25)

Community development

and social marketing

PA & Nutrition Children through families,

Community-based

2009–2017 State (SA)

PEACH (Parenting Eating and

Activity for Child Health) (26)

Community-based

multi-component group

educational sessions

PA & Nutrition Families with overweight/obese

children aged 5–11 years,

Community settings

2013–2016 State (QLD)

Physical Activity 4 Everyone

(27)

Whole-school physical

activity program

PA Adolescents, Disadvantaged

secondary schools

2017–ongoing State (NSW)

Stephanie Alexander Kitchen

Garden (28)

School-based food

education program

Nutrition Primary schools 2005–ongoing National

Information in the table relates only to the scale up period for each intervention. Interventions are listed alphabetically and do not correspond to the intervention number provided in

illustrative quotes. PA, Physical Activity; Australian states, SA, South Australia; QLD, Queensland; NSW, New South Wales; WA, Western Australia; ACT, Australian Capital Territory; NT,

Northern Territory.

were contacted for participation in the study. Participants
included key stakeholders grouped according to three levels:
(1) academia (University-based academics responsible for
designing/testing/evaluating the intervention); (2) government
(policy-makers/civil servants involved in government adoption
and/or implementation of the intervention) and; (3) non-
government (stakeholders in Non-Government Organizations
[NGOs], industry or community-based organizations that had a
significant role in the scale up process). Participants were eligible
for inclusion in the study if they had been either: (i) the principal
investigator or a senior chief investigator during intervention
development or testing, and/or have knowledge/experience
of scaling up process (e.g., participated in decision-making
processes related to scale up); (ii) involved in the decision-
making process to adopt, fund or roll-out and/or sustain
implementation of the intervention at scale, and/or (iii) involved
in the process of scaling up the intervention (e.g., funded
research/implementation, actively supported or advocated to
government for adoption/implementation of the intervention
at scale).

Recruitment occurred in two phases. Phase 1 involved a
purposive sampling technique to identify participants named
in publications/reports associated with each intervention as
identified from online searches. Potential participants were
contacted via email and/or telephone and invited to participate
in the study. Phase 2 involved a snowball sampling technique,
with Phase 1 participants asked to identify additional individuals
who played a significant role in scale up. Participants were asked
to forward on the recruitment email or contact details of the
research team, to those individuals/organizations directly. To

protect participant confidentiality, all “additional” participants
identified during Phase 2 recruitment were instructed to
confirm their interest to participate by contacting the Principal
Investigator. We intended to recruit a representative for each
intervention from each of the three stakeholder groups, however,
we were unable to do so. This is potentially due to staff
turnover given the lengthy time required for scaling up. All
participants wishing to take part were emailed information on
the study, a Plain Language Statement (PLS), and an individual
and organizational consent form.

Procedure
One-on-one semi-structured telephone interviews were
conducted during April to June 2018. Interviews lasted up
to 1 h and were audio recorded and transcribed verbatim for
later analysis. Individual and organizational signed consent
was obtained prior. To ensure interpretation of the interview
data was coherent, on completion of the data analysis phase
participants were invited via email to provide feedback on their
quotes for inclusion in the manuscript, and the qualitative theme
they related to. Based on feedback, we improved the grammar
of two quotes relating to one participant. This grammatical
amendment did not alter the meaning of the quote in any way.

Measures
An interview schedule was developed to explore the drivers
underpinning implementation outcomes at scale and how these
differed by academics, and those working in government or non-
government organizations. Interview questions (n = 25) were
derived from the WHO report “20 Questions for Developing
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TABLE 2 | Application of the four core areas of the WHO ExpandNet framework

for scaling up in interviews.

WHO core

area

aDescription Example interview

question

Environment Multiple conditions and

institutions external to the user

organization fundamentally affect

the process and prospects for

scaling up. The social, cultural,

political and economic context in

which scaling up takes place has

substantial impact on the other

elements of the framework.

“Did the political context at

the time the intervention

was “rolled-out” affect your

efforts or any resources that

were needed for scale up?”

User

organization

The institutions or organizations

that seek or are expected to

adopt and implement the

intervention on a large scale. Can

include a public sector health

service system, a

non-government organization or

alliance, a network of private,

commercial sector providers or a

combination of such institutions

“Were any strategies

developed, either by the

research team or

stakeholders, to ensure the

target settings had the

capacity to actually

implement what was

required of them?”

Resource

team

Individuals and organizations that

seek to promote and facilitate

wider user of the intervention.

The resource team serves as a

catalyst for change and provides

guidance and technical

assistance to the deliberate

efforts to utilize the innovation on

a large scale. Can include

researchers, program managers,

trainers, service providers,

community representatives,

reproductive health advocates

and policy-makers

“Was there a role for policy

advocates? Were they used

to promote the intervention

within government or to

make decisions on wider

roll-out in general?”

Scale up

strategy

Plans and actions necessary to

establish the intervention in

policies, programs and service

delivery. Includes efforts used by

the resource team and

approaches by the user

organization as it responds to

these efforts.

“What were the advantages

and/or disadvantages to the

approach [centralized or

decentralized or both] taken

in scaling up?”

aCore area definitions sourced from Simmons and Shiffman (1).

a Scaling up Case Study”, and the key principles and areas for
consideration in the WHO ExpandNet framework for scaling up
(20). Table 2 presents application of the four key areas of the
WHO ExpandNet framework during interviews.

