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Abstract

Objectives Several public health interventions are not
described, not evaluated and not transferred. The objective
was to assess the feasibility and acceptability of using a
description model making a distinction between interven-
tions’ transferable elements, and those that are more context-
specific, to make their evaluation and transferability easier.
Methods The theoretical distinction between an inter-
vention function and its form in a specific context has been
empirically explored. A community-based intervention
(named “Ciné-Ma-Santé”) has been described, using a
“key function/implementation/context” model. This pro-
cess has been co-constructed through qualitative research
and knowledge exchange process between project leaders
and researchers from different disciplines.
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Results The use of the model proves feasible and useful
for both project leaders and researchers. Nine key functions
were described, as well as their implementation and the
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Conclusions Rendering explicit key functions of public
health interventions could constitute a useful step to their
evaluation and transfer. It enables the formulation of
hypotheses regarding the potentially standardizable ele-
ments of interventions, and elements that can be modified
while maintaining the integrity of the intervention.
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Introduction

In addition to their effects on population health outcomes,
public health interventions should be evaluated with regard
to their capacity to decrease social inequalities in health
(SIH) (Whitehead 2007; Woodward and Kawachi 2000).
The mechanisms that lead to these inequalities are
becoming better understood, yet little is known about the
features of public health interventions that are involved in
SIH reduction (Delpierre and Kelly-Irving 2011; Lang
et al. 2009). Even less is known about how (and whether)
the results of these interventions transfer across contexts—
a gap that is particularly salient with regard to the inher-
ently complex nature of most SIH-reducing public health
interventions.

Many scholars in the field of public and population health
intervention research (e.g., Pawson and Tilley 1997; Barnes
et al. 2003; Hawe and Potvin 2009; Rychetnik et al. 2002)
have argued for the importance of developing new theories
and methods that have the capacity to capture and track
critical intervention/context interactions, not least so as to
demonstrate intervention transferability and scalability
across contexts. Yet, approaches to complex intervention
evaluation remain dominated by randomized control trials
(RCTs). Critics who believe RCTs are an inappropriate
approach to assessing complex interventions (Mackenzie
et al. 2010) point out that the “black box” conceptualization
of interventions implicit in RCTs does not facilitate an in-
depth understanding of “what works, for whom and in what
circumstances” (Pawson and Tilley 1997). For example,
RCTs often fail to demonstrate anticipated effects of com-
plex public health interventions, a fact that is frequently
interpreted as intervention failure. Few reports about RCTs
of public health interventions specify the mechanisms or
pathways that may have resulted in these ‘failures’ (Pearson
et al. 2001). While some scientists have adapted RCTs in
ways that account for the complexity of interventions (e.g.,
adaptation to local settings) (Hawe et al. 2004; Bonell et al.
2012), most published studies continue to involve the control
of contexts and the standardization of interventions and their
implementation—notions that some consider anathema to
core values in health promotion and public health (e.g.,
population participation and consideration of contexts)
(WHO 1998). Alternative methods from the field of program
evaluation are being developed for evaluating complex
public health interventions. Theory-based approaches, such
as realist evaluation (Pawson and Tilley 1997), do open the
above-mentioned ‘black box’ of interventions. However,
these approaches may seem difficult to implement, notably
due to a lack of methodological guidance (Marchal et al.
2012). Another type of evaluation theory, called “utilization-
focused evaluation” (Patton 1997), does not rely on a
specific method but focuses on the needs of evaluation users.
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The evaluator therefore acts as a negotiator between different
stakeholders. Some of the critics of this approach refer to the
lack of evaluator objectivity and the risk of manipulation
(Patton and LaBossiere 2012). However, evaluation cannot
be restricted to a technical, rational procedure, but rather
constitutes a social and political process in which negotiation
is central. Participatory evaluation and research gather
researchers and practitioners (Cargo and Mercer 2008) to co-
construct knowledge that can be useful for both of them.

