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Rapid Evaluations of Digital Health Programs Laur et al.

1 COMMENTARY

1.1 Introduction

Government decisions about what digital health care programs will be funded, for how
much money, for how many years, and for what use cases, need to occur rapidly based
on the best information available at the time. These decisions also need to align with
government funding timelines and strategic priorities. This rapid decision-making process
contrasts with the traditional research process where programs are piloted, and evidence
is generated regarding the program’s effectiveness from multiple perspectives over several
years (Grimshaw et al. 2012; Lavis 2006; Lavis et al. 2009; Oliver et al. 2014). Since
many digital health programs are novel and have a limited evidence base, a balance is
needed between research and policy that supports use of new technology, while ensuring
benefits are realized for patients and expanded to new populations and regions (Desveaux et
al. 2019; Schlieter et al. 2022). Throughout implementation, iterative testing is needed to
ensure programs continue to have the desired effect before they scale widely. While targeted
literature reviews can be conducted quickly to support decision-making (McMaster Health
Forum 2024a), this does not solve the problem for digital health where there may be little
published evidence available for review.

1.2 Spreading and scaling digital health innovations

To support population-level benefits, successful programs can expand by going from one
site to the next (i.e., one hospital to another), known as spread, and by developing the
infrastructure that supports a program or innovation to be delivered across a wide region,
such as a province, state, or country — known as scale (Greenhalgh and Papoutsi 2019).
Planning for spread and scale can be influenced by political and strategic needs, and may
require government support, including infrastructure, policies, and system-level change (Ben
Charif et al. 2017; Corda et al. 2023; Greenhalgh and Papoutsi 2019; Lee et al. 2024).
Spread and scale can also occur due to high demand and clear benefits. For example,
artificial intelligence (Al) scribes, which use Al to create medical notes from conversations
between patients and health care professionals, are scaling rapidly across Ontario, Canada,
after they were found to lead to a 70-90% decrease in the amount of time physicians spent
on paperwork (Centre for Digital Health Evaluation [CDHE] 2026). Scale is the main way
by which any innovation, including digital health care programs and tools can improve the
health of populations, yet there is minimal research on how to plan for spread and scale of
health services innovations (Corda et al. 2023), and no clear understanding of the processes
that governments follow to make decisions about what should be scaled and how.
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1.3 Digital health evaluations

Government decisions on what and how to spread and scale digital health innovations can
be influenced by rapid reviews of evidence regarding requested topics, such as through the
McMaster Health Forum which supports decision-making with the best available research
evidence (McMaster Health Forum 2024a, 2025), when evidence is available. Comparative
research can also be conducted to demonstrate what has been done in other provinces or
comparable countries (North American Observatory on Health Systems and Policies 2026).
For evaluations of specific programs, rapid evaluations can be contracted to collect evidence
and provide recommendations for the future of the program (potential effectiveness, impact,
potential for scale, etc.), within budget planning and funding cycles (Norman et al. 2022).

One of the teams in Canada conducting these rapid evaluations of digital health inno-
vations is the CDHE, which is based within Women’s College Institute for Health System
Solutions and Virtual Care (WIHV), within Women’s College Hospital in Toronto (WIHV
2026; CDHE 2026). The CDHE has conducted many of these evaluations, including 18 in
the past three years contracted by Ontario’s Ministry of Health and Ontario Health, an
agency created by the Government of Ontario to connect and coordinate the provincial
health care system (CDHE 2026; Ontario Health 2024). Evaluations are typically rapid
(between three and eight months for planning, data collection, analysis, and presentation
of results) and focus on digital health technologies (i.e., virtual care services, remote mon-
itoring programs, computerized decision support systems) at various stages of maturity.
The depth of rigour applied to the methods is mediated by timelines and resources, all with
the goal of providing actionable evidence-based data and typically using process-focused
tools.