Analysis
Interview data were thematically analyzed following the methods
described by Braun and Clarke (29), and transcripts were
coded by participant group (government, non-government
and academics). Coding and theme development was firstly
deductive, guided by the study aims (20), followed by an
inductive approach that was directed by content of the data (30).
To prevent any potential bias from researchers with expertise in
the topic area, one researcher (JLM) was employed on the project

specifically to conduct the data analysis and interpretation of
themes for the results, which JLM drafted. JLM is a qualitative
researcher who does not specialize in scale-up research, and was
not involved as part of the broader research team.

Firstly, interview transcripts were repeatedly read by JLM
(Phase I) and then data were coded into subcategories (e.g.,
consistency of financial support) within NVivo12 software
(QSR international) (Phase II). Major categories were created
by grouping similar codes/subcategories together (Phase IV).
Candidate (i.e., preliminary) themes were identified and reviewed
through linking common ideas (categories/subthemes; Phase V).
During Phase VI (analysis and write up), themes were linked
to direct quotes and presented with participants occupation
group. Consistent with Braun and Clarke that prevalence
does not necessarily indicate the importance of the theme,
inclusion was based on the extent to which the theme helped
expand on knowledge to answer the research question, rather
than simply occurrence within the data. As one method of
researcher triangulation, during interviews, the interviewer (HK)
made detailed notes on key points, with suggested codes and
key themes summarized at the conclusion of data collection.
To further ensure reliability of coding, a second method of
researcher triangulation was employed where two researchers
(HK, JLM) independently coded a subsample of transcripts (n
= 5), and then met to discuss and resolve any discrepancies
in coding. Researcher triangulation was achieved when there
was consensus between JLM and HK on interpretation of the
qualitative data.

RESULTS

Nineteen participants (n = 3 government; n = 5 non-
government; n = 11 academia) took part in an interview.
Participants represented all eight interventions included in
the study, however, representation across participant groups
varied by intervention. Additional File 1 and Table 1 present
descriptive information on participants and the eight scaled up
interventions, respectively. Participants’ total time involved in the
included interventions ranged from <1 year <15 years. Figure 2
depicts how the 27 themes, and 45 subthemes, relate to the core
influences on scaling up. To ensure participant confidentiality,
interventions listed inTable 1 are presented alphabetically and do
not correspond to the intervention number order provided in the
illustrative quotes. Although there were some themes unique to
participant groups, reflecting their organizational role or specific
involvement in scale up, overall, themes were consistent across
groups and intervention types.

Environmental Influences on Scale Up
Political, social and sector/workforce factors were the major
environmental influences on scale up. Political factors included
competing with political priorities and enduring changes in
government, personal agendas and obtaining stability in funding.
Social factors included interest and response of the public toward
the health issue, which fundamentally impacted the “appeal”
for stakeholders to support scaling up. Sector/workforce factors
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FIGURE 2 | Major themes and subthemes from interviews with individuals involved in scale up. Themes grouped by core areas (dark gray boxes) of the WHO

ExpandNet framework for scaling up (13). Bold text indicates a main theme; subthemes listed underneath where applicable.

included structural and delivery setting changes that impacted
the process and feasibility of scaling up.

Political Factors
Stability in financial support for the duration of scale up was
mostly attributed to the “perfect political climate” or “luck”.
Stability in funding enabled the establishment of large, long-
term intervention targets and trusting relationships within
the community:

“. . . so fickle and fragile [funding]. You know I never thought we

would lose federal money ‘cause I thought it was so contractually

well connected, but evidently not” (Government 1, Intervention 7)

Academic participants in particular expressed that funding
instability was often as a result of investment promises
from high profile politicians who then ceased further
involvement. The result was interventions feeling “imposed”
on departments/communities with inadequate resources and
infrastructure to deliver:

“. . . the broader infrastructure [to support scale up] really wasn’t

considered because of the initial basis that it [the intervention] was

set up, which was really this Prime Minister having a pet program

that was imposed on the [name of government department]”

(Academic 1, Intervention 1)

The non-government participants discussed that the abundance
of causes/interventions being pitched and the finite amount
of funding available, was seen to make the success of scale
up very difficult if the issue was not already on the forefront
of the political conversations. Participants described this as
an almost insurmountable challenge, feeling at a loss with
ways of overcoming the popularity of other health issues.
All groups discussed competition with political priorities, and
a change of government was seen as a particular hurdle
for interventions with a narrative on “prevention” rather
than “cure”:

“A fact that prevention is seen as such a non-permanent part of

the Australian healthcare system is just like, it’s more depressing

the longer that you’ve worked in it. . . you can talk about all these

other aspects of scaling up as much as you like, but until healthcare

systems embed prevention within their core business, and that it’s

not seen as a discretionary thing that can come and go depending

on the whim of the government or the budget at the time, you’re not

going to really get very far.” (Academic 4, Intervention 2)

“we need to be able to shore ourselves up to ride through a

government that is more interested in cure than prevention. And

that’s very hard work. . . So if we can just ride through one or

two seasons of a cure government, we’re pretty sure that the

prevention government will come back and help us” (Academic 1,

Intervention 1)
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Windows of opportunity was a strong theme discussed by non-
government participants, and that success depended on the right
political climate. Despite planning for this climate, “luck” was a
key element to scale up success:

“Some of them [outcomes from advocacy strategies] were

fortuitous for sure. Like finally getting into one education minister’s

sight who just got the vision immediately. That was luck” (Non-

Government 1, Intervention 1)