In the real world, a lot of interventions are implemented
without being “subjected to rigorous scientific develop-
ment and evaluation” (Evans et al. 2014). However,
efficacy does not necessarily start with interventions
designed by universities or expert authorities, but can start
“with interventions designed or shaped by communities
and practitioners” (Hawe and Potvin 2009).

One hypothesis is that to enhance knowledge production
based on interventions developed by communities and
practitioners, more detailed descriptions of these inter-
ventions should be provided, with particular attention paid
to their theoretical aspects, as well as their implementation
and their context. Real-life intervention descriptions often
rely on high-level objectives and a range of detailed
activities rather than on theoretical aspects underlying
those activities. Moreover, evaluation reports contain little
information allowing implementers to decide whether it is
possible to adapt an intervention to new specific contexts
while remaining true to the original intervention (Michie
et al. 2009). Many authors address the question of how to
reconcile fidelity to an original, effective intervention with
the need to adapt to a new context, building on field
practitioners’ skills and expertise (Van Daele et al. 2012).
Hawe et al. (2004) proposed an RCT allowing both stan-
dardization and adaptation to local contexts. In this model,
the “key functions” of an intervention are standardized
(e.g., education, empowerment, social support enhance-
ment, etc.), but not its “form” (e.g., concrete activities like
a number of workshops or a preset curriculum), resulting
from the process of implementing those key functions.
Intervention integrity is thus defined in terms of its function
rather than in terms of its form: the intervention is adaptive
to contexts regarding its concrete activities, but remains
true to its theory (Hawe et al. 2009).

Based on a community-based intervention (named Ciné-
Ma-Santé), we used the distinction made by Hawe et al.
between the key functions and the form of an intervention
as an analytical lens through which to describe this inter-
vention, focusing on its potentially transferable elements,
while taking implementation context into account. The aim
of the study was to assess the feasibility, acceptability and
usefulness of the use of this model, to empirically test this
theoretical distinction, using a co-construction process
between project leaders and researchers.
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Context
The AAPRISS program

The Ciné-Ma-Santé intervention, which will be described
in detail later, is a part of the meta-program AAPRISS,
which has been previously described in detail (Lang et al.
2015; Villeval et al. 2015). The AAPRISS program focuses
on cancer prevention and health promotion projects in the
field of nutrition in the French Midi-Pyrénées region. It
aims to analyze the potential impact of these projects on
health inequalities, and to co-construct project modifica-
tions together with intervention practitioners to reduce or at
minimum avoid further increase of SIH. When projects
enter the “AAPRISS process”, working groups are set up,
bringing together project leaders and researchers from
different fields. The aim is to analyze the intervention,
propose intervention modifications, and assess those mod-
ifications. Five prevention projects have been included in
the AAPRISS program on a voluntary basis, including
Ciné-Ma-Santé. The key functions and global process of
the AAPRISS program are represented in Fig. 1, adapted
from Villeval et al. (2015). The position of the present
study within this global process appears in red.

Ciné-Ma-Santé intervention description

The Ciné-Ma-Santé intervention is part of the “Ateliers
Santé Ville” (ASV), a wider community-based program
implemented in the northern neighborhoods of the city of
Toulouse (Basson et al. 2013). The ASV have been

Fig. 1 Global process and key
functions of the “Apprendre et
Agir Pour Réduire les Inégalités
Sociales de Santé” umbrella

program, France, 2011-2015.

implemented in many other cities in France. They rely on
community health values and gather local actors to work on
health issues and address SIH in deprived territories. Since
2009, Ciné-Ma-Santé project leaders (i.e., the ASV coor-
dinator, a professional from a local sports association, a
public health physician from a child obesity prevention and
care association, and local residents) have implemented
this intervention once a year, as a half-day event to raise
residents’ awareness about nutrition. During this half-day
event, several stands are set up in a public park, and health
education is provided in schools. The community is offered
the opportunity to participate in sports, attend a theater
forum, take part in cooking and tasting workshops, etc. At
the end of the half day, a movie chosen by residents is
shown—hence the name of the intervention. Our hypoth-
esis was, however, that Ciné-Ma-Santé was more than a
half-day intervention involving a multiplicity of activities.
Rather, this event represents the culmination of the project
leaders’ work throughout the whole year.

