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Overview

To describe the process of adapting and 

implementing the “ACHRU Community-Based 

Partnership Program for Older Adults with Type 2 

Diabetes and Multiple Chronic Conditions” for use 

in diverse community-based settings in Ontario.
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Why Adapt an Intervention?

 Increase the reach of effective interventions

 Ensure it is relevant and feasible

 Improve acceptance and adherence

 Tailor the intervention to local needs

 Considers research evidence, patient & provider 
preference, and over all study context 
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Developing and Evaluating a 
Complex Health Care Intervention
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(Adapted from Medical Research Council,  2013) 

Problem Definition 
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K2A Framework

Ktclearinghouse.ca/knowledgebase/ktinhealthcare/3/1 5



Evidence-Based Practice
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Environment & 
Organizational 
Context

(Haynes et al. 2002)



Adaptive Research Designs

Pragmatic Trials
 Asks whether an intervention works under real-life 

conditions and whether it works in terms that matter 
to the patient

 Tests the effectiveness of an intervention in routine 
clinical practice 

 Concerned with whether the intervention works – not 
how or why?

 Test the effectiveness of an intervention with the full 
rang of study participants 

(Patsopoulos, 2011)
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Explanatory Versus Pragmatic Trials

Pragmatic Trials

Explanatory Trials

High external validity
Large sample size
Simple design
Diverse settings
Mostly phase IV

High internal validity
Smaller sample size
Sophisticated design
Controlled environment
Mostly Phase II-III
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Effectiveness-Implementation 
Hybrid Trials 

• Assess the effectiveness of both an 
intervention and an implementation strategy

• Context plays a central role, e.g., social, 
cultural, economic, political

• Assess implementation using different 
outcomes and theories, e.g., implementation 
outcomes, normalization theory 

(Peters et al., 2013)
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What to adapt?

Core components 
 essential and indispensable elements of the 

intervention

Adaptable Periphery
 Elements, structures & systems related to the 

intervention and organization into which it is 
being implemented

 E.g., interventionist training, cultural components 

(Cabassa et al. 2014; Damschroeder et al. 2009)
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How to adapt?
• Involve key players (e.g. patients, 

interventionists, organization leadership, 
research team)

• Prior to implementing intervention and during 
implementation process if necessary

• Forms of adaptation: 

– Modifying program content 

– Modifying program delivery
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Collaborative Intervention 
Planning Framework

1. Setting the stage

2. Problem analysis and needs assessment

3. Review of the intervention objectives and 
theoretical foundations

4. Development of intervention adaptations

(Cabassa et al. 2011, 2014)
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Feasibility study of a 6-month 

community-based diabetes self-

management intervention for older adults 

with multiple chronic conditions
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Community Partnership Program
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GOAL: Improve diabetes self-management and health-
related quality of life for community-dwelling older 
adults with multiple chronic conditions.
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A Six-Month Intervention

Source:  CDC #14167

Source:  CDC #13735
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From Pilot to Pragmatic RCT

WORKSHOP
Engage Stakeholders

PRAGMATIC RCT
Multi-site, Cross-jurisdictional

PILOT STUDY
Single Site – Diabetes Education Centre & a 

Community-based Seniors Association

Intervention Design

Grassroots Participation

Sc
al

in
g 

U
p

Sustainability & Spread

Alberta
Primary Care Networks

Community Partners 

Ontario
Diabetes Education Centres

Community Partners (e.g. YMCA)

Evaluation

Implementation
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Objectives

• To describe the multistep process that was 
undertaken to adapt, pilot and evaluate the 
ACHRU-Community Partnership Program

• To identify the adaptations required to 
increase the implementation of the model and 
the acceptability of the model to older adults 
and community-based providers
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Collaborative Intervention Planning Steps

1. Setting the stage:

• Foster partnerships and collaboration

• Clarify CAB members’ roles and 
responsibilities

• Introduce project aims, intervention 
adaptation process, and health care manager 
intervention 
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A Community Partnership

A Diabetes Education Centre (DEC) A Senior’s Centre
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Figure 1 Collaborative planning approach:  blending community based participatory research (CBPR) and intervention mapping.