Academic participants expressed frustration with political drive
taking preference over an evidence-based approach:

“I know many, many, many things that are evidence based with

many trials and very strong, but without that political drive, very

difficult to get things going. And then you’ve got other things where

the evidence is quite poor, yet the political drive is strong, and it’s

those things that end up getting implemented. So the strong political

drive will outweigh evidence, that’s my experience.” (Academic 1,

Intervention 8)

“as scientists or as people who are evidence based, what we want

is for decision makers and politicians to make decisions based on

evidence. But we know that they don’t [only use evidence]. . . And

there’s lots of other things that are influencing them. And I don’t

even know that we know what they are half the time. But they’re

there”. (Academic 1, Intervention 2)

Navigating personal agendas was a strong theme discussed by all
participant groups. Participants expressed that the intervention
needed to be consistent with the current government’s election
commitments and not viewed as continuing the work of the
previous government. Participants explained that having the
right stakeholders in power was integral to the ultimate success
of the intervention, as personal agendas had a strong influence
on decision making processes:

“I hate to say it; self-interest tend to govern most of these

conversations [decisions about scaling up]” (Non-government 1,

Intervention 6)

In summary, major themes relating to political factors included:
“stability in financial support,” “competing with political
priorities,” “personal agendas,” “windows of opportunity” and
“enduring changes in government”. Stability in funding was
attributed to luck or a perfect political climate, and the challenges
of competing with many other health issues. The right political
climate/window of opportunity and stakeholder was discussed
as influencing decision-making, and in particular having an
intervention that was consistent with the current government’s
election commitments.

Social Factors
Influences in the social environment were predominantly
discussed by academic and non-government participants.
Interventions that were seen as targeting “sensitive” health issues,
such as obesity, meant ensuring community engagement and
ownership was often difficult. Such health issues could also be

perceived by the public as leading to negative outcomes (e.g.,
creating stigma around children’s weight):

“The main kind of hesitation really for people [potential

stakeholders/advocates] was about when you referred to obesity

and shaming people who were overweight and the risks of that, so

we had a lot of talking to do about that.” (Non-Government 1,

Intervention 7)

If the health issue was perceived as less “urgent” compared to
others, it was often a challenge to gain community interest and
time investment:

“It’s a slow issue [obesity], there’s no crisis moment, the community

is not necessarily angry about it. I think they’re all things were all

thinking about a bit more.” (Non-Government 1, Intervention 4)

Non-government participants also discussed the large
knowledge gap and additional hurdles experienced when
scaling interventions that reached low socioeconomic groups:

“What we’re seeing, particularly in lower socioeconomic schools, is

an alarming knowledge gap. . . they don’t consume fresh fruit and

veg. . . they’re not coming from homes that are particularly food

literate.” (Non-Government 1, Intervention 6)

Participants described that varying levels of knowledge amongst
those scaling interventions was assumed, whereas planning
for innovative ways of translating information was found
to be integral. Participants discussed the importance of
obtaining a bidirectional social/political interest. As with political
environments, community interest was also viewed as “coming in
waves” depending on the popularity of the health issue:

“Concern about childhood obesity comes in waves. . . so it [the

timing of scale up] was sort of, if you like, the crest of the obesity

wave. . . So I think sort of the passing of that wave made it less in

front of people’s minds.” (Academic 1, Intervention 4)

Major themes relating to social factors included: “sensitive health
issues,” “lack of urgency,” “knowledge gap,” “wavering interest.”
Gaining community buy-in for an intervention targeting a
sensitive health issue was described as challenging, and in
addition, if it was an issue perceived as less urgent by the
community. There were knowledge gaps regarding how to target
low socioeconomic groups, and that community interest came
in waves. This wavering interest was described as relating to the
popularity of the health issue among the public.

Sector/Workforce Factors
All participants referred to the fact that scaling up often involved
navigating systems. The resulting administrative burden this led
to caused resources and time to be wasted, which was a significant
hindrance to the process. The complex systems involved in
scaling up were rarely complementary to one another, both
between and within sectors:
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“Because universities are [a] huge bureaucracy, governments are a

huge bureaucracy and they’ve both got their rules that are hard to

kind of bend” (Academic 4, Intervention 2)

The impact of sector changes was another consistent theme,
particularly in regards to the loss of program champions,
which ultimately led to decreased attention and loss of support
for the intervention. Researchers discussed scaling up in
environments that were particularly susceptible to high attrition,
and this subsequently resulted in wasted resources re-training
new employees:

“ a couple people left the organisation who were strong advocates

and the originators of the intervention. As they left the level

of support began to wane. . . so many resources started being

withdrawn and it was difficult to keep it going in the end.”

(Government 2, Intervention 7)

Government participants discussed ‘accountability’ and
experiencing an unwillingness to claim responsibility for
addressing certain health issues. These decisions were often
influenced by risk aversion or the actions of other jurisdictions:

“I think some of them [local government areas] wondered whether

it was their business to be looking at what they considered to be a

health issue.” (Government 2, Intervention 7)

“. . . there were a lot of discussions between the state [departments]

saying, well if they’re out [federal government] we’re out.”

(Government 1, Intervention 7)

Sector/workforce themes included: “navigating complex
systems,” “sector changes” and “accountability.” The complex
systems involved in scaling up were described as adding
administrative burden and inefficiencies to the scale up process.
Sector changes, such as staff turnover, also impacted consistent
buy-in for the intervention. Accountability and responsibility
for the intervention varied at a local level, which could
relate to perceptions of the health issue being targeted and
state/federal support.