Methods

A “Key functions/implementation/context” model was
developed and tested to describe and analyze the inter-
vention, its implementation, and the context within which it
is implemented, to enhance its potential transferability.
Once Ciné-Ma-Santé entered the AAPRISS process in
2012, a working group was set up. It involved the Ciné-
Ma-Santé project leaders and a group of researchers (a
social psychologist, a policy scientist, an epidemiologist, a

AAPRISS interventional research’s key functions (KF)

- KF 1: Setting up of an intersectorial and interdisciplinary steering group
- KF 2: Intervention on ongoing prevention projects

For every prevention project included in the AAPRISS program :

Adapted from Villeval et al.
(2015); reproduced with
permission of the Canadian

- KF 3: Setting up of a working group
- KF 4: Similar importance given to every stakeholder

~
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- KF 5: Reflection on causal chains leading to the health problem addressed by the project
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KF 8: Project description (“key functions/implementation/context” diagram)
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- KF 12: Development of an interdisciplinary glossary
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health promotion methodologist, a public health Ph.D.
student, and the AAPRISS project manager). The compo-
sition of this working group evolved over time, and three
local residents particularly involved in Ciné-Ma-Santé also
participated in the last three meetings.

The social psychologist and the policy scientist devel-
oped a longitudinal ethnographic approach, focused on the
observation of both the Ciné-Ma-Santé half-day itself (30 h
of field notes focusing on behaviors, discourses, contexts),
and the project leaders’ preparatory and evaluation meet-
ings throughout each year (15 meetings in all). They also
observed local residents’ involvement in the preparation,
implementation and evaluation of the intervention. In
addition, semi-structured interviews were conducted with
three project leaders, three local health officials, four
association leaders and eight involved residents. All
interviews were transcribed and analyzed qualitatively.
This inquiry allowed researchers to determine the degree to
which and means by which local residents participated and
enrolled in the intervention. The people interviewed were
chosen according to the following criteria: actual partici-
pation in the intervention, commitment relative to its
organization and evaluation.

The social psychologist and the policy scientist analyzed
the field data and prepared syntheses of the major concepts
and themes. Meetings of the AAPRISS working group took
place every 3 months, eleven in all over a period of
3 years. During these meetings, the social psychologist and
the policy scientist presented their research reports to the
project leaders and public health researchers. Based on
these analyses and on the project leaders’ experiential and
professional knowledge of their intervention, public health
researchers undertook the development of the “Key func-
tions/implementation/context” model. Project leaders’
experience was explored with questions such as: “What
processes allow the intervention to function?”; “What is
the intervention logic underlying implemented activities?”;
“What makes this intervention specific?”; “What elements
could be modified while following the same logic?”. As a
result, the findings presented here reflect a combination of
insights gathered and analyzed through university- and
community-based lenses. Co-construction between actors
from different sectors and disciplines in a knowledge
exchange process requires a multiplicity of translations.
Knowledge exchange involves the same practitioners and
researchers learning from each other throughout the pro-
cess, and enables common thinking on issues as well as on
data production and use (Graham et al. 2000).

This co-construction resulted in the development of a
schematic representation showing the combination of
transferable key functions and implemented activities. It
was refined iteratively until a consensus was reached on
this representation of Ciné-Ma-Santé during the meetings
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of the working group. It enabled Ciné-Ma-Santé to be
described in three different ways:

1. Key functions were described. These are defined as
essential processes underlying concrete implemented
activities, i.e., the functions those activities are meant
to have in order to achieve the intervention’s
objectives. They were then classified according to
M. Whitehead’s typology of program theories for
addressing SIH (i.e., strengthening individuals,
strengthening communities, improving living and
working conditions, promoting healthy macro-poli-
cies) (Whitehead 2007). This typology has been used
to easily recognize what kind of strategies for
reducing health inequalities constitute the intervention
represented in the diagram;

2. Significant elements of the context in which the Ciné-
Ma-Santé intervention is being implemented were also
described, including staff and organizational charac-
teristics, political and social context, and population
characteristics (Bauman et al. 1991);

3. The specific form (i.e., concrete activities imple-
mented) of the intervention was also described.

Results

The key functions, context, and implementation of Ciné-
Ma-Santé are shown in Fig. 2.