CBPR Principles
• Shared health 

concern
•Ownership
• Co-learning
• Capacity 

building

Stakeholders
(e.g., peer advocates, 

primary care physicians, 
social workers

Modified Intervention

Intervention Preparation Projects
(e.g., patient focus groups, stakeholder 

interviews, feasibility pilot study

Researchers
(e.g., principal investigator, 

co-investigators, 
intervention developers)

Community 
Advisory Board 

Using Intervention 
Mapping

Cabassa et al.  Implementation Science 2011, 6:80
http://www.implementationscience.com/content/6/1/80
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Collaborative Intervention Planning Steps

2. Problem analysis and needs assessment:

• Identify the health care needs of older adults 
with Type 2 diabetes and MCC

• Discuss how the intervention may or may not 
address these needs

• Identify areas for intervention adaptation 
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Program Design

Complex intervention guidelines:

Best practice guidelines

Evidence

Qualitative data 

Bandura’s Social Cognitive Theory

 ICES analysis to understand patient 
characteristics and needs 
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Qualitative Methods

• Two Focus groups with patients and caregivers 
(n=18)

• 16 Individual semi-structured interviews with 
providers from the Diabetes Education Centre 
and the Seniors’ Association 

• Workshop with patients, caregivers, providers, 
and decision-makers involved in diabetes care 
(n=29)
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Collaborative Intervention Planning 
Steps

3. Review of intervention objectives and 
theoretical foundation: 

• Identify specific adaption to intervention content 
and delivery 

• Informed by qualitative findings, existing 
literatures and CAB members’ experiences
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Program Implementation

A multifaceted approach to implementation:

 Workshop for the intervention team

 Specialized training sessions
 Registered Nurse (RN) and Registered Dietitian (RD)

 Physical activity leader & program coordinator

 Workshop for the peer support volunteers

Fidelity:  provided with a manual & training

Monitoring:  monthly outreach visits by researchers
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Pilot Study

Objectives

Primary: Determine the feasibility of implementation of the 
program

Secondary:
 Determine the feasibility of the study methods

 Obtain emergent evidence of the potential effectiveness of 
this program on self-management behaviour, health status 
and costs of use of health and social services

 Determine the most appropriate primary outcome measure 
for the larger RCT
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Pilot Study Design
Single arm pre-test/post-test design

Mixed-methods (QUANT + Qual): suitable for 
evaluating complexity (e.g. Health services 
interventions)

DATA FROM THE

INTERVENTION TEAM

 Semi-structured 
interviews with peer 
volunteers

 Focus groups RNs, RDs 
& PCs

DATA FROM PARTICIPANTS

 Demographics
 Clinical outcomes
 Open-ended feedback 

regarding the 
intervention
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Participants and Setting

Setting: Guelph, Ontario Study Participants 
(n=45)

 Type 2 diabetes
 ≥ 65 years

 Receipt of diabetes
services in past 2 years 

 ≥ 2 chronic 
conditions

 English-speaking

 Living in the  community
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Pilot Program Participants (n=45)

 56% female

 75% aged 65-74 years

 75% had diabetes for ≥1 year

 58% lived with spouse or others

 69% had annual incomes ≤ $40,000

 92% had ≥ 5 chronic conditions in addition to diabetes 
[Hypertension (87%), high cholesterol (76%), arthritis (73%]

 58% were taking ≥ 6 prescription medications
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Outcomes Measured
PRIMARY: I)Feasibility of Program Implementation

Acceptability to clients, providers and peer support volunteers 
Barriers and facilitators to implementation  Fidelity

SECONDARY: II)Feasibility of Study Methods
Eligibility  Recruitment  Retention  Representativeness  Sample 
size  Data collection  Analysis

III) Effectiveness of Program
Self-management behaviour  HRQoL  Depression  Anxiety 
Glycated haemoglobin  Hypoglycemic episodes  Diabetes 
medication use  Costs of use of health and social services from a 
societal perspective
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I)  Implementation Achieved
The program was feasible to carry out and acceptable
to participants and providers.