User Organization Influences on Scale Up
Participants acknowledged that successful scale up may require
institutional change and discussed the importance of using
existing structures and internal champions. Participants
described an increased likelihood of successful and sustainable
scale up, if institutional change was achieved. Specifically, if the
focus of the intervention was less on fidelity of implementation
and more on embedding new strategies and messages within the
user organization. If interventions were perceived as imposed on
user organizations, participants discussed that the likelihood of
institutional change was reduced:

“in many cases they [intervention requirements] were being

imposed on [the setting and staff] who already had their

agenda. . .And so I can imagine in some instances that would have

generated hostility if not at minimum wanting to wish it away. Let

me get on with my job.” (Academic 1, Intervention 1)

Non-government participants in particular discussed that
intervention applicability to a broad range of teaching
objectives/other areas beyond the intervention target; increased
the likelihood of it becoming embedded in practice. Whereas,
academic participants discussed the importance of achieving
culture change through consistentmessaging and practices across
the user organization. Identifying existing, broader community
programs and formal structures within user organizations
promoted intervention acceptance and sustainability of scale up.
Some participants discussed that embedding their intervention
within already established initiatives, and tailoring it to fit within
existing structures, led to rapid community engagement, that
otherwise may not have been achieved:

“it was a really clever design, to place it squarely as part of [a bigger

initiative]. That just makes the community engagement so easy. I’ve

had other roles where you spend about three quarters of your time

chasing people that you should be working with, to see if you can get

any interest.” (Non-Government 1, Intervention 4)

In some instances, internal champions were a conscious change
from the original trial (external change agent) to the scaled up
intervention (internal change agents) that was seen as key for
both acceptability and sustainability of scale up:

“the funding was sent to the [setting] for them to identify an

existing. . .member. . .who could drive the intervention. And I think

that was of benefit. . . the [setting] champion already knew, knew

who they had to go to approach to get something happening.”

(Academic 2, Intervention 5)

Key themes for user organization influences included:
“institutional change,” “making use of existing structures”
and “internal champions.” Institutional change that promoted
embedding the intervention within existing systems was
described as key to sustainable scale up. Identifying existing
formal structures within user organizations that aligned with
the intervention, and using champions embedded within the
organizations, were also described as promoting scale up
sustainability in the delivery setting.

Resource Team Influences on Scale Up
Participants discussed involving user organizations in the
development of interventions, and characteristics of the
leadership and support team members to sustain advocacy and
intervention implementation:

“it wasn’t a program that was made up outside of an education

environment then distributed. It was made and developed with the

educators who we wanted to influence. So we were able to learn

from them about what was the best approach.” (Non-Government

1, Intervention 6)

Non-government and government participants also discussed the
importance of community development to ensure engagement
and ownership for sustainability of scale up. In addition, strong,
supportive leadership was described as not only increasing the
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likelihood of community support, but also instilling confidence
within the program team.

“. . . arguably, the higher order reason for success, was the leadership,

that we had a state manager [name], who was phenomenally

gracious with [their] power and [their] control. Where [they] 100%

backed the team in. And again because we were so encouraged to

take risks we would make mistakes, because we were so ambitious

about what we were trying to achieve, and how we were going to try

and achieve it.” (Government 1, Intervention 7)

“having a really good person managing the program and the roll

out is really critical. And that person has to have, you know, very

good skills in developing partnerships, in writing, in persuading, in

making a team come together, working extraordinarily hard. You

know, it’s a huge ask. And there are some difficult times. So I think

that’s really critical.” (Non-Government 1, Intervention 7)

Participants discussed the importance of employing a team based
on their unique skills, passion and engagement needed for the
specific intervention being scaled up:

“The importance of charisma in your team. . . the work of the team

was to be that always uber positive presence in any context, and

that we would be very engaging, very charismatic, very real and very

grounded, more than happy to sit in the dirt with grandma, more

than happy to frock up and put on a suit and go play a political

role.” (Government 1, Intervention 7)

Academic participants discussed the importance of involving
individuals who had the ability to think broadly about program
implementation and how to achieve system-level embeddedness
to ensure sustainability:

“we’ve got the right people around the table advising on, you

know, what the future system looks like, of how it needed to be

embedded, as well as, well you know what implementation science

evidence we need to support that it’s made a change” (Academic 1,

Intervention 5)

This was discussed in regards to both individual team members
and effective collaboration between policymakers and academics.

In summary, key themes related to “user organization
involvement in development,” “strong supportive leadership
and management,” “passionate and engaging team,” and “team
members with a broader vision.” Involving targets users in
intervention development was described as essential, and was
linked to ownership and engagement within the community.
Specific characteristics of the scale up team (e.g., being engaging)
were described as important for system-level embeddedness and
thus sustainability of the intervention.