Key functions

Nine key functions were described. They were classified as
strengthening individuals or strengthening communities:

e Key functions 1-4 are strategies aimed at strengthening
individuals, i.e., “person-based strategies” (Whitehead
2007).

Key functions 1, 2, and 3 are complementary health
education strategies intended for children attending
neighborhood schools. Children are both the target of these
strategies and a vector for transmission of nutrition mes-
sages to their families. Key function 1 consists in
“providing knowledge on nutrition through playful activi-
ties”, and key function 2 consists in “choosing activities
based on pleasure to foster experimentation with taste of
food and physical activity”. Project leaders also focused on
key function 3: “developing and reinforcing participants’
critical judgment through organization of discussions and
debates on nutrition”.

Key function 4 consists in “enhancing the population’s
participation at all intervention stages throughout the year
(planning, design, implementation, and evaluation)”. This



Enabling the transferability of complex interventions:

Exploring the combination of an...

1035

Fig. 2 Combination of “Ciné-
Ma-Santé” key functions,
implementation and context.
“Apprendre et Agir Pour
Réduire les Inégalités Sociales
de Santé umbrella program”,
France, 2011-2015
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participation process aims to bring together different groups
from the neighborhood (residents, professionals from vari-
ous sectors, local organizations) via the same active
movement. It aims to offer people whose role and status in
society are not frequently valued the opportunity to be rec-
ognized, listened to, and welcomed; and to address
communication gaps between individuals, while enhancing
meaningful exchanges on nutrition. As project leaders said:
“Resident participation is crucial in the intervention logic:
they become actors and not just beneficiaries. This partici-
pation requires time as well as a lot of upstream work to gain
residents’ and partners’ confidence”. This process has
evolved over time, and currently, a high level of participation
is seen in only a small number of residents, who are not
representative of the whole population of interest. As one
project leader said during an interview, these residents are
“in a dynamic process of participation, they want to par-
ticipate. They are not here by chance. Anyway, it is hard to
reach the residents who do not leave their homes” . However,
the empowerment of these residents sets an example for
other people living in the neighborhood who are more dif-
ficult to reach: “the objective was to involve residents at
every stage of the intervention, so that they could transfer
this dynamic to other people, by becoming relays”.

e Key functions 5-9 are strategies for strengthening
communities, i.e., strategies to build “social cohesion
and mutual support” (Whitehead 2007).

Key functions 5, 6, and 7 are aimed at creating social
bonds. Key function 5 consists in “enhancing a cultural and

generational mix around nutrition”. Ciné-Ma-Santé leaders
combine their various skills to adapt their work to various
groups (e.g., in terms of culture and age), who are involved
in the intervention to a greater or lesser extent (from resi-
dents involved in the intervention management throughout
the whole year, to people who just pass through on the day
of the event). For the same purpose, key function 6 consists
in “choosing a neutral setting for the intervention, so as to
foster a mix of populations from different territories”.
Choosing a park outside the ASV area in which to run
Ciné-Ma-Santé is intended to encourage a mix of people
from different neighborhoods. Key function 7 consists in
“choosing activities fostering dialogue and collaboration”
between all these people.

Key functions 8 and 9 relate to the reinforcement and
coordination of a network of partners from institutions and
associations. Key function 8 consists in “formalizing a
framework of shared values” (e.g., working in partnership,
prioritizing community health, external communication
and coherent messaging). This framework was developed
to strengthen the partnership set up between stakeholders
who may have little previous experience working together,
to act transversally on different health determinants relat-
ing to people’s living environments. As one of the project
leaders said, “People participating in this work, in this
collective time, need to spend time in the working group
where we share objectives, values, ways of working, and
need to appropriate what we promote”. The idea is to
create a network of partners from ASV territories and other
neighborhoods and those working in different sectors.

