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Abstract

Background: The RE-AIM (Reach, Effectiveness, Adoption, Implementation, and Maintenance) framework is a reliable
tool for the translation of research to practice. This framework has been widely applied to assess the impact of
individual interventions. However, RE-AIM has rarely been used to evaluate implementation interventions, especially
from multi-sector partnerships. The primary purpose of this paper is to operationalize the RE-AIM approach to
evaluate large, multi-sector partnerships. SCI Action Canada, a community-university partnership aimed to promote
physical activity among adults with spinal cord injury, is used as an example. A secondary purpose is to provide
initial data from SCI Action Canada by using this conceptualization of RE-AIM.

Methods: Each RE-AIM element is operationalized for multi-sector partnerships. Specific to SCI Action Canada, seven
reach calculations, four adoption rates, four effectiveness outcomes, one implementation, one organizational
maintenance, and two individual maintenance outcomes are defined. The specific numerators based on SCI Action
Canada activities are also listed for each of these calculations.

Results: The results are derived from SCI Action Canada activities. SCI Action Canada’s reach ranged from 3%
(end-user direct national reach) to 37% (total regional reach). Adoption rates were 15% (provincial level adoption)
to 76% (regional level adoption). Implementation and organizational maintenance rates were 92% and 100%,
respectively.

Conclusions: We have operationalized the RE-AIM framework for larger multi-sectoral partnerships and demonstrated
its applicability to such partnerships with SCI Action Canada. Future partnerships could use RE-AIM to assess their
public health impact.
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Background
The RE-AIM framework is a valuable tool for imple-
mentation scientists, health promotion professionals
and practitioners. It can be applied to assist with the
translation of research to practice and to estimate the
public health impact of programs and interventions
[1-3]. RE-AIM is an acronym for the framework’s five
evaluation components: Reach, Effectiveness, Adoption,
Implementation, and Maintenance. Through these com-
ponents, the impact of innovations can be assessed at
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both the individual (i.e., end-user) and organizational (i.e.,
delivery agent) levels.
Specifically, RE-AIM provides a functional starting point

for determining the public health impact of strategies
involved in health promotion by guiding the assessment
of: reach, which captures the percentage of people from
a given population who participate in a program and de-
scribes their characteristics; effectiveness, which refers
to the positive and negative outcomes of the program;
adoption, which is generally defined as the percent of
possible settings (e.g., organizations) and staff that have
agreed to participate in the program; implementation,
which is an indicator of the extent to which the program
was delivered as intended and its cost; and maintenance,
which, at the individual level, reflects maintenance of the
primary outcomes (>6 months). At the organizational
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level, maintenance captures the sustainability of the deliv-
ered programs.
RE-AIM has been applied to evaluate intervention

impact in a variety of settings and across a broad range
of behavioral outcomes [3,4], including weight loss [5,6],
nutrition [7], injury prevention [8,9] and physical activity
[7,10]. Most of these applications have focused on examin-
ing the effectiveness of a single intervention in achieving
behavior change at the level of a patient, community
member, student or employee [11]. To a lesser degree, the
RE-AIM framework has been applied to understand the
impact of implementation interventions – those that focus
on the organizations and staff who are intended to imple-
ment clinical practice guidelines or to deliver evidence-
based interventions with fidelity [12]. The framework has
been used to evaluate the impact of an individual interven-
tion within the context of a broader implementation inter-
vention [13] and recently to assess broader multifaceted
implementation interventions [14].
While each of the above RE-AIM applications pro-

