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Abstract 

The “Alliance for Health” intervention is a French evidence-based initiative target-

ing teachers and after-school care staff, aimed at supporting the development of 

health-promoting environments for primary school pupils. Its initial implementation 

in 101 schools and 97 municipalities (randomly assigned to receive different levels 

of training and support) demonstrated promising outcomes. Yet, a critical question 

remains for broader implementation: under what conditions can the intervention 

achieve optimal transferability in new contexts? To address this issue, the key func-

tions (i.e., intervention’s transferable components) were identified and distinguished 

from their forms (i.e., adaptable activities that can be tailored to specific contexts), as 

conceptualized within the FIC (Functions/Implementation/Context) model. The key 

functions were co-constructed through an iterative, collaborative process, based on 

qualitative data (semi-structured interviews conducted with intervention recipients 

and institutional actors involved in implementation) and on knowledge exchange 

between project leaders and researchers from various disciplines, following estab-

lished methods. Seven key functions were identified, covering 4 main dimensions: 

institutional support (macro-level social influences on health determinants); empower-

ment of teachers and after-school care staff (inter-professional training and provision 

of support and resources, micro and meso levels), adaptation to institutional and 

recipients’ needs and constraints (micro level); and operational alignment and coher-

ent coordination (meso and micro levels). These findings provide actionable recom-

mendations to guide future implementation strategies, supporting the intervention’s 

replication or scale-up by clarifying which components must remain consistent and 

which can be adapted to maintain fidelity while enhancing transferability.

Introduction

The Alliance research project is a Population Health Intervention Research initia-
tive designed to evaluate the outcomes and implementation of an intervention that 
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promotes health-supportive environments for children attending primary schools [1]. 
Although pupils are the final beneficiaries – with expected long-term impacts on their 
health literacy and psychosocial skills – the intervention targets their broader envi-
ronment and operationalizes the Health-Promoting Schools approach. Target groups 
include municipalities (e.g., after-school staff, elected officials) and professionals 
across various levels of the French National Education system: primary school teams 
(directors, teachers), and district pedagogical advisors, representatives (health advi-
sors, inspectors). Grounded in evidence from the literature and co-developed with 
professionals from the National Education system, the Alliance intervention aims to 
structure health education practices and foster collective dynamics. To this end, the 
intervention is structured around three main axes: (1) training in health promotion and 
project management for the involved professionals; (2) support in deploying health 
promotion initiatives in schools; and (3) continuous provision of methodological and 
pedagogical resources [1]. The Alliance research project involves a multi-disciplinary 
research team, institutional partners (such as the Ministry of Education), public health 
professionals, and policymakers. It is rooted in a collaborative and participatory 
approach to co-constructing health promotion practices.

The Alliance intervention was first implemented in 101 schools (around 10,000 
pupils) and 97 municipalities across four French departments of the Auvergne-
Rhône-Alpes region (Cantal, Isère, Loire, Rhône). Among the participating schools, 
90% were public (vs. 88% nationally [2]), 3% were located in REP+ priority education 
zones (vs. 8% nationally [3]), and the mean Social Position Index (SPI) was 110 ± 10 
(vs. 105 nationally [4]). This index is a composite indicator developed by the French 
Ministry of Education that reflects the socio-economic characteristics of students’ 
families based on their parents’ socio-professional categories (min: 45, max: 185, 
higher values indicate more advantaged populations). Most schools (71%) were 
located in rural areas (to ensure sufficient pupil numbers across rural and urban 
settings, as rural schools are typically smaller). Schools were randomly assigned to 
an intervention group (n = 48), which received the intervention (training, support and 
resources) over three academic years (2019–2020, 2020–2021, 2021–2022), or a 
control group (n = 53), which did not receive the intervention during this period (phase 
1). Preliminary findings from phase 1 suggested favorable evolutions in professionals’ 
health education practices (e.g., increased perceived competence, more structured 
practices, and a broader health promotion approach integrating protective factors 
such as psychosocial skills and health literacy) as well as in several pupil-reported 
indicators (e.g., relationships with adults and peers, perceived school climate, psy-
chosocial skills). These preliminary findings (not yet published) led to the decision 
to extend the intervention. In 2022–2023, the intervention was extended to the 53 
control schools and municipalities (phase 2), thus offering an opportunity to examine 
its implementation in new contexts and identify the conditions that may support its 
transferability.