@ Springer



1036

M. Villeval et al.

Gathering social work and public health professionals is
both the basis and the strength of Ciné-Ma-Santé, as it
allows each participant to bring their specific skills to the
fore. To foster this collaboration, key function 9 consists in
“establishing a mode of coordination based on consensus,
co-construction, power-sharing and absence of hierarchical
relationship”. This way of working “induces new con-
ceptions of the partnership working on health in the
territory: it constitutes a lever to undertake common
action, to foster a collective spirit, beyond the intervention
itself”, as project leaders said during a working group.

Context

Some elements of the context make the intervention
implementation more difficult and could have an adverse
influence on its results. Indeed, the context within which
the Ciné-Ma-Santé intervention functions is precarious. For
instance, it does not have sufficient financial support to
cover operating costs. It relies on the collaboration of
several other associations, which are themselves precari-
ously funded. As stated by project leaders, the intervention
“relies on very unstable resources. [...] This causes a
major zone of uncertainty around the continuation of the
intervention from 1 year to another”.

By contrast, some elements of the context foster the
success of the intervention. Indeed, the ASV territory is
composed of 7946 residents in six neighborhoods with
social difficulties. Drawing on their reflexive attitude
toward practice, ASV project leaders have tailored their
approach to better meet the ever-changing shifts in the
communities’ socio-demographic profiles (e.g., increasing
numbers of single-parent families), shifting health profiles
(e.g., increasing of levels obesity), and changes in sectors
other than health (e.g., rising youth unemployment, dis-
rupted school experiences and school drop-out). The
improvement of nutrition is one of the national and
regional public health priorities. Their knowledge of local
specificities and actors from different fields (social work,
sports, health, etc.) allows them to build an actor network
and act as translators of these priorities and those of resi-
dents and other local actors, creating innovations like Ciné-
Ma-Santé. Even if the intervention involves a large variety
of stakeholders (sports and social associations, volunteers,
residents, health professionals, etc.) who are not necessar-
ily used to working together and usually pursue differing
interests, there is now a shared mindset among these
stakeholders, who bring to the table their own particular
reasons for participating. The group also possesses reflex-
ivity and engages with a deep understanding of local
knowledge about the populations and territories in which
they have worked for many years.

@ Springer

Implementation

The concrete activities of “Ciné-Ma-Santé” are described
in the Fig. 2. The implementation of the intervention key
functions through activities is specific to this particular
context, and those activities are not transferable to other
settings without modification. For instance, Ciné-Ma-Santé
Key Function 2 (“Choosing activities based on pleasure to
foster experimentation with taste of food and physical
activity”) is implemented through a game of rugby, among
other activities. In other French regions, where rugby is
less popular, this same function could be implemented
through other team games.

Discussion

The aim of the study was to assess the feasibility, accept-
ability and usefulness of using the “key functions/
implementation/context” model to describe a community-
based intervention.

Model acceptability

At the end of an iterative refinement process, all stake-
holders agreed with the representation of the model as
presented in Fig. 2. This study draws on principles of
participatory research and evaluation (Cargo and Mercer
2008). The intersectorial and interdisciplinary nature of
the working group posed the challenge of going beyond
professional and disciplinary differences by working on
concepts and vocabulary (Villeval et al. 2014), to con-
template the intervention through common frames of
reference. Interventional research involving practitioners
and researchers entails acknowledging the interests of the
various stakeholders and creating a reflective space for
debates and negotiations (Bernier 2014). Indeed, knowl-
edge translation between different stakeholders implies
the setting of a common ground and the acknowledgment
of different realities (Masuda et al. 2014). Finally, based
on academic and professional knowledge and thanks to
the wealth of exchanges within the working group, the co-
construction process resulted in a gain in knowledge for
both project leaders and researchers. By describing the
key functions and implementation of the Ciné-Ma-Santé
intervention, we were able to render explicit certain
dimensions that remain implicit in the project leaders’
everyday work. Some key functions were self-evident to
them, and thus neither expressed nor highlighted. Indeed,
at first they focused more on the description of the
intervention form. So at first sight, Ciné-Ma-Santé seems
to be a simple event involving a set of activities. The
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study reveals that behind an apparently simple interven-
tion lie many key functions.