Influences of the Scale Up Strategy
Participants referred to the advantages of being reactive to
situations and windows of opportunity, as opposed to solely
prescriptive scale up planning:

“Being reactive rather than proactive is sometimes a bonus,

sometimes an advantage. . .we have spent lots of time over the years

in trying to bemore proactive and trying to put frameworks together

and trying to plan things. Only to have them fall over at the last

minute because whatever we had planned for just didn’t exist by

the time we got there. . . we don’t know when the opportunities are

going to come. And we’ve got to be sort of elastic enough to be able to

absorb them when they do” (Non-Government 1, Intervention 1)

“I think in the absence of having a situation in which you can

invest long term in a programme and incrementally improve it

in a structured way,. . . there’s no way it can keep going because

you’ll always have to be contextually adapting it.” (Academic 4,

Intervention 2)

All participants highlighted that this implementation feature
was essential to adapt to different environments, however, some
participants additionally discussed the importance of adhering
to a logic model (a “standardized framework”) with prescribed
features that acted as a cornerstone to all implementation
decisions. These established features were seen as creating
stability regardless of the unpredictability of the scale up
environment and ensuring consistency across program sites:

“The framework that we developed, the logic model. . . it gave us a

very strong touchstone where even though we might be taking risks,

or being risky, in a couple of instances, it gave us that – it’s like

you can run back to mum, if that makes sense.” (Government 1,

Intervention 7)

Among academic participants, many of whom had experience
in the evaluations of the scaled up interventions, they described
evaluations often being met with apprehension among funders
due to the potential for “exposing flaws” or less desirable findings:

“I would say there has been some resistance to us coming in, because

it may identify some flaws, because we would have a scientific

approach. . . But it has limited the scientific nature of what we have

been able to do, because we’re limited. We’re restricted. So it’s sort of

like, OK bring us into the tent, but be very careful about what we’re

allowed to do and say.” (Academic 1, Intervention 8)

Participants described restrictions on external evaluations, with
“good practice” often being compromised by the scope of the
evaluation, and the lack of validated measures/limited resources
available. Transparency in the evaluations was often controversial
due to interference by program funders:

“there was also a bit of unnecessary interference in the sense

that. . . the evaluation was meant to be completely independent in

terms of the whole project. And that was important scientifically to

really find out well what works, what doesn’t work, how it’s all going

and what are the elements that are making it work, et cetera. And

there was continual interference in terms of the funders in wanting

to input how things were done and wanting to sort of change things

on the run and so on. And that at times was problematic because

it just created a bit of tension between the evaluation team. Not

that it stopped anything happening but. . . at times was a little bit

annoying, put it that way.” (Academic 4, Intervention 7);

Some academic participants described a bias in the publication
of evaluation results, swayed toward predominantly positive
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outcomes, whereas program limitations were often hidden if
reported at all:

“the biggest issue identified was the lack of reach of the program.

That was very hidden and very buried in the very back of the paper.

And when I have tried to explore this issue. . . to try and see how

we could improve it. . . it was certainly put to me, that being very

overt with that hidden problem of reach, was not acceptable in a

publication, basically.” (Academic 1, Intervention 8)

“my view is this data is being gathered from the public purse, it

should be made widely available. And that was also the view of

the funders, they thought that but they somehow. . . their thought

process didn’t sort of. . . it wasn’t equateable to actually making it

happen. . . I mean the whole [name of intervention] evaluation data

is meant to be up on a website. It’s meant to be free for anyone to

come and dig into, but it’s not.” (Academic 4, Intervention 7)

Academic participants referred to the disconnect between the
pursuit for scientific rigor and “hard outcomes,” and the realities
of what is feasible when adaptations are often required when
implementing interventions in practice. This conflict was often
overlooked when planning evaluations of scaled interventions,
and led to less positive perceptions of study results:

“if a government is wanting an evidence-based programme and

they want to. . . they want to us to prove that [it works], then they

need to respect that [the intervention changes] to a certain extent

as well. I mean, you just can’t throw the baby out with the bath

water. (Academic 4, Intervention 2)

“The scientific advisory committee, for instance, was very high level

academic and quite pompous at times as to what they expected.

And I think they didn’t necessarily understand the challenges and

difficulties and everyday nuts and bolts of carrying out both the

intervention and evaluating it. So they were really interested in

hard core outcomes, you know changing BMI z-scores and that sort

of thing, and making sure that we got a sufficient sample to be able

to say something, and all of the rest of it. And so there was a bit of

a disconnect if you like between that and when you’re really in the

field and on the ground, things are different and you have to adapt

a lot.” (Academic 4, Intervention 7)

The majority of government and non-government participants
discussed evaluation in terms of tracking and monitoring
activities, and adoption of program principles. This was mostly
achieved through observation and self-report measures:

There wasn’t any formal external evaluation on that scale up. But

what there was monitoring of the school activity. . . we would get the

reports from the schools. . . including the school visits that we did,

which were really, really great for capturing the program in action

visually. . .We could really get people to see what was going on. We

used and still use content from those reports to point to different

benefits, impacts, improvements, successes, challenges, constantly.”

(Non-Government 1, Intervention 1)

“We had a [name of resource] that people would write what they

covered [in their sessions] and that was in an effort to capture the

program content. . . as ameasure of fidelity... But you know, it’s kind

of biased. It’s self-reported [by the implementer]. And you don’t

really know if they did that” (Academic 1, Intervention 2)

Academic participants expressed concerns with the validity
of relying on these methods. In some instances participants
expressed that the need for a formal evaluation became apparent
partway through implementation in order to demonstrate the
effectiveness of scale up. In these instances, evaluation was set
up retrospectively:

“[if we had the chance again] we would have probably put

evaluation in at the very beginning. Like if we had had enough

money and time and thought we would have had someone

monitoring and evaluating the whole time because we are now

backtracking a lot.” (Non-Government 1, Intervention 6)

It was a classic community-generated program where you go and

do something and then you think about the evaluation later rather

than setting it up so that there was good baseline data to work with.