Implementation science (the study of methods and strategies that support the up-
take of evidence-informed practice and research into regular practice (Bauer and Kirch-
ner 2020)) has theories, models, or frameworks that can be useful to provide underlying
structure for an evaluation. For example, the domains of the Program Sustainability As-
sessment Tool (PSAT) can help guide questions to be considered for sustainability plan-
ning (Luke 2014). Methods for these rapid evaluations often include health administra-
tive data linkage and interviews and/or surveys with key decision-makers, field experts,
and patients/consumers/technology users. Evaluation teams typically include researchers,
knowledge users, and partners with lived and living experience (PWLE) with the health
care system (also called patient partners). Understanding contextual factors (system need,
funding availability, public pressure, etc.) is important across all evaluations (Koorts et
al. 2022; Valenta et al. 2023). When evaluations focus on the potential for sustainability,
spread, and/or scale, the CDHE collaborates with the Office of Spread and Scale. The
Office of Spread and Scale is also based within WIHV at Women’s College Hospital, and
aims to amplify successful models of care and innovative programs, while advancing the
methods and tools to support spreading and scaling of health care innovations (Office of
Spread and Scale 2026).
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This commentary draws on our experience conducting three rapid digital health evalu-
ations with a government agency in Ontario to offer reflections on emerging topics that can
advance the science of how to sustain, spread, and scale digital health innovations, thus
strengthening future evaluation and implementation efforts.

1.4 Evaluating sustainability, spread, and scale of digital health innova-
tions

Between September 2022 and March 2024, Ontario Health commissioned the CDHE to
conduct program evaluations to explore the potential for sustainability, spread, and scale of
three digital health programs: (1) a remote care management program (CDHE 2024a), (2) a
virtual triage and assessment centre (VTAC) (CDHE 2024c), and (3) Al-mediated diabetic
retinopathy screening (hereafter retinopathy screening; CDHE 2023). The evaluation teams
were given six to eight months to design and conduct each evaluation. The geographic
location, audience, and evaluation questions for each case varied (see Table 1). To develop
the evaluation questions, priority areas for each evaluation were provided by Ontario Health,
then the CDHE team developed a set of questions that were feasible to address in the
timeline. An iterative process was then followed between the Ontario Health team and the
CDHE to finalize the evaluation questions, balancing priority and feasibility. Each program
also had special considerations relevant to spread and scale to inform the evaluation that
were noted, such as a rapid expansion, which showed potential for further growth. These
considerations are provided in Table 1. All programs have received some funding from
Ontario Health, and all evaluations were fully funded by Ontario Health.

Across the three cases, multi-site, multi-method designs were used, where primary and
secondary data were collected and analyzed to understand the core components, processes,
and outcomes of each program. The multi-method approach helped provide a more nuanced
understanding of the programs, including contextual factors and complex interactions that
may affect program outcomes and potential for sustainability, spread, and scale.

A variety of data sources were used in each evaluation. Examples of primary data
collection included anonymized patient data from electronic medical records, and interviews
with key program members and relevant topic experts. Examples of secondary data were
transcripts of previously conducted patient interviews and program-related documents such
as policy guidelines, operational protocols, historical program records, or program metrics.
These documents collectively provided contextual and background information, rapidly
allowing deeper understanding of the programs and their evolution. In one evaluation, a
rapid literature review was conducted.



Table 1: Descriptions of digital health programs evaluated by the CDHE.

Digital health
program

Description

Audience/target
population

Geographic
location

Evaluation questions

Spread and scale
considerations

Reflections and
direction for future
research

Remote care
management
program

A remote care management
program that gives eligible
patients a “pendant” to
wear at home to
automatically detect falls
and enable location
tracking. Other services,
not specific to the pendant,
may also be available, such
as an automatic medication
dispenser and motion
sensors within the home.

Using an integrated
service model, the
program serves
patients who are at
risk of falls or
wandering.

Originated in
Toronto but
scaled across the
province prior to
and during the
evaluation.

1. What is a possible model
for the continued provincial
spread and scale of the
Remote Care Management
program?

2. What are the key
considerations for
sustaining the Remote Care
Management program at a
provincial level?

This program expanded
rapidly since its inception
in 2019, with particularly
large increases in 2023-24.
Followed a hub-and-spoke
model for distribution of
equipment.”

As this program included a
hub-and-spoke model, the
team aimed to draw on
evidence about this model
to inform next steps, but
limited generalizable
evidence was found about
factors associated with this
model. The evaluation also
raised questions about
other models that could be
considered but limited
guidance was found.
Questions were raised
about how to obtain
efficiencies associated with
scaling, without negatively
impacting patient care,
noting the general lack of
evidence-based guidance
regarding spread and scale
strategies and
considerations.