vide valuable information on the impact of individual
evidence-based interventions and training programs,
there are limited reports of the impact – across all five
RE-AIM dimensions – of broad, multi-faceted initiatives
that incorporate multiple interventions targeted to a
variety of audiences (e.g., healthcare providers, health
educators, and other key stakeholders across sectors
and organizations). Finch and Donaldson [15] highlighted
that adapting RE-AIM may be necessary for the multilevel
nature of implementation type interventions in order to
gain a better understanding of the implementation issues
that arise from evaluating these interventions. This un-
derstanding will help us to further develop and properly
evaluate real-world interventions [15]. Similar to the
multifaceted nature of sport injury prevention interven-
tions highlighted by Finch and Donaldson [15], a num-
ber of concurrent interventions and approaches may be
used in health promotion to achieve different goals and
different RE-AIM benchmarks (e.g., reach versus imple-
mentation). For instance, some activities may be designed
to reach as many people as possible (e.g., awareness cam-
paigns), whereas others might be designed with specific
implementation or maintenance goals in mind (e.g., quality
improvement strategies). Because different activities would
address different RE-AIM dimensions, in order to obtain a
complete picture of the program’s overall impact, it would
be necessary to conduct a RE-AIM evaluation across the
program’s full range of activities. The RE-AIM framework
has not yet been applied in this way to health promotion
initiatives. Given increasing recognition of the value of
multi-sector and partnered approaches to health promo-
tion (e.g., [16,17]), there is a need for implementation sci-
entists to have an established framework to evaluate the
multiple, complementary activities that such approaches
would entail. RE-AIM can serve as this framework as it
has been deemed feasible to use in multi-sector partner-
ships [14,15,18]. The purpose of the present study was
to examine the utility of RE-AIM for evaluating the im-
pact of physical activity promoting activities conducted
by a large, multi-sector partnership.
The evaluated partnership was SCI Action Canada

(www.sciactioncanada.ca), a community-university part-
nership established in 2007 to ‘develop and mobilize
strategies that will inform, teach and enable people liv-
ing with spinal cord injury to initiate and maintain a
physically active lifestyle’ [19]. Given that people with
spinal cord injury (SCI) are at increased risk for devel-
oping chronic health conditions associated with a sed-
entary lifestyle [20], coupled with the finding that 50%
of people with SCI participate in no leisure time physical
activity whatsoever [21], physical activity promotion is a
significant health issue for this population. It is a complex
issue, however, that cannot be fully addressed by any one
entity or organization. Rather, effective promotion requires
a combination of academic and community-based ex-
pertise and involvement from a variety of disciplines
and stake-holders [19]. As such, SCI Action Canada
established multi-sectoral partnerships (e.g., with gov-
ernment agencies, non-governmental organizations,
community groups) that have collaborated to develop
evidence-based, physical activity-enhancing programs
and initiatives (e.g., telephone-based physical activity
counselling program, exercise videos and manuals) and
resources (e.g., physical activity guidelines and Get Fit
Toolkit) disseminated through a variety of formats (e.g.,
online, paper, verbal) and platforms (e.g., website, semi-
nars, one-on-one).
When considering the evaluation of complex, multilevel

health initiatives like SCI Action Canada, Mercer and
colleagues [22] suggest that there are necessary trade-
offs related to study design, measurement decisions,
and outcomes that should be assessed. The result is a
pragmatic approach that balances scientific control with
practice-based implementation to include the adapta-
tion of SCI Action Canada’s programs, initiatives and
resources to the typical practice partner settings where
individuals with SCI receive services [22,23]. Specific-
ally, SCI Action Canada has taken an implementation-
effectiveness-based approach rather an efficacy approach
when evaluating its programs, initiatives and resources.
Briefly, an efficacy approach is one that is highly con-
trolled to maximize the likelihood that large effects are
found, such as the methodological approach used in
randomized controlled trials. An effectiveness approach
differs insofar as there is little to no experimental con-
trol and the goal is to determine if the approach could
be implemented successfully within typical community,
clinical, or public health organizations [8]. Therefore, the
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SCI Action Canada partnership took a pragmatic ap-
proach to the application of the RE-AIM framework,
rather than full employment of the model [4], to use
data that is available, provides little burden on partici-
pants and staff that provide services, and provides in-
formation that can inform the future sustainability of
the partnerships activities [23].