Indeed, a central question raised by Population Health Intervention Research 
(PHIR) is whether an intervention proven effective in one context can be transferred 
to another – where both its nature and implementation might be influenced by local 
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conditions [5–7]. Transferability cannot simply be assumed: evidence shows that interventions effective in one setting may 
fail in another, for instance due to differences in population characteristics, available resources, organizational structures, 
political contexts, or stakeholder involvement [6,8]. One way to support transferability in future implementations is to 
develop a better understanding of the intervention by describing it in detail across the different contexts in which it has 
been implemented [9]. This descriptive work is essential to identify the core components and processes that must remain 
consistent across contexts to preserve fidelity and effectiveness, while identifying where flexibility and contextual adapta-
tion are both possible and necessary [6,10]. This aspect of transferability is particularly interesting, as it can inform deci-
sions about adaptations for replication in new contexts and thus provide actionable guidance for stakeholders seeking to 
replicate or scale up the intervention.

Several approaches can be used to document interventions in detail, including reporting guidelines such as TREND 
[11], CReDECI 2 [12], and TIDieR [13], or to analyze the transferability of interventions, such as the ASTAIRE tool [10]. 
These approaches improve the quality of intervention descriptions or help compare implementation contexts, but they 
do not primarily aim to distinguish which components of an intervention should remain stable across contexts and which 
may be adapted to support transferability across settings. The “Key Functions/Implementation/Context” (FIC) model was 
developed to address this issue by proposing to deconstruct interventions into: (i) key functions (the essential processes 
through which an intervention achieves its objectives), potentially transferable to other contexts, (ii) the different forms 
these functions may take across contexts, and (iii) the implementation context of the intervention [14–17]. This approach 
is based on the assumption that an intervention’s transferability (including its potential to reproduce effects) relies, among 
other factors, on the transfer of its key functions (a necessary foundation for supporting implementation in new contexts), 
while allowing their forms (e.g., specific activities or tools) to be adapted to local conditions‌‌ (Because PHIR interventions 
are implemented in heterogeneous settings, they cannot be reproduced identically. Adaptations are therefore not consid-
ered deviations, but rather necessary conditions for maintaining the intervention’s underlying processes across contexts 
[8,9].). Accordingly, it aims not to ensure intervention effectiveness (i.e., achieving targeted outcomes), but to inform and 
support transfer (i.e., successful implementation) in new contexts [14].

This research aims to identify the key functions of the Alliance intervention and to distinguish them from their forms, as 
conceptualized within the FIC model (without applying the model in its entirety), with the objective of informing and sup-
porting its transferability, and providing evidence-based guidance for future implementation.

Materials and methods

The Alliance intervention was described and analyzed via the key functions (as conceptualized within the FIC model 
[15,16]), based on qualitative data collected during phases 1 and 2 of the Alliance research project.

Key functions as conceptualized within the FIC model: Method and terminology

The FIC model provides a framework to deconstruct interventions in order to determine which core functions can be trans-
ferred across contexts to support the intervention’s logic across contexts – key functions – and which activities – forms – 
must be adapted [15–17]. This approach enables a deeper understanding of interventions for transfer to new contexts. As 
conceptualized within the FIC model, the present analysis focused on identifying the following components:

•	 Key functions are the essential mechanisms and steps through which an intervention achieves its objectives, and they 
may be consistent across different implementation contexts [16]. A key function represents a potential component of the 
overall intervention strategy. Distinguishing between key functions and forms challenges the traditional notion of inter-
vention “fidelity,” based on the assumption that an intervention can remain faithful to its key functions even when the 
specific activities or forms differ across contexts [17]. Key functions can influence health determinants at multiple levels, 
including micro-, meso-, and macro-social dimensions [18];
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•	 Forms represent the translation of key functions into concrete activities [16]. Theoretical forms refer to activities 
designed by project leaders for implementation, whereas observed forms emerge from the actual adaptation and evolu-
tion of these activities in different (school and municipal) contexts. Unlike key functions, forms may differ depending on 
the context.

•	 Contextual factors are not passive “backdrops”; they actively shape the underlying processes that determine how and 
why an intervention is effective. Because contexts are complex and unique [19], it is essential to consider them along-
side the forms of the intervention.

This study focused on identifying the key functions and forms of the Alliance intervention to inform and support its 
transferability for future implementations. It did not involve applying the FIC model in its entirety. As such, social inequali-
ties in health were not explicitly considered in the present study, although they are an important concern within PHIR and 
constitute an important dimension of the FIC model [20].