Intervention transferability

Transferability of health promotion interventions raises
several questions. Contextualism is indeed one of the
“intrinsic features of health promotion” (Potvin and
McQueen 2009), and interventions can be considered as
“events in systems”, creating and modifying networks of
people and activities (Hawe et al. 2009). To some authors,
complexity relates more to the context within which the
intervention is implemented than to the intervention itself
(Shiell et al. 2008). Therefore, an intervention that proves
successful somewhere can fail to achieve the same results
in another complex context. Transferability goes beyond
applicability (the possibility of implementing an inter-
vention process in a new setting) and refers to the
possibility of reproducing an intervention’s effects in a
new setting (Wang et al. 2006). Transferability is often
seen unilaterally, as a way to enhance research use in
practice. However, we believe that not only standardized
programs and intervention developed by researchers are
transferable. Indeed, we adopt a “bottom-up” vision of
transferability, based on community-based, non-stan-
dardized interventions. This implies working on co-
construction between researchers and intervention devel-
opers and implementers, to better theorize those
interventions and describe the combination of their key
functions, implementation and context. In doing so, both
innovation and transferability can be enhanced. If an
intervention’s key functions are transferred to a new set-
ting, local actors will decide on the form of the replicated
intervention according to the specificities of and the
knowledge they have about the features of their context.
In this way, the interaction between the intervention and
its context can have a better chance of producing results.
One example of this interaction between an intervention
and its context is seen in the Ciné-Ma-Santé key functions
8 and 9: the network of partnerships develops over time
and gradually becomes an element of the context sup-
porting perpetuation of the intervention. The recursive
effect between intervention and context is indeed one of
the features of complex interventions (Lapalme et al.
2013). Greater attention to what constitutes the context of
interventions and the processes of interactions between
intervention and context is crucial (Shoveller et al. 2015).
The development of research aimed at observing similar
programs implemented in different contexts would pro-
vide better understanding of how health promotion
programs interact with different environments, and which
contextual elements are crucial or, conversely, prohibitive
to their implementation.

Limitations

The major issue faced was the difficulty of making a dis-
tinction between intervention function and form. When it
comes to replicating a program in another context, some
authors highlight the benefit of distinguishing between the
“theory of change” (e.g., fostering meetings and relation-
ships between students, parents, and teachers in a casual
atmosphere) which refers to the central mechanisms of
intervention that have to be faithfully replicated, and the
“theory of action” (e.g., a pizza night), which can vary to
adapt to different contexts (Funnell and Rogers 2011).
However, pizza is an effective means of gathering together
adults and adolescents, and another meal could actually
modify the intervention logic via its greater or lesser
associations with “youth”. Describing key functions
requires stakeholders to discuss and negotiate a prioritiza-
tion of values that will guide the distinction between
function and form, and thus the potential transferability of
the intervention. A multiplicity of hypotheses has to be
formulated, upon which reflection and discussion are
always necessary, keeping in mind that the representation
of a program is necessarily biased to highlight certain
aspects that are specifically interesting to intervention
stakeholders (Potvin et al. 2008). Although this diagram
made sense for all stakeholders involved in the working
group, the content of each category (context, implemen-
tation, key functions) can always be questioned.

Evaluating and transferring complex public health
interventions raises several questions. Gathering practi-
tioners and researchers and producing not only valid but
also useful knowledge is an ongoing challenge for inter-
vention research. Rendering explicit an intervention’s key
functions could constitute a useful step in evaluating the
intervention’s effects, and enables the formulation of
hypotheses regarding potentially transferable elements, as
well as those elements that can be modified while main-
taining the integrity of the intervention. Although the
current study does not answer every question, the devel-
opment of a “key functions/implementation/context”
diagram to enable an intervention’s transferability proves
feasible and acceptable for the involved stakeholders, and
hence potentially participates in the development of the
field.
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