Virtual triage
& assessment
centre (VTAC)

Supports same-day virtual
physician appointments,
paramedic visits (at home
or at a community
assessment centre), and
hybrid visits (physician is
virtual while other care
providers are in-person).
VTAC was developed
during the COVID-19
pandemic and has since
received regular funding.

Population of Renfrew
County who do not
have a primary care
provider (family
doctor or nurse
practitioner) or who
could not access their
primary care provider.

Renfrew County,
Ontario (rural
community);
population of
106,365 in 2021
(Statistics
Canada 2022)

1. What are the core
components of the VTAC
program?

2. How can components of
the VTAC program be
adapted for implementation
in other regions?

3. What are the
opportunities to integrate
the VTAC model of care
with other services and
assess the program’s
adaptability, scalability,
and sustainability?

This program met a need
that was unique to the
specific context of this
region (no walk-in clinics
and few primary care
providers), using resources
that were available in that
region.

This evaluation used the
Dynamic Sustainability
Framework (Chambers et
al. 2013) to help visualize
the dynamic nature of
sustainability, spread, and
scale, raising key questions
about the need for
adaptations to different
contexts. For this program,
options for next steps
focused on adaptations
with different levels of
intensity to continue to
accommodate regional
variation, while also
working with the resources
and funding available.




Digital health
program

Description

Audience/target
population

Geographic
location

Evaluation questions

Spread and scale
considerations

Reflections and
direction for future
research

AT mediated
diabetic
retinopathy
screening
(retinopathy
screening)

An Al-mediated eye health
screening initiative that
aims to improve access to
eye screening for
under-screenedt individuals
living with diabetes.

In the model, a mobile
camera is used by anyone
trained (not necessarily a
health care professional), to
take photos of the retina,
which are input into a
system to recognize
abnormalities that can be
confirmed by an
ophthalmologist.

Under-screened
individuals living with
diabetes.

Initial pilots were
conducted in Northern
Ontario.

Northern Ontario
(urban, rural,
and remote
communities)

1. What is the feasibility of
integrating this program
into the health care system
by spreading and scaling
this model throughout
Ontario?

2. What recruitment
methods could be the most
efficient /effective methods
of patient recruitment to
support sustainable and
scalable diabetic
retinopathy screening that
supports patient needs and
encourages sustainable
patient outcomes?

3. What are the resource
implications compared to
current screening models?

This program prioritized
under-screened individuals
by focusing on community
connections and intensive
strategies for providing
equitable care.

The domains of the
Program Sustainability
Assessment Tool (PSAT)#*
were used to help consider
next steps for the program,
embedding sustainability
considerations throughout
plans for spread and scale.
The framework was useful
for overarching
considerations, however
lacked an explicit focus on
equity. The program’s high
priority on connections
with the community were
captured, but the focus on
additional considerations
for under-screened
individuals was difficult to
capture with this tool.
Further guidance would
support equity
considerations to be
integrated throughout the
PSAT.

The program also
considered how it could be
integrated with other, less
intensive, screening
methods.
Evidence-informed guidance
was limited on factors to
consider during this
integration, and how to
ensure the under-screened
would not be left behind in
this integration.

T Under-screened for this evaluation refers to those who live with diabetes and have not received screening for diabetic retinopathy at the rate recommended by relevant

guidelines.

" A hub-and-spoke model for this program refers to a structure for distribution of equipment, where there is one centralized hub that provides the core infrastructure, while
individual spokes adapt to community needs.
# The PSAT is an implementation science tool that supports sustainability planning within eight domains: environmental support, funding stability, partnerships, organizational

capacity, program evaluation, communication, program adaptation, and strategic planning (Luke 2014).
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Transcripts and notes from participant and key informant interviews were analyzed
using deductive and inductive approaches to qualitative description. In all three cases,
implementation science frameworks served as the analytical lens guiding the development
of interview guides and the deductive analysis of transcripts. These frameworks also helped
to organize sections of the final report. For example, the retinopathy screening program
used the PSAT, an implementation tool focused on planning for sustainability, to maintain
a continuous focus on various elements of sustainability (Luke 2014), while the VTAC
evaluation used the Dynamic Sustainability Framework (Chambers Glasgow, and Stange
2013) to explore potential adaptations over time.