Applying RE-AIM to evaluate a community-university
partnership
When applying RE-AIM to evaluate the impact of a
multi-sectoral partnership such as SCI Action Canada,
there are three general approaches that could be taken.
First, each activity undertaken by the partnership could
be evaluated based on the RE-AIM dimension it targeted
(i.e., activity-specific approach). For instance, awareness-
raising strategies would target reach or adoption, physical
activity promotion strategies might be used to improve
effectiveness and maintenance, and provider-training
strategies could be identified as methods to improve
adoption and implementation of evidence-based guide-
lines. Each of these strategies could then be evaluated
based on the degree to which the strategy reached its
intended audience, was effective (i.e., in improving aware-
ness, changing physical activity, or implementation of
guidelines), could be broadly adopted across regions and
implemented and sustained with fidelity. Yet, while this
approach would provide excellent information on the im-
pact of each strategy, it would be burdensome to imple-
ment and likely not feasible in most practice settings.
Further, the summary of findings across strategies would
be complex and not necessarily related to the overall
impact of the partnership.
A second option would be an additive approach,

whereby information collected from across the initiatives
is amalgamated to inform each RE-AIM dimension. For
example, the number of participants enrolled in all
strategies to promote physical activity, the number of
materials delivered to people with SCI, and the number
of unique visitors to the partnership’s website could be
summed to provide an indication of the reach of the
partnership. Likewise, average effect sizes could be
calculated across interventions to calculate mean effect-
iveness of the strategies. The drawback of this approach,
however, is that it provides only a broad, overarching
sense of impact and does not allow for determination of
inter-relationships between RE-AIM dimensions (e.g.,
correspondence between the number of people reached
for a particular physical activity promotion strategy and
the effect size for that strategy).
A third option is a hybrid approach that is guided by

pragmatic decisions [24] regarding which strategies de-
serve more thorough RE-AIM evaluation and which are
best evaluated using one or two RE-AIM dimensions. As
noted by Glasgow [23], pragmatic approaches focus on
the perspectives of the stakeholders and can speed the
integration of research, policy and practice. Intuitively,
these approaches also reduce burden on participants and
partner organizations to glean information that is action-
able within a given context or across a range of contexts.
Pragmatic approaches also focus on utilizing the strengths
of different methods/perspectives that benefit the evalu-
ation of a program (or partnerships such as SCI Action
Canada) instead of strictly following one method/
perspective [24]. Oliver [24] used the example of the de-
bate between using quantitative or qualitative methodolo-
gies to evaluate learning technologies. In that example, the
researcher would select the quantitative and/or qualitative
approach that is most appropriate to the specific com-
ponent being examined within the broader evaluation
of the learning technologies. Similarly, we adopted a
hybrid approach in this manuscript because it was
more pragmatic to evaluate some RE-AIM elements
with the activity-specific approach (e.g., effectiveness)
while using an additive approach to assess other RE-
AIM elements (e.g., reach). The hybrid approach is also
ideal because it allows some of the scientific controls to
be relaxed given that SCI Action Canada’s programs/
initiatives/resources are delivered in the context of the
‘real-world’.
With these various options in mind, the primary pur-

pose of this paper was to describe the development and
application of a RE-AIM approach to evaluate a large,
multi-sector partnership: SCI Action Canada. A second-
ary goal was to provide initial RE-AIM evaluation data
for the SCI Action Canada partnership.
Methods
Partnership overview
SCI Action Canada (www.sciactioncanada.ca) was estab-
lished in 2007, with a mission to ‘develop and mobilize
strategies to inform, teach and enable people living with
SCI to initiate and maintain a physically active lifestyle’
[19]. Formal community partners are based in the prov-
inces of Ontario and Alberta and include 15 community
organizations and 1 law firm. The university partners are
represented by 15 researchers working in nine univer-
sities across two countries. To achieve its mission, SCI
Action Canada has engaged the expertise of community
and university partners throughout the knowledge to ac-
tion cycle [25]. Examples of partnership-led initiatives
include the development of evidence-based physical activity
guidelines for adults with SCI [26], an informational toolkit
[27], telephone-based counseling and peer-mediated home-
base physical activity program [28], and a province-wide,
community-based knowledge mobilization event to further
promote these resources [29].