So it [the evaluation] was reflective in that sense.” (Academic 1,

Intervention 1)

However, building strategies for ongoing training and learning
was considered as essential for successful scale up. Online portals
and regular training sessions were seen as valuable design features
that enabled ongoing education for user organizations:

“having that [training] portal ready to go and explain the

importance of it [the intervention] and walk them [the

implementers] through it, so I think that is key” (Academic 2,

Intervention 5)

Profiling and framing impact of the intervention based on needs,
so it appealed to a wide range of audiences was described as
critical to government buy-in and ongoing support. In particular,
gaining the support of influencial advocates who could champion
the initiative, both publically and privately, was considered
critical to scale up success:

“Critical elements for success definitely are public profile and

getting the influencers to see the program in action. The two

evaluations have also been incredibly key to be able to demonstrate

to bureaucrats that there is a formal evaluation process around it.

So again, it’s just speaking to everybody’s different needs.” (Non-

Government 1, Intervention 1)

Participants referred to the importance of influencing multiple
political parties (a “bipartisan approach”) as a strategy to
maintain the relevance, sustainability and potential ongoing buy-
in into the intervention:

“We probably should have always tried to influence the party

that was in power and the party that was not in power.” (Non-

Government 1, Intervention 1)

Although acknowleded retorspectively, none of the participants
referred to succesfully achieving this.

In summary, key themes relating to influences of the scale
up strategy included: “flexibility,” “external evaluation” “tracking
and monitoring”, “ongoing training”, “standardized framework”,
“research-practice disconnect”, “framing impact based on needs”,
and a “bipartisan approach.” Whilst the importance of reactivity
to windows of opportunity and use of a scale-up framework was
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recognized, their value depended on the context/intervention
being scaled. The transparency of external evaluations could be
compromised due to involvement from program funders and a
percieved risk of reporting of less desirable findings. Essential
elements of scale-up included strategies for ongoing training, and
framing the intervention impact to appeal to a wide range of
stakeholders and political parties (e.g., a bipartisan approach).

Contrasting Experiences by Those
Working in Government, Non-government
and in Academia
In general, themes representing all four of the framework
domains were consistent across participant groups and
individuals had commonalities in their experiences. However,
overall, political and social environmental influences were
predominantly discussed among government participants. As
expected, government participants had a more policy-oriented
perspective on the scale up process. However, government
participants’ perceptions of policy influence typically centered
on ways that political advocacy could be used to align scaling
up with windows of political opportunity. Whilst participants
representing non-government and academic organizations
discussed political influences, these were framed in terms
of sustainability of funding and political support. Themes
relating to user organization and resource team attributes
were also broadly consistent across all participant groups.
Although, academic participants discussed in more depth the
need for a team who had a broader vision for the program
and the ability to understand the importance of embedding
the program within systems. In terms of scale up strategies,
participant experiences were fairly similar in regards to ways
of enhancing implementation at scale, however, government
participants notably valued “standardized” frameworks to guide
scale up. Flexibility was discussed as an essential component by
most participants, however, academic participants emphasized
difficulties when navigating fidelity issues when adopting a
flexible approach.

Unlike other major themes relating to the WHO framework,
factors relating to monitoring and evaluation were notably
different between participant groups. Whilst the role of evidence
was discussed by all participant groups, for government and
non-government participants it tended to be framed in terms
of monitoring of activities and as an advocacy tool for further
funding or implementation. Academic participants, however,
referred to the tension between the multiple roles evidence has
to play when scaling initiatives. This was in terms of both
environmental factors (such as evidence competing with political
priorities), and as part of the scale up strategy (evidence generated
needed to be “fit for purpose” or framed in a way to amplify
only certain outcomes). Some academic participants described
concerns over the transparency of the evaluation process and
questioned the ethical nature of the boundaries within which they
were permitted to collect and publish data. In particular, there
were concerns raised regarding the limited capacity to publish
outcomes. This was described in terms of a conflict between
their desire to report outcomes important to inform population
health and future implementation (e.g., weaknesses in the scale

up processes or less successful elements) vs. outcomes that were
part of a contractual agreement. A common outcome to funding
restrictions was the ceasing of evaluations or modifications
to core data collected, and as such, there was a perception
that this could lead to misleading program evaluations and
publication bias.

DISCUSSION

The purpose of this study was to investigate factors influencing
scale up of state and nationally delivered physical activity and
nutrition interventions in Australia, and how these differ based
on the perspectives of academics, practitioners and policy makers
involved. Our findings contribute to addressing three key gaps in
current knowledge regarding the impact of political and social
climates when scaling interventions, how the perceptions of
stakeholders influence decision-making, and the extent that the
WHO ExpandNet framework (20) for scaling up is applicable
to the Australian context. In terms of applicability of the WHO
framework, qualitative themes represented all four areas of
the framework, although, consistently across all participants;
dominant influences on the adoption and sustainability of
scaled up interventions related to framework attributes of the
Environment (such as the political, social and workforce factors),
and concepts related to the Scale up strategy.