Quantitative program-related metrics such as program volume, access to services, de-
mographics, and program reach were summarized descriptively in alignment with the eval-
uation questions. To ensure rigour and validity of the analysis, the data were triangulated
by cross-referencing data from various sources to offer insight and explanations for each
program.

1.5 Reflecting on our experience

To discuss shared learnings, team members from the three evaluations participated in a
reflection process, including a series of online synchronous individual and group discussions
and asynchronous written feedback. Reflections focused on the unique aspects of each case,
experience with rapidly assessing potential for spread, scale, and sustainability, challenges
faced during these evaluations, and strategies, tools, and implementation science focused
research questions to help overcome those challenges in the future. The authors brought
unique expertise and experiences, including lived experience with the health care system
(PO, CJ, JP), scholarly expertise in health systems and implementation science (CL, MK,
ZL, OB, JS, IOA), and experience conducting ministry-funded evaluations (CL, AE, VK,
MK, PO, OB, JS, IOA, AO).

1.5.1 Reflection 1: Exploring the underlying structure of spread and scale

Each evaluation had individualized factors to consider when planning for spread and scale,
but our group reflections highlighted the lack of a general list of options or guidance for
ways that the program could be spread or scaled. This gap was most clearly demonstrated
in the remote care management program, which had scaled rapidly between 2019-24 (CDHE
2024a). This rapid expansion of services was said to include a hub-and-spoke model, where
core infrastructure for monitoring was based at the hub, and individual spokes were embed-
ded in institutions or communities (Elrod and Fortenberry 2017a; 2017b). The evaluation
highlighted how the hub-and-spoke model was thought to have facilitated rapid expansion
of the remote care management program by having spokes that performed limited func-
tions (e.g., equipment distribution), while keeping the overall monitoring centralized, thus
enabling monitoring for more patients. This model was also thought to be limiting the in-
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cremental cost per patient recruited to the program and thus enabling the rapid expansion.

Previous research about the hub-and-spoke model reported the potential for improved
efficiency in delivery of a service by keeping the coordination centralized at the hub and
allowing spokes to adapt to their individual context or region (Elrod and Fortenberry 2017a;
2017b). Although this model is mentioned frequently, particularly for remote monitoring
and delivery of virtual care, limited guidance was found on how this model is applied in
health care, when it should be used, and how it could be implemented in a way that supports
care in line with the quintuple aim of patient and health care professional experience,
population-level outcomes, costs, and equity (Itchhaporia 2021; Nundy, Cooper, and Mate
2022). For example, the group wanted to understand how, and/or measure if, the care
received by patients at spoke sites was of equivalent high quality compared to what was
delivered by those connected directly to the hub, or with a stronger connection between the
hub and spoke. Without this equivalency, there is increased risk for inequities in care quality
(e.g., if patients in rural areas receiving care through spoke sites receive poorer quality care
compared to patients more strongly connected to the hub). The group reflected on how
having a clear definition of the hub-and-spoke model in health care, an understanding of
preconditions that support this model alongside barriers and facilitators to implementation,
and strengths and weaknesses of this model would provide direction for implementing and
evaluating this model for spread and scale, and would help inform future evaluations with
evidence about this model.

The hub-and-spoke model is not the only way to scale. Group reflections highlighted
how this model was unlikely to apply to the VTAC or retinopathy screening evaluations,
yet other potential models were unknown. For example, for VTAC, a model that considers
different levels of intensity is likely needed to support spread and scale. Group reflections
theorized that deepening our understanding of the conceptual representations of how ini-
tiatives are organized and delivered across multiple settings, termed “structural models of
spread and scale” (Laur et al. 2026), will guide future evaluations by providing a way
to build on evidence from previously scaled programs and highlight factors that support
success at scale. Identification of these models is now underway (Laur et al. 2026).