http://www.sciactioncanada.ca
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Reach
Large partnerships with national distribution programs as
well as localized initiatives and research programs – such
as SCI Action Canada – warrant multiple indicators to
capture an accurate picture of their reach. Furthermore,
given the broad range of activities used by the partnership
to reach the SCI community, audiences could be com-
prised of both the targeted end-users (i.e., adults with SCI)
as well as key support persons/intermediaries, such as
healthcare professionals and family members. Accordingly,
our reach indices need to document contact with these
different audiences and reflect whether the reach to the
target end-user (i.e., adults with SCI) is direct or indirect
through the key intermediaries. As such, we conceptual-
ized three general categories of reach – indirect, intended
and direct. Regardless of the category of reach, the tar-
geted end-users are adults with SCI as this is consistent
with the mission of SCI Action Canada. Thus, the reach
categories reflect the path by which adults with SCI were
exposed to SCI Action Canada’s programs, initiatives and
resources (i.e., indirect, intended or direct). Each of these
categories was constituted from different reach data
sources and are used to calculate three levels of reach:
national, regional and engaged.
First, indirect reach was defined as the number of

Canadians without a SCI (e.g., family member, healthcare
provider) who: were sent information from SCI Action
Canada; were invited to a presentation; or, who partici-
pated in an initiative. We acknowledge that this reach
index could be interpreted as an indicator of adoption
because family members and, in particular, healthcare
providers make decisions whether or not to provide
these materials to their family or patients. However, the
data described below do not provide details on the use
of information gathered by family or healthcare profes-
sionals, and our assumption was that Canadians without
a SCI serve as intermediaries who would redirect SCI
Action Canada information to at least one Canadian
with SCI. Because we are unable to know which website
visitors had an SCI, these data were also included in the
indirect reach method, so as not to inflate the other
more direct reach indicators described below. The two
sources of indirect reach data were:

1. Data source 1: the number of Canadians without a
SCI who were invited to SCI Action Canada
presentations, participated in an initiative or were
sent SCI Action Canada resources (e.g., physical
activity guidelines for adults with SCI);

2. Data source 2: unique Canadian visitors to the SCI
Action Canada website.

Second, intended reach was defined as the number of
resources that are sent out to SCI- or disability-specific
organizations with the intended distribution to adults
with SCI (i.e., end-user). Based on our discussions with
these organizations and our experience, we made the as-
sumption that the resources given to these organizations
would be more likely to reach people with SCI than
would resources delivered through the indirect reach
channels. Intended reach was calculated from one data
source:

1. Data source 3: the number of resources given to
organizations (e.g., Spinal Cord Injury Ontario) that
would be destined to Canadians with SCI.

Third, direct reach was defined as the number of
Canadians with SCI who had direct contact with SCI
Action Canada. Direct reach was calculated with three
data sources:

1. Data source 4: the number of Canadians with SCI
who attended SCI Action Canada events;

2. Data source 5: the number of Canadians with SCI
who participated in SCI Action Canada programs,
initiatives and research studies;

3. Data source 6: the number of resources given
directly to Canadians with SCI.

Using these six data sources, reach was computed at
the national, regional and engaged levels. At each level,
reach consisted of the percentage of participants who
were exposed to the various SCI Action Canada programs,
initiatives and resources. Therefore, each reach calculation
consisted of a numerator and a denominator. Because the
target end-user group is Canadians with SCI, the denom-
inator for all national reach indices was the total number
of Canadians living with SCI (N = 85,556; [30]). Numera-
tors for national reach were computed as follows:

1. Total National Reach. This numerator includes all
individuals tabulated from the three categories of
reach – indirect, intended and direct – and includes
all six data sources.

2. End-user Intended and Direct National Reach. The
second reach calculation is defined by intended and
direct reach. The numerator for this reach
calculation consisted of Data sources 3, 4, 5, 6.

3. End-user Direct National Reach. This reach
assessment has the most conservative numerator
as it only includes Canadians with SCI who had
direct contact with SCI Action Canada (Data
sources 4, 5, 6).

Three regional level reach values were calculated using
the numerators described above, but counting only indi-
viduals from the two provinces that have community
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partners linked with SCI Action Canada, namely Ontario
and Alberta. The denominator for the regional reach
level was estimated at 42,607 adults with SCI living in
Ontario and Alberta.
Reach at the engaged level was defined as the extent

to which individuals who were invited to events/projects
attended or participated in the events/projects. For SCI
Action Canada, the ratio was computed with data based
on research participation due to the availability of the
data regarding project invitation. Therefore, the engaged
level numerator was the actual number of Canadians
with SCI who participated in an SCI Action Canada re-
search project (Data source 5). The denominator for this
reach indicator included Canadians with SCI who were
contacted to participate in a SCI Action Canada research
project (N = 1,472).