Participants

Qualitative data were collected through semi-structured interviews conducted with professionals from schools and munici-
palities involved in the Alliance intervention during phase 1 (2019–2022) or phase 2 (2022–2023). A wide range of stake-
holders were interviewed, including intervention recipients (teachers and after-school care staff), and institutional actors 
involved in implementation, such as representatives from the French National Education system (health advisors at the 
rectorate and departmental levels, district pedagogical advisors), and municipal authorities (elected officials, employees 
responsible for school affairs).

All schools and municipalities that participated in phases 1 or 2 were contacted for recruitment (from 20 March to 15 
April 2022 for phase 1, from 15 March to 15 June 2023 for phase 2). In schools, interviews were primarily conducted 
with school directors rather than with teachers, as directors were the main contacts for the project and held the school’s 
generic contact email address. Regarding representatives of the French National Education system, all health advisors 
who had been designated as Alliance project referents (one per department and one per academy) were invited to partic-
ipate. The total number of interviews was predefined based on the number of schools and municipalities that had imple-
mented the Alliance training, with the aim of achieving a balanced distribution across territories.

Participants’ gender, profession and area of practice are summarized in Table 1. In phase 1, 31 professionals were 
interviewed: 18 from the school sector (among 63 eligible professionals) and 13 from the municipal sector. In the school 
sector, three-quarters (6/8) of school directors were women, while the majority of district pedagogical advisors were men 
(7/10). In the municipal sector, the vast majority of interviews were conducted with local elected officials (9 out of 13), most 
of whom were women (6 out of 9). In phase 2, 30 professionals were interviewed (among 93 eligible professionals): 25 

Table 1.  Characteristics of interview participants by phase and overall.

Characteristics Number of participants (%)

Phase 1
(n = 31)

Phase 2
(n = 30)

Total
(n = 61)

Gender Female 18 (58%) 20 (66%) 38 (63%)

Male 13 (42%) 10 (33%) 22 (37%)

Profession School Representatives of the national education system (health advisors, inspectors) 0 7 (23%) 7 (11%)

District pedagogical advisors 10 (32%) 9 (30%) 19 (31%)

Primary school directors – teachers 8 (26%) 9 (30%) 17 (28%)

Munici-palities Elected officials 9 (29%) 5 (17%) 13 (21%)

Employees of local authorities; after-school care staff 4 (13%) 0 4 (7%)

https://doi.org/10.1371/journal.pone.0348403.t001
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from the school sector and 5 from the municipal sector, including 20 women. In the school sector, most of school directors 
and district pedagogical advisors were women (8/9 and 5/9, respectively). The most senior positions – corresponding to 
inspectors and health advisors – were mainly held by women (5/7). In the municipal sector, the interviews were conducted 
with local elected officials (n = 5), most of whom were women (4 out of 5). In both phases, professionals from all four inter-
vention departments were represented, across both the school and municipal sectors.

Data collection

Semi-structured interviews were selected as the most appropriate method to address specific questions aligned with the 
study objectives, while letting participants the flexibility to share their experiences with the intervention.

Data were collected during two separate periods. The first period involved participants engaged in the intervention 
during phase 1. Interviews were conducted in 2022 by two investigators (AG and LV, both female) as part of their mas-
ter’s degree theses in Public health and Health promotion and education, respectively, under the supervision of MG, an 
expert in qualitative research. Participants had no prior relationship with the interviewers. The second period focused 
on participants involved in phase 2. Interviews were conducted from April to June 2023 by IS (Master’s degree, female, 
project coordinator). Some participants, primarily representatives of the French National Education system, were already 
acquainted with the interviewer and familiar with the project’s goals and methods.

The semi-structured interviews were conducted by telephone or videoconference, enabling participation from stake-
holders across all four departments where the intervention was implemented. All interviews were audio recorded and 
transcribed verbatim. Field notes were also taken. Participants did not provide feedback on the transcripts or final 
analysis.

The interview guide (S1 File) was initially developed to identify barriers and levers to implementation. Its construction 
was informed by the literature on school-based health promotion and by the RE-AIM framework [21] to ensure compre-
hensive coverage of implementation-related dimensions. The qualitative material collected on the intervention, its imple-
mentation, and contextual factors, provided sufficient depth to support a subsequent a posteriori secondary analysis to 
identify the key functions and forms and contextual factors (as conceptualized within the FIC model), although they were 
not originally designed for this purpose. The guide was adapted for each stakeholder group.