1.5.2 Reflection 2: Exploring strategies for achieving efficiencies while scaling

Quality of patient care should always remain top priority while scaling health care inno-
vations within the quintuple aim. The group reflected on the need to prioritize patient
care while acknowledging the complexity of focusing on “efficiency,”
in health care. As programs scale, strategies are needed for implementation and for greater
efficiency, or they are unlikely to be sustainable. One way that the group reflected on this
tension was to consider economies of scale, which are “proportionate saving in costs gained
by an increased level of production” (Kenton 2024). In other words, the more a company
produces or provides, the less costly it becomes per item or service, making it more efficient
and cost-effective. The group reflected on what this term means in health care for individual

and what this means
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programs and innovations, and how patients can be kept at the heart of care delivery while
still gaining the efficiencies associated with economies of scale. The group acknowledged
how it is neither feasible nor acceptable for the decision-makers funding these projects to
spend the same amount of funding on the first site where a program is tested as it is to
spend on all sites across a large region, province, or country. The group strived to under-
stand how to balance the need to achieve these efficiencies at scale, without compromising
patient care. Some evidence was applied about the economies of scale of hospitals (McRae,
Brunner, and Bard 2020), however less is known about how this concept applies in health
services and with digital health programs.

For the remote care management program, some necessary efficiencies were thought to
be achieved through the hub-and-spoke model, as shown by their rapid expansion and ability
to limit the cost per patient. However, for the VTAC program, potential efficiencies, or
ways to achieve economies of scale, were less clear (CDHE 2024c). The VTAC program was
developed for a region with specific requirements, namely as a region with one of the highest
rates of patients without attachment to a family physician (J Fitzsimon, Gervais, and
Lanos 2022). Our evaluation explored potential routes for economies of scale throughout
the evaluation, including recommendations about how the program could be scaled up or
adapted based on the resources available and needs of the region. Guided by the Dynamic
Sustainability Framework (Chambers, Glasgow, and Stange 2013), the CDHE final report
recommended three versions of an adapted VTAC program which could include a basic
model with fewer services offered, the current state, and a supplementary model that offers
more comprehensive services (CDHE 2024c). A deeper understanding of economies of scale
may have facilitated more specific recommendations regarding potential efficiencies at scale
and implementation strategies to achieve those efficiencies at each of these levels. The
group raised potential questions for future research, including: What are early indicators of
a digital health care program’s potential to achieve efficiencies at scale? How can we track
and document strategies to achieve potential efficiencies? How can we ensure that people
remain at the heart of digital health programs, while still achieving efficiencies at scale?

1.5.3 Reflection 3: Integrating health equity considerations throughout sus-
tainability, spread, and scale planning

Each evaluation aimed to prioritize health equity but reflected on the desire to maintain
this focus within the constraints of a rapid evaluation (lack of time for relationship building,
third-party evaluator status, limited data available etc.), and limited recognition of health
equity within some of the implementation frameworks being applied. The group reflected
how this tension was most clearly demonstrated in the retinopathy screening program,
which focused on under-screened individuals, and was being piloted in rural and remote
areas of Northern Ontario, in partnership with Indigenous-led organizations (CDHE 2023).
Northern Ontario is unique due to its vast geography, low population density, and harsh
climate, which create distinct challenges and opportunities in health care delivery. To plan
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for sustainability, spread, and scale of the program, no model for scale was applied, but
the evaluation team recommended the program continue with its intensive, community-led
focus, using innovative strategies to identify and support those who would not normally be
screened (CDHE 2023). The evaluation acknowledged that under-screened groups may also
be at higher risk, which increases the likelihood of finding a pathology that can be treated.
Screening large numbers of low-risk people, a common approach in many programs as they
scale, can be relatively lower risk, but not necessarily more efficient than targeted outreach
to groups that may have higher yield per case screened. When considering economies of
scale, tensions persist as home screening visits and clinicians’ travel to remote Northern
Ontario communities to deliver care may not align with efficiency at scale. However, these
are essential strategies for the program’s sustainability and effectiveness, particularly for
the aim to reach under-screened populations and to advance equitable access to care. The
group reflected on how these costs for individualized and community driven approaches
need to be factored in when prioritizing equitable and high-quality patient care while still
aiming for economies of scale. Community connections and taking the time to develop
relationships with relevant individuals and organizations, also need to be considered for
spread and scale.