Adoption
For assessing partnership adoption, the number of part-
ners who were engaged in the partnership was used as
the indicator. For SCI Action Canada, adoption was cal-
culated at national, regional and engaged levels, as well
as a provincial level in order to give a geographical per-
spective of our activities. For the national and regional
adoption indicators, only one adoption data source was
used - number of SCI Action Canada partners (N = 16).
This number was the numerator for both the national
and regional adoption levels. The adoption denominator at
the national level represented all possible Canadian com-
munity organizations that provide services to Canadians
with SCI and thus, could potentially be a partner with SCI
Action Canada (N = 35 organizations). At the regional
level, the adoption denominator represents all potential
community partner organizations that are in Ontario and
Alberta (i.e., the two provinces which SCI Action Canada
has formal partnership), plus national level organizations
that do not have provincial units (n = 21 organizations). At
the engaged level, the numerator consisted of the number
of community partners that have adopted a program, and
the denominator was the number of SCI Action Canada
partners. For the provincial level indicator, the number of
provinces/territories that have community partnerships
with SCI Action Canada was the numerator, and the de-
nominator was the 13 provinces/territories of Canada.

Implementation and organization maintenance
Our pragmatic approach to understanding implemen-
tation and organizational maintenance focused on the
evaluation needs and resources of our key stakeholders.
We considered collecting specific implementation in-
formation for each of the SCI Action Canada activities
across regions and provinces. However, this approach
would require a large commitment of stakeholder resources
and would split their focus between implementation and
implementation-evaluation. There was some concern that
pushing for the most rigorous evaluation possible would
run the risk of compromising the partner’s sense of own-
ership of the evaluation outcomes and process as well as
stretch available resources too broadly.
After careful consideration of these issues and conver-

sations with our partners, we determined that the most
informative implementation and sustainability indicators
that could be monitored were the degrees to which the
partnership’s strategic plan was completed as intended.
Although we recognize that by taking this approach we
relegated some scientific control over the implementa-
tion activities and evaluation, a benefit of using the part-
nership’s strategic plan is that this approach is more in
line with the goal of evaluating the partnership as a
whole rather than the sum of all its programs/initiatives/
resources. Thus, we conceptualized implementation based
on the number of projects in the partnership’s strategic
plan. The 25 programs/initiatives/resources implemented
between 2007 and 2013 serve as the implementation
denominator (a complete list of programs/initiatives/
resources is available from the corresponding author)
while the implementation numerator was the number
of completed projects.
Organizational maintenance was conceptualized with

different metrics than implementation but remained
consistent with the adoption conceptualization as we
focused on SCI Action Canada’s partners. Organizational
maintenance was then assessed by the extent to which
partners remained engaged in the partnership over the
years. For SCI Action Canada, the organizational mainten-
ance numerator represented the number of partners that
have remained partners since 2007. The organizational
maintenance denominator for SCI Action Canada was the
number of organizations that were partners at the launch
of SCI Action Canada in 2007 (N = 16 partners).
Please see Table 1 for a summary of the description,

numerators and denominators of reach, adoption, imple-
mentation and organizational maintenance.

Effectiveness and individual maintenance
The effectiveness element is based on the main object-
ive of the partnership: to increase population-level leis-
ure time physical activity (LTPA) participation among
adults with SCI. A five-year (data collected from 2007
to 2013) prospective cohort study of adults with SCI
living in Ontario, Canada will be used to assess whether
a difference exists in LTPA between the years prior to
(<2010) and after the launch (2011 to 2013) of key SCI
Action Canada programs, initiatives and resources (e.g.,
physical activity guidelines for adults with SCI [26], SCI
Get Fit Toolkit [27]). Because data collection has only
very recently been completed, no physical activity data are
presented in this paper. Two physical activity analyses are



Table 1 Overview of the descriptions, numerators and denominators of reach, adoption, implementation and
organizational maintenance

RE-AIM
elements

Descriptions Numerators Denominators

Reach

National

Total The use of all reach data sources and includes
adults with and without SCI that had contact with
SCI Action Canada.