In terms of the factors influencing scale up, and role
of political and social climates, we found that political
environmental factors were consistently described as having
the greatest influence on the initiation of scale up and its
subsequent sustainability. Consistent with previous research, this
included a lack of stability in funding, difficulties competing with
existing and changing political priorities, and navigating personal
agendas of politicians. High-level political support is one of
the most important factors for intervention scalability (11), and
adequate and stable funding for global nutrition interventions
is an established driver for scale up (31). Policy “enabling”
environments and governance (e.g., stability in funding and
investments in capacity) also have an overarching role in the
utilization of nutrition research (32), and act as a mechanism
for adoption and at-scale implementation of physical activity
and nutrition interventions by government (15). The time and
costs involved to mobilize the many different stakeholders and
sectors involved in scale up (14) cannot be underestimated;
political priorities and investments will change. In addition,
reasons for the lack of successful scale up of physical activity and
nutrition interventions are complex and dynamic, incorporating
multiple political, environmental and social factors (15). For
example, advocacy and commitment from implementers (33),
availability of resources and political will (9), and the values,
goals, agendas and world views of those involved (15); can
both enhance and impede the uptake and sustainability of
interventions at scale. Our findings showed that the influence
of political environmental factors on scale up processes went
beyond a context-to-outcome relationship often depicted in the
literature [i.e., a positive political climate (context) leading to
increased buy-in from political advocates (outcomes)]. Rather, in
some cases, the political environment was perceived to override
all other features associated with successful scaling. For example,
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a supportive community or strong evidence base could become
less relevant if political support was not strong and consistent.

In terms of how perspectives differed across participants, and
the influence of stakeholder perceptions on decision making
processes, whilst all participants acknowledged the vital role
political climates and political interests play during the advocacy
of some interventions over others, only academics referred to
this in context of a “research-practice disconnect”. Academics
discussed a perceived tension between their desire for rigorous
evidence generation and political commitment to evidence-
informed decision making, with the realities of political agendas
that governed scale up decisions. Governments in particular have
one of the most important roles to play in coordinating national
strategies, at a local, state and federal level, and yet their use of
research evidence to inform decision-making processes is varied.
For example, a survey of policy-makers identified 95% used local
data to inform decision-making and 85% indicated this was most
valued. Academics were rarely consulted and research evidence
rarely used (34). Whilst all participants discussed that evidence
had a role in informing scale up processes; government and
non-government participants tended to discuss this in terms of
implementation monitoring and as a strategic advocacy tool for
ongoing funding for implementation sustainability.

This raises important questions regarding academics’
investment in evidence production with that of communication
and advocacy strategies for evidence use, and the relative
importance of different areas of scale up frameworks and
how they are interrelated. The WHO framework for scaling
up emphasizes the interaction between scale up elements
and that scale up does not occur in a vacuum, unaffected by
external factors. However, it is unclear whether “hierarchies of
influence” exist, and whether they should be disaggregated in
the scale up literature. For example, in terms of the framework’s
applicability in this study, one of the core areas we investigated,
attributes of the “User organization” were not described as
having a major role in influencing scale up outcomes. We do
not interpret this as meaning that there is a redundancy in
the role of those framework domains, nonetheless. Previous
research has suggested a taxonomy of scaling up processes,
which differentiates “political scaling up” from other aspects
of the more generalized scale up approach (35). The rationale
is that political activities influence the extent of a politically
“enabling” scale up environment. Whilst the taxonomy classifies
quantitative (e.g., expansion in program size), functional (e.g.,
increases in activities) and organizational (e.g., increasing
organizational capacity) scaling processes; the processes
are interrelated. User organization and resource team (i.e.,
implementer) attributes have been widely studied as a major
factor influencing implementation of intervention in practice
[e.g., (36)]. Rather, our findings suggest that the role of the
user organization may in fact be more pertinent in terms of
real-world delivery of interventions in practice, as opposed to
during the scale up decision making process more generally.
This is potentially due to the fact that the user organization
has a more embedded role in adoption and implementation in
practice settings.

Other major factors influencing scale up outcomes related
to the “Scale up strategy,” which was interrelated to political

environmental factors. For example, evaluation data that
aligned with stakeholder requirements (“scale up strategy”)
was discussed in relation to favorable political advocacy
(“environmental attributes”). However, unlike themes relating
to “environmental attributes,” which predominantly centered
on influences attributable to government and non-government
organizations in the community, themes relevant to the scale
up strategy included the role of academia and academics as
influencing the scaling process. Themes related to flexibility
and reactivity to real-world implementation, transparency in
evaluation processes, logic models for implementation, and
strategic political plans for buy-in. Having a strategic plan for
scale up is considered one of the most important influences
in public health scaling, and specifically, the availability of
monitoring and evaluation data (9). Whilst our findings support
this in principal, academic participants described a perceived
interference and lack of transparency in intervention evaluations
during scale up, with evidence generation and use heavily
value laden.

Whilst it is recommended that interventions require planning
for scalability (19) and effective leaders to ensure broad
implementation (37), many, but not all, of the interventions
included in our study included formal plans for scaling
up, such as a logic model or framework, and embedded
monitoring and evaluation plans. Our findings showed that
whilst participants expressed support for planning; reactivity
to contextual opportunities and change was perceived a major
advantage. Notwithstanding the known benefits of planning tools
for implementation and scale up, such as to mitigate potential
hurdles when scaling and for strategic targeting of advocates
and program champions (20); our findings highlighted additional
roles of such tools. They provided a fall-back procedure and
structure of “reassurance” in light of “fears of making a mistake”
when scaling. It has been suggested that we need a broader
conceptualization of scaling up that accounts for uncertainty
in the process, and a reframing of how we use and interpret
frameworks for scaling up which is currently absent from
traditional models and approaches (38). This need not mean that
implementation and scale up planning is devoid of flexibility
and reactivity, on the contrary, contextual adaptation is a
known core facilitator for implementation and scale-up in real-
world contexts (14). Rather, our findings highlight that scale-
up frameworks and models offer more than simply a blueprint
of recommended steps. How successful scale-up is framed and
depicted in frameworks andmodels (i.e., descriptions of key steps
in the process and anticipated outcomes from these steps) can
inform the role these resources play during the scale-up process
(i.e., how stakeholders use frameworks and models to guide
their decision-making).