Sustainability is an important consideration in planning for spread and scale. The
retinopathy screening program evaluation team used the PSAT as a guide to ensure focus
on the different elements that impact sustainability, including environmental support and
strategic planning (Luke 2014). This tool helped the group to consider the multiple factors
impacting sustainability, however reflected that further guidance on how to consider health
equity within each domain may have provided more structure within the equity-informed
evaluation. The team was able to integrate the focus on equitable access to care and the
community driven approaches, such as highlighting the important roles of community part-
ners, however further guidance or examples of how health equity considerations are made
within each PSAT domain would strengthen the focus on health equity within sustainability
planning.

1.5.4 Reflection 4: Supporting deeper engagement with people with lived ex-
perience

The people with lived and living experience (PWLE) who engaged in group reflections
contributed to the discussions regarding structural models, economies of scale, and health
equity considerations. Their core reflections focused on strategies to increase PWLE en-
gagement, impact within these types of evaluations, and advancing implementation science
more broadly. Evidence shows that PWLE are increasingly asked to advise on system-level
projects and policy decisions that go beyond their specific experience with a clinical con-
dition or health care setting (Corda et al. 2024). For most CDHE evaluations, PWLE are
brought onto the evaluation team through the Patient Advisors Network, which is a na-
tional PWLE-led group that has an ongoing relationship with the CDHE (Patient Advisors
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Network 2021). With this standing relationship, PWLE become familiar with this type of
rapid evaluation, and the existing infrastructure allows them to be brought onto a given
team at short notice. For the retinopathy screening program, PWLE were brought in as
soon the project was confirmed. They were brought up to speed on details of the program
under evaluation at the same time the other members of the evaluation team. The PWLE
continually raised questions to help deepen understanding of the program, however, the
learning curve per evaluation was steep and the tools and resources, particularly for scale
planning, were not designed with or for PWLE (Ben Charif et al. 2022). The long-standing
connection with the Patient Advisors Network meant that members may have opportuni-
ties to engage in several evaluations and thus can develop longer-term relationships with
the evaluation team. The group reflected that these longer-term relationships may help to
build some foundational knowledge that supports future evaluations, but ongoing work is
always needed to ensure PWLE have the support they need to effectively engage in each
evaluation.

The group reflected on benefits of long-term relationships and experiential learning,
highlighting that access to PWLE-specific learning opportunities such as training or work-
shops may also support PWLE to engage more fully in complex, system-level discussions
alongside researchers, community representatives, and policy decision makers. While there
are a growing number of resources available for PWLE to learn about patient-oriented
research (McMaster Health Forum 2024b), or peer review processes (Kidney Foundation
of Canada 2026), there are limited training opportunities to support PWLE to engage in
health system discussions, navigate power dynamics when working with government agen-
cies, understand implementation processes within health care delivery, or understand spe-
cific considerations for digital health initiatives. The combination of training opportunities,
experiential learning, and long-term relationships with evaluators, researchers and health
system leaders may support PWLE to more deeply engage with each rapid evaluation and
understand the system-level factors to be considered for sustainability, spread, and scale of
digital health programs.

1.6 Discussion

These three cases provide examples of rapid digital health evaluations commissioned by
a government partner in Ontario, Canada. Our group reflections highlighted ways to
strengthen the research behind how to sustain, spread, and scale digital health innovations,
which can provide a stronger foundation upon which to build future evaluations. Learnings
from these cases point to the need for a deeper understanding of structural models for
spread and scale, strategies for achieving efficiencies of scale while prioritizing patients, and
ways to integrate health equity considerations throughout sustainability, spread, and scale
planning, all while working closely with PWLE.

Our work aligns with calls to improve the methodological rigour of scaling science (Corda
et al. 2023), providing several directions to be explored based on our real-world experience.