The addition of all numbers in
the six data sources.

All Canadians with SCI.

End-user
Intended and
Direct

SCI and disability specific organizations who
distributed SCI Action Canada resources to its
audience and Canadians with SCI who had direct
contact with SCI Action Canada.

The addition of all numbers in
data sources 3 to 6.

All Canadians with SCI.

End-user Direct Canadians with SCI who had direct contact with
SCI Action Canada.

The addition of all numbers in
data sources 4, 5, 6.

All Canadians with SCI.

Regional Regional reach is specific to the two provinces that have community partners linked with SCI Action Canada, namely Alberta and
Ontario.

Total The use of all reach data sources from Alberta and
Ontario. It includes adults with and without SCI
that had contact with SCI Action Canada.

The addition of Alberta and
Ontario only numbers of the
six data sources.

Canadians with SCI living in Alberta or Ontario.

End-user
Intended and
Direct

SCI and disability specific organizations in Alberta
and Ontario who distributed SCI Action Canada
resources to its audience and Canadians with SCI
who had direct contact with SCI Action Canada.

The addition of Alberta and
Ontario only numbers of data
sources 3 to 6.

Canadians with SCI living in Alberta or Ontario.

End-user Direct Canadians with SCI from Alberta and Ontario who
had direct contact with SCI Action Canada.

The addition of Ontario and
Alberta only numbers of data
sources 4, 5, 6.

Canadians with SCI living in Ontario or Alberta.

Engaged Canadians with SCI who were actively involved in
SCI Action Canada research projects.

Data source 5: number of
adults with SCI who
participated in SCI Action
projects.

Canadians with SCI who were contacted to
participate in a SCI Action Canada research
project.

Adoption

National The extent to which community organizations that
provide service to Canadians with SCI are partners
with SCI Action Canada.

Number of SCI Action Canada
partners.

The total number of possible community
organizations that provide service to
Canadians with SCI.

Regional The extent to which community organizations that
provide service to Canadians with SCI living in
Ontario and Alberta are partners with SCI Action
Canada.

Number of SCI Action Canada
partners.

The total number of possible community
organizations that provide service to
Canadians with SCI living in Ontario and
Alberta.

Engaged The extent to which community SCI Action Canada
partners have adopted a SCI Action Canada
program/initiative.

Number of SCI Action Canada
partners that have adopted a
SCI Action Canada program.

Number of SCI Action Canada partners.

Implementation The extent to which SCI Action Canada has
implemented its strategic plan.

Number of activities/projects
in the strategic plan that are
completed.

Total number of activities/projects outlined
in SCI Action Canada’s strategic plan.

Organizational
Maintenance

The extent to which SCI Action Canada’s partners
remained partners.

Number of SCI Action
Canada’s partners that
remained partners.

Number of SCI Action Canada partners.

Note. SCI: Spinal cord injury. Please see the manuscript for the full descriptions of the data sources. Briefly, each data source consists of unique data (e.g., website
users, number of resources given directly to adults with SCI) collected to calculate the numerators of reach.

Sweet et al. Implementation Science 2014, 9:74 Page 6 of 10
http://www.implementationscience.com/content/9/1/74
planned for the effectiveness components. The first index
of effectiveness is whether LTPA participation rates in-
creased in the SCI population. Given that a 1% increase in
physical activity in the general population has been esti-
mated to save $15 million in healthcare costs [31], such an
increase in activity would be deemed important and
meaningful in our study, especially because approximately
50% of adults with SCI participate in zero minutes of
LTPA per day [21]. Extrapolating at the population level,
this 1% increase would represent over an additional 800
Canadians with SCI participating in LTPA. The second
effectiveness index is a change in the proportion of
Canadians with SCI meeting the Physical Activity
Guidelines for Adults with SCI.
An additional effectiveness outcome is related to public

awareness of SCI Action Canada and its programs/
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initiatives. This outcome index reflects the percentage
of Canadians with SCI who are aware of: (a) SCI Action
Canada, and/or (b) the Physical Activity Guidelines for
adults with SCI. Questions to address these awareness
outcomes have only recently been integrated into SCI
Action Canada’s surveys and data are still being collected.
The maintenance evaluation of SCI Action Canada will