Strengths and Limitations
A major strength of this study was the inclusion of a diverse
range of interventions, contexts and implementation approaches,
to understand scale up processes. Moving beyond a case study
approach, whereby one scaled up intervention is retrospectively
evaluated, by integrating multiple, multilevel perspectives on
program adoption, implementation and sustainability outcomes;
the potential generalisability of our results is enhanced. Many
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participants, particularly those working in government and
non-government organizations, also had experience of scaling
interventions in areas other than physical activity and nutrition,
and could draw on these experiences during interviews. This
has important implications in terms of strengthening the
generalisability of our results to other interventions, contexts
and areas of public health scale up. Qualitative data analysis
also enabled us to gain a much deeper insight into scale
up processes, moving beyond published evidence on scale up
outcomes to elucidate relationships and nuances between factors
that otherwise might not have been possible.

There are, however, a number of limitations. Whilst we had
more than one stakeholder group representing each intervention
included, we were unable to recruit participants representing all
three stakeholder groups for every intervention. As such, it is
unknown how findings may differ with a broader representation
of participants for each of the scaling up contexts. In addition,
participants’ length of time involved in the intervention varied
across participant groups and programs. Although several
participants had been working for their organizations for 5 years
or less and this may raise questions about their seniority and/or
authority, the study eligibility criteria required participants to
have experience and knowledge of the scale-up process as a
lead investigator or funder, and/or have been involved in scale-
up decision-making processes. For the purpose of this study,
we explored influences on the scale up process as opposed
to influences of the specific intervention characteristics (that
would have been captured under the WHO framework core
area “Intervention attributes,” which was excluded from this
study). As such, the role and impact of environmental factors
and strategy for scaling may simply be more explicit than
those related to specifics of the interventions, given the study
focus. Irrespective of this nonetheless, the themes identified
from interviews were broadly consistent both within and
across participant groups, including across intervention type;
increasing confidence in the results. Our inclusion criteria
required that programs were described in an adequate level
of detail to determine eligibility. Reliance on the quality of
publically available information on each intervention means that
other potentially “eligible” interventions may have been missed.
To mitigate the potential for this, we adopted a three phase
search strategy, which included peer-reviewed and gray literature
searches, and physical activity and nutrition expert consultation
(15). Likewise, the search strings used to identify scaled up
interventions were developed and tested in consultation with a
research librarian, which we adapted from those used by Reis
et al. (11). This strategy was adopted to encourage consistency
with the broader scale up literature, however, again, there is the
potential that some relevant interventions may have been missed
due to variations in the terminology used.

Recommendations for Future Scale Up
Research and Practice
To influence outcomes of future scale up efforts in practice:

• Approaches may need to be reorientated from primarily
emphasizing intervention characteristics when planning for

scale up (e.g., intervention replicability), to other factors
related to political, social and environmental domains.

• A reframing of how we approach and understand scale up
may also be needed, to help shift current scale up paradigms.
A reframing from perceptions of linearity when scaling
interventions in public health, to one of complexity that
accounts for interrelated factors (38), and relative importance
of different constructs (15).

• A multisector scale up strategy may lessen the impact of
challenges navigating complex systems, between and within
sectors, when scaling in public health. A scale up infrastructure
that includes multiple levels and sectors of accountability may
also improve the impact and efficiency of scaling processes
(14, 33, 39).

To advance the field of research more broadly:

• Scale up frameworks may need to account for “hierarchies of
influence” to reflect the specific vs. holistic influence of some
aspects of scaling over others.

• Scale up frameworks may also need to provide a distinction
between priorities of influences relating to different domains
of scaling up (such as the political environment) over
others (such as intervention characteristics to enable broad
reach) where possible. This may assist those wishing to
scale interventions to incorporate multiple logic models and
frameworks to accommodate the many forms and functions
that scaling up can take.

• Scale up tools and resources may also need to address the
relationship between factors perceived to be highly influential
but less modifiable in practice. For example, despite the
known importance of political environmental factors, political
support has been perceived as a feature far less feasible to
influence when scaling in physical activity (11).

CONCLUSION

By drawing on concepts within theWHO ExpandNet framework
for scaling up, our findings address important gaps in the
public health scale up literature; identifying how elements
known to impact scale up are relevant when scaling in
practice. The in-depth qualitative data enabled us to tease
apart how influences were interrelated and where hierarchies
of influence exist. Irrespective of the type of intervention, level
of government investment, or scale up approach; attributes
of the environment and the strategy for scaling consistently
featured as major influences on successful scale up. Although
evidence was identified as an important element during
scale up, the role of evidence and transparency of how
it was used, differed greatly between those working in
academia, government and non-government organizations.
Nonetheless, as scaling up involves many complexities and
interrelated elements, all domains of the WHO ExpandNet
framework remain relevant when scaling in public health.
Our findings underpin important recommendations for future
scale up approaches and areas for research, and contribute
toward disentangling the complexity of scale up processes
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in physical activity and nutrition, and in public health
more generally.
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