Engagement rates of 97% (home visits) and 76% (group sessions)

Provider

(Pros)

 Understanding of clients 
fostered

 Buy-in achieved

 Meal component a 
success

Providers

(Cons)

Administrative burden
Home visit logistics
Keeping groups focused
Exercise integration & 
suitability

Participants

Competent providers
Motivating groups
 Supportive conditions

(e.g. family/friends join)
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Modifications to the program were identified that
would facilitate successful implementation in a RCT

I)  Barriers & Facilitators Identified

Facilitators

Administrative support

A choice for clients (clinic or at-
home)

Provider traits (e.g. motivating)

Group traits (e.g. flexible, a group 
focus, inclusive)

Barriers

 Lengthy group sessions

Uneven group dynamics

Exercises that could not be adapted 
or tailored

 Limited administrative support
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Fidelity:  the program was delivered as intended

 Standardization (protocols established & training was 
delivered)

 Dosage:  the program clients 
- received a median of 3 home visits

- attended a median of 3 group sessions

I) Program Fidelity Achieved

Appropriate for a tailored, 
client-driven program 
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Participant Flow:  Targets met

Eligibility (78%), Recruitment (88%) and Retention (82%)

Representativeness:  Completers were more likely to:

Live alone (58% vs 0%)

Have higher household income (0% below $10,000 vs 50%)

Take fewer diabetes medications (8% took 3 diabetes medications vs 87%)

Have fewer strokes or transient ischemic attacks (6% vs 38%)

Data Collection & Analysis Procedures:  
Feedback:  interview/session length, appropriateness and timing of   
instruments, obstacles to tracking

II) Feasible Methods

35



III) An Effective Program

 Improvement in physical functioning

 The more home visits the participants 
received, and the more group sessions 
they attended, the higher the level of self-
management

 No additional cost
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Recommended Intervention 
Adaptations

1.  Program administration – support is required

2.  Program synergies – achieve through training

3.  Peer support volunteers – a risk for role confusion

4.  Case conferences – keep the focus on the client

5.  The MCC context - widen perspective beyond diabetes

6.  Medications – ask about over the counter meds too

7.  Evaluation of program – use a framework

8.  Program mechanisms – analyze in the RCT

9.  Subgroup analysis – evidence limited by sample size 
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Pilot Study Conclusions
 The intervention was  effective 

and feasible to implement.

 Readiness for a scaled-up 
pragmatic RCT was established. 

 Participants and providers gave 
valuable feedback that was 
subsequently used to adapt the 
intervention and inform the 
design of a larger trial.
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ACHRU - Community Partnership Program for 
Older Adults with Multiple Chronic Conditions 
and Type 2 Diabetes Mellitus:  A Multi-Site 
Effectiveness-Implementation Hybrid Trial



From Pilot to RCT

We leveraged  knowledge by:

 Adapting the intervention using information  
from multiple sources:
 Pilot- feedback from interventionists and older 

adult participants 

 Study 1: Qualitative study 

 Study 2: ICES study 

 Understanding how study processes can be 
tailored to address local contexts
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Objectives

What is the feasibility, acceptability, 
effectiveness and costs of the ACHRU -
Community Partnership Program for Older 
Adults with Multiple Chronic Conditions and 
Type 2 Diabetes Mellitus (T2DM), compared 
with usual care?
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Study Partners
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Study Sites:  Ontario

Kawartha Lakes

Peterborough

Port Hope

London
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Figure 1 Collaborative planning approach:  blending community based participatory research (CBPR) and intervention mapping.