10
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Most of the research about spread and scale planning is from low- and middle-income
countries, focuses on public health rather than health services, and may exclude PWLE who
are important partners in prioritizing patient-oriented care (Ben Charif et al. 2017; Coroa
et al. 2023, 2024; Koorts et al. 2025; Papoutsi, Greenhalgh, and Marjanovic 2024). Our
work provides examples and future directions for sustainability, spread, and scale planning
in a high-income country, focused on health services, and includes PWLE throughout the
evaluation process and writing of results. There are resources for scale planning (Abimbola
et al. 2019; Barker, Reid, and Schall 2016; Greenhalgh et al. 2021; Milat, Bauman,
and Redman 2015; ExpandNet 2018), such as the non-adoption, abandonment, scale-up,
spread, and sustainability (NASSS) framework, which was developed to enhance the ability
to predict and assess the success of implementing innovative technologies in health care
(Greenhalgh et al. 2021; Shin et al. 2025), which may be useful to inform future evaluations.
Our work also builds on research about spread and scale planning, such as the identification
of barriers and enablers to scaling digital health programs the importance of leadership
involvement, and the need to include PWLE as partners (McPhee 2024; Schlieter et al.
2022). In line with our results, interviews with health care leaders have been conducted
to identify scaling strategies and policy priorities (Desveaux et al. 2019; Hughes et al.
2021), including having a clear mission and defined role, alongside standardized process
and aligned funding structure (Desveaux et al. 2019). While our approach focused on some
of the more specific aspects of the structure of spread and scale planning, this is only one
aspect within the complex, non-linear reality of scaling (Greenhalgh et al. 2021). The
broader approach of scaling should focus on why an innovation should be scaled, on its
perceived value and feasibility, on what people do rather than what they should be doing,
on creating a dialogue between policy and delivery, and on inclusivity and capacity building
(Coté-Boileau et al. 2019).

Sustaining and scaling health care innovations without careful planning and evaluation
of program effectiveness, can perpetuate or exacerbate disparities in access to care, but
this risk is often insufficiently addressed in spread and scale planning (Zomahoun et al.
2019). For example, well-resourced organizations may be better positioned to leverage op-
portunities for improving patient care (Austin et al. 2024), or programs designed for urban
settings may be introduced to rural areas without sufficient attention to what adaptations
are required to meet context-specific needs (Brownson et al. 2022). This neglect of equity
considerations can inadvertently increase existing disparities in health care access and out-
comes and further disadvantage populations that already have difficulty accessing care and
poorer health outcomes (Hart 1971). For digital health programs, this can include lack of
access to personal digital health technologies necessary for participation in many programs,
limited digital health literacy, or physical and cognitive impairments that impede interac-
tions with technology interfaces (Badr, Motulsky, and Denis 2024). Our work recommends
that questions should continually be asked regarding whether continued support of the
digital health program is contributing to equitable access to care or further perpetuating
inequities.
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While still prioritizing patient care and outcomes, cost remains an essential consideration
for scale and within the quintuple aim. In these rapid evaluations, it was difficult to obtain
cost-related data that were of high enough quality to make well-informed projections. For
scaling, cost per visit is also typically higher in the beginning for many programs because
service volume is low, and people are still learning how to provide the service. There are
some recommendations available regarding collecting and analyzing cost data throughout
program implementation (see Gold et al. 2022; Saldana et al. 2014), including a tool that
helps estimate the costs of implementation strategies for digital health solutions (Donovan
et al. 2025). Cost data needs to be considered in context. For example, the cost per visit
within the VTAC program was found to be more expensive compared to similar services;
however, the program was filling a care gap due to primary care workforce shortages in
that county, and downstream benefits would outweigh additional costs (JP Fitzsimon et
al. 2023). Resources to cover that additional expense may not always be available, which
supported the approach to scale that would focus on three versions of the program. Cost is
an important element to consider when making decisions about what programs should or
should not scale, but the group highlighted that more guidance is needed on strategies to
achieve these efficiencies without compromising patient care or health outcomes.

Our reflections and recommendations are based on our experience conducting rapid eval-
uations with government agencies as knowledge users, using three unique cases as examples
to illustrate ways that programs can spread and scale, and opportunities to strengthen the
evidence behind this process. We also drew upon our understanding of implementation
science, evaluation, and health services research, combining what we learned from these
evaluations with gaps in the science. However, these recommendations remain our opinions
for future directions.

1.7 Conclusion

Our work supports the iterative nature of implementation science. By reflecting on our
real-world evaluations, we highlight future directions for improving methodological rigour
in planning for sustaining, spreading, and scaling digital health innovations. Our evaluations
were directly commissioned by government partners, highlighting how connections between
researchers and government decision-makers can lead to population-level impact with digital
health programs and tools.
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