solely focus on the LTPA data. The first goal of our evalu-
ation is to determine if any increase in LTPA rates since
the launch of our initiatives (2011) has been maintained at
year five of the cohort study (2013). The second goal is to
evaluate whether individuals with SCI who were meeting
the guidelines after the launch of our initiatives are still
meeting the guidelines at year five of the cohort study.
Note that all SCI Action Canada research projects

were approved by the appropriate research ethics board
(McMaster University, Queen’s University, or Western
University) and informed consent was obtained from
participants.
Results
Reach
National reach
Regarding total national reach, SCI Action Canada has
indirectly reached 18% of Canadians with SCI. SCI Action
Canada has an end-user indirect and direct national reach
of 11% and a 3% end-user direct national reach.
Regional reach
SCI Action Canada has a total regional reach of 36% of
Canadians with SCI living in Ontario or Alberta. Approxi-
mately 22% of Canadians with SCI have had intended or
direct contact with SCI Action Canada (i.e., end-user in-
direct and direct regional reach). With respect to the
end-user direct regional reach, 7% of Canadians with
SCI living in Ontario or Alberta had direct contact with
SCI Action Canada.
Engaged reach
Approximately 49% of the individuals who were con-
tacted by SCI Action Canada have been directly involved
with an SCI Action Canada research project.
Adoption
The national adoption rate of SCI Action Canada was
46%, while the adoption ratio at the regional level was
76%. Of SCI Action Canada’s 16 partners, 33% of them
adopted/implemented a program developed by SCI Action
Canada (i.e., engaged level adoption). Because SCI Action
Canada had official partners in two Canadian provinces,
the provincial level adoption rate was 15%.
Implementation and organizational maintenance
SCI Action Canada implemented 92% of its planned pro-
grams, initiatives and resources, which included develop-
ment and distribution of physical activity-promoting
materials, research studies and knowledge mobilization
projects. Regarding organizational maintenance, all 16
partners remain active in the partnership based upon
regular participation on conference calls, attendance at
meetings, and providing feedback on partnership goals.
The result is 100% organizational maintenance as all
of SCI Action Canada’s initial partners have remained
partners.
Discussion
The primary purpose of this paper was to demonstrate
how to operationalize RE-AIM as an evaluation tool for
large, multi-sectoral partnerships. Using the SCI Action
Canada partnership as an example, we have demonstrated
how to define and operationalize the RE-AIM dimensions
and how to carry out a RE-AIM assessment of a multi-
pronged and multi-sectoral partnership. As a secondary
objective, the results of our RE-AIM analysis of SCI Ac-
tion Canada provide data regarding the partnership’s
impact at individual and organizational levels.
The SCI Action Canada example further illustrates

RE-AIM’s potential to move beyond evaluation of single
interventions or settings, to evaluation of multi-pronged
and multi-sectoral partnership activities [15]. Demonstrat-
ing how RE-AIM can be used in university-community
partnerships that move beyond randomized controlled tri-
als and into ‘real world’ health promotion addresses a sig-
nificant gap in the implementation science and RE-AIM
literature [15]. Specifically, we have demonstrated that the
RE-AIM framework can be applied to large national part-
nerships that engage both organizations and individuals.
Given the increasing emphasis that funders and practi-
tioners are placing on partnered approaches to health pro-
motion [16,17], there is a need for tools to guide the
evaluation of such approaches (e.g., RE-AIM,[1,4]). Our
study has addressed this need by providing a RE-AIM
evaluation template that can be used by partnerships, and
data that other community-university partnerships can
use to compare their rates of reach, adoption, implementa-
tion and organizational maintenance.
Our analysis has also demonstrated how partnerships