CBPR Principles
• Shared health 

concern
•Ownership
• Co-learning
• Capacity 

building

Stakeholders
(e.g., peer advocates, 

primary care physicians, 
social workers

Modified Intervention

Intervention Preparation Projects
(e.g., patient focus groups, stakeholder 

interviews, feasibility pilot study

Researchers
(e.g., principal investigator, 

co-investigators, 
intervention developers)

Community 
Advisory Board 

Using Intervention 
Mapping

Cabassa et al.  Implementation Science 2011, 6:80
http://www.implementationscience.com/content/6/1/80
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Timeline Intervention 
Control 

Usual Care 

Training             
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Baseline (T1)   

Randomization   
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Methods
Effectiveness Outcome Measures

• Diabetes self-management 

• Self-efficacy

• Health-related quality of life (SF-12)

• Depressive symptoms

• Anxiety

• Caregiver strain

• Use and cost of health and social services
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Implementation Outcome Measures

• Acceptability 

• Appropriateness 

• Feasibility 

• Fidelity

• Reach 

• Maintenance 

• Cost

(Peters et al., 2013)
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Preliminary Findings:  Ontario

33%

76%

56%

lived alone

had 6 or more other chronic conditions

took 8 or more prescription medications

Total(n=159):  Intervention (n=80), Control (n=79)

No significant differences between the groups at 
baseline.
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Uptake of Intervention Components

 96% received at least 1 in-home visit (average 2.6 visits)
 84% attended at least 1 group session (average 4.0 sessions)

In-home Visit(s)

• RN and/or RD

• A 6 month period

• Motivational 
interviewing

Group Session

• Coordinated & 
hosted by a 
community 
partner

• Feature 
information, 
exercise, a light 
meal  & social 
time with peers

Interprofessional
Team

• Prepares a client-
centred care plan

• Collaboratively 
plans the group 
sessions

Nurse-led 
Coordination

• Links participants 
& their 
family/friend 
caregivers to 
community 
services and 
supports
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Health-related outcomes
Compared to control group, intervention group participants had 
greater statistically significant and clinically important 
improvements in three health-related outcomes:
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Costs
 Examined comprehensive range of health & social 

services:
 Societal perspective (all costs included regardless of who 

paid)
 Statistically significant changes from baseline to 6 

months:
 Diabetes care (increased)
 Specialist care (decreased)

 No statistically significant change in Total Costs

51



Results
At 6 months the program is more effective than usual 
diabetes care
 Improved quality of life
 No dose response

Implications:  
 Focus on the quality of services 
 Benefits can be achieved by re-organizing existing services

Data collection in Alberta is continuing
 Different providers are being used (e.g. PCNs)
 The lessons from this cross-jurisdictional piece are pending
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Summary of Recommended Intervention 
Adaptations

1. Administration
 More training opportunities and resources for 

interventionists; sharing of experiences

2. Recruitment
 Active community recruitment + recruitment 

from DEC

3. Home visits
 Initial visits too long – reduce information 

gathering 
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Summary of Recommended Intervention 
Adaptations

4. Group Sessions
 Practice group session conducting a home visit, more 

structure, time for goal setting, ongoing reinforcement

 Sustainability achieved with extending fitness membership 
at community partner site

5. Care Partners
 Specific questions to address their needs/wants

 Consider strategies to increase involvement in group 
sessions or home visits

6. Peer support volunteers
 Have PSVs at outset only for group sessions; continue to 

invite to case conferences
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Next Steps
Explore scale-up and sustainability across different 
jurisdictions and regions 
 Partnerships with community organizations will be key

“The medical model and the community model 
need to hold hands more and more often in the 
future … That’s why we are excited about our 
partnership with McMaster.”

Bob Gallagher
President and CEO

YMCA of Central East Ontario
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Benefits of Adapting Interventions 

• Use of CBPAR and IM procedures 

• Contribute to the advancement of 
implementation science by developing a 
systematic approach for helping to close the 
gap between research and practice to reduce 
inequities in underserved populations

• Builds capacity in the community 
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Challenges Involved in Adapting 
Interventions 

 Fidelity-adaptation tension: Balancing fidelity 

of implementation and program adaptation 

(the modification of program content to 

accommodate the needs of a specific context 

or population). 

 Time and resources required to adapt, pilot 

and evaluate the intervention (2011-2016)

 Funding
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