can evaluate the outcomes of broad, multi-faceted activ-
ities that might not typically be taken into account if
evaluation focuses only on specific, discrete activities/
programs (i.e., the traditional use of the RE-AIM frame-
work). For instance, SCI Action Canada materials (e.g.,
physical activity guidelines and toolkits) were distributed
through a variety of partners and mechanisms; this was
crucial for extending our reach. Had we not tracked
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distribution activities — and instead, only focused on
evaluating the reach of discrete deliverable programs and
initiatives, our total national reach would have only been
significantly smaller. By including cross-cutting distribu-
tion activities, at the individual level, SCI Action Canada
has a total national and regional reach of 18% and 36%, re-
spectively, and direct national and regional reach of 3%
and 7%, respectively. In comparison, Walk Kansas, a state-
wide walking promotion, reached approximately 1% of the
general population of Kansas [10]. Similarly, a weight-loss
program in six counties in North Carolina reached an
average of 1.2% of the population (range = 0.4% to 3%;
[32]). Thus, by adopting a hybrid approach, based on prag-
matics, in our RE-AIM evaluation, we were better able to
quantify the impact of the partnership, and we can con-
clude that SCI Action Canada’s reach is just as good, if not
better than other single program initiatives.
At an organizational level, SCI Action Canada has a

high regional adoption ratio (76%), 92% implementation
rate and perfect organizational maintenance. A strong
partnership between university researchers and individuals
in community-based organizations brings many benefits
to the universities and communities (e.g., new approaches
to tackle issues of interest; [33]). By developing SCI Action
Canada research projects and knowledge mobilization
activities based on the needs, expertise and resources of
the community partners and university researchers [19],
we have been able to ensure that our evidence-based tools
and products are maximally beneficial to end-users. This
approach has served to strengthen and maintain the com-
mitment of all partners involved.

Recommendations
Drawing on our experience evaluating SCI Action Canada
and the limitations of our application of RE-AIM, we
wanted to share the following recommendations for future
partnerships planning an evaluation using the RE-AIM
framework:

1. Use RE-AIM when creating the partnership’s
strategic plan and designing projects and initiatives.
Considering the RE-AIM dimensions during the
planning stage will enable team members to design
activities to collect necessary data from the onset
and to prepare optimal data tracking procedures.

2. Be flexible when working with community partners
and be prepared to ‘relax’ some of the scientific
controls. For example, SCI Action Canada
originally planned to compare provinces that did
and did not have community partnership with SCI
Action Canada. As a result, a decision was made
not to add new ‘official’ partners as of 2010.
However, in 2011, there was a national demand for
SCI Action Canada programs/initiatives/resources.
Given the overall goal of SCI Action Canada, the
partnership decided to distribute the materials
nationally. Since 2011, SCI Action Canada has
added approximately 10 informal partners in
Canada and distributed materials to four additional
provinces. Because these organizations were not
official partners, they were not included in the
regional reach and adoption calculations.

3. Track all partnership activities, including research,
presentations and distributed materials. Collect the
most detailed data possible for each activity,
including the number of end-users and intermediary
persons that were invited and/or participated.
Having this information would have allowed us to
expand the engaged reach ratio beyond SCI Action
Canada’s research projects.

4. We were unable to track the extent to which the
same individuals with SCI were contacted on
multiple occasions over time or participated in
multiple programs/activities. We recommend that
future partnerships try to document multiple
contacts and program participation in the most
pragmatic way possible. Collecting these data
would provide more precise reach values, further
enrich the data, and provide a temporal
component. Such data could also be useful for
community partners as they could get a sense of
whether their organization is reaching new
end-users.

5. Identify the main outcomes of interest for the
partnership (e.g., increased awareness, change in
attitudes) at the onset and incorporate measures of
these outcomes across all research projects,
interventions or program evaluations that are
conducted by partnership members. This suggestion
is especially important if you have researchers from
different universities collaborating under the
umbrella of the partnership.
Conclusion
SCI Action Canada’s programs, initiatives and resources
are reaching widely across Canada, and the partnership
has maintained strong relationships with community and
research partners. These data suggest that SCI Action
Canada is on the right track to achieving its mission to in-
form, teach and enable Canadians with SCI to become
more physically active. These conclusions were derived by
extending and operationalizing the RE-AIM framework to
evaluate the multi-sectoral activities undertaken by the
partnership. As such, this operationalization of RE-AIM is
transferable to other settings, and we encourage the use of
RE-AIM to evaluate the public health impact of other
large, multi-sectoral partnerships.
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