Data analysis

The FIC model analysis relies on joint reflection among various stakeholders [15,16]. First, a thematic content analysis 
was carried out using QDA Miner Lite and ATLAS.ti software to identify barriers and facilitators to implementation [22]. 
Subsequently, these qualitative data were analyzed to characterize key functions, forms, and contextual elements as 
conceptualized within the FIC model. In line with established methods [16,17,23], the analysis was informed not only by 
qualitative data but also by internal project documentation (e.g., training materials, steering committee reports, and oper-
ational notes) and feedback from health promotion consultants (members of the research team), who were responsible 
for operational coordination, field implementation in schools and municipalities, and direct contact with recipients. These 
sources supported the triangulation of interview data by providing complementary insights into the theoretical forms of the 
intervention and clarifying certain organizational and implementation processes. They also contributed to ensuring consis-
tency with field realities and offered additional perspective on the intervention’s evolution over time.

The analysis was carried out collaboratively with members of the research team that developed the FIC method (LF, 
CD), who provided methodological expertise to identify the key functions and forms, and project leaders (IS, VR), who had 
in-depth knowledge of the intervention. Six working meetings were held between January and March 2024, during which 
an iterative process of description and validation was followed until consensus was reached. The analysis was further 
refined through discussions with the health promotion consultants. This process ensured that the description remained 
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faithful to field realities and employed appropriate terminology. Consequently, the findings were the result of a description 
process based on the integration of multidisciplinary academic, professional, and experiential knowledge.

Data from phase 1 interviews, internal documentation, and consultants’ feedback were used to generate the “theoretical 
forms” as conceptualized within the FIC model, whereas data from phase 2 interviews were used to produce “observed 
forms”. The “theoretical forms” of phase 1 are therefore distinct from the “observed forms” of phase 2. Phase 2 data did 
not lead to the emergence of new key functions; rather, they allowed us to confirm their relevance across extended imple-
mentation settings and to document how their forms evolved in practice. Only KF1 was modified between phases, shifting 
from “Multi-institutional and political support” to “Institutional support from the National Education system,” as territorial 
political support declined over time. Comparing theoretical forms with observed forms made it possible to identify and 
document concrete evolutions in the Alliance intervention across implementation phases.

Ethical considerations

This study received approval from the French Inserm Ethics Evaluation Committee (CEEI / IRB00003888) under refer-
ence numbers 19–600 (July 8, 2019) for phase 1 and 23–981, (March 7, 2023) for phase 2 and was conducted in accor-
dance with the principles of the Declaration of Helsinki. Prior to the interviews, all participants were provided with a written 
description of the study and were informed of their right to withdraw at any time. Oral informed consent was obtained at 
the start of each interview for phases 1 and 2, after the audio recording had started; participants verbally confirmed their 
agreement to participate and to be recorded. Consent was thus documented and witnessed through the recording. This 
procedure was approved by the IRB. To ensure confidentiality, participants’ identities and interview content were fully 
anonymized.

Results

Seven key functions (KF) were identified across the four years of the Alliance intervention and are described below.

•	 KF 1: Institutional support from the National Education system;

•	 KF 2: Interprofessional training on health promotion, aimed at teachers and after-school care staff;

•	 KF 3: Knowledge of, and respect for, the workings of each institution, and adaptation to the needs and constraints of 
teachers and after-school care staff for intervention systems;

•	 KF 4: Methodological support and practical resources;

•	 KF 5: General and cross-functional project coordination;

•	 KF 6: Bridging fieldwork and research to allow the intervention system to evolve over time;

•	 KF 7: Clear, shared internal organization of the research team.

Thirty observed forms were identified across the seven key functions (S2 Table). Evolutions between theoretical forms 
(phase 1) and observed forms (phase 2) are highlighted in bold in S2 Table, with illustrative examples discussed in the 
following paragraphs. Fig 1 provides a schematic representation of the key functions and their observed forms from phase 
2 [23].

KF 1: Institutional support from the National Education system was essential for the successful implementation of 
the Alliance intervention. Support from the rectorate facilitated engagement at multiple levels of the National Education 
system and enabled the designation of contact persons at school, district, departmental, and rectorate levels, facilitating 
communication with the project leaders throughout the intervention (theoretical and observed forms 1A). This institutional 
support also allowed district pedagogical advisors to be assigned responsibility for leading (Cantal) or co-leading (Loire, 
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Isère, Rhône) teacher and after-school care staff training sessions in collaboration with the research team (health promo-
tion consultants). In addition, institutional support made it possible to integrate training into statutory working hours, which 
was a major facilitator of participation, as it ensured that involvement in Alliance occurred within recognized working time, 
rather than as an additional voluntary commitment relegated to personal time. Thus, the time dedicated to the Alliance 
intervention was structured and determined from the beginning of the project.

At the municipal level, the involvement of parliamentarians during phase 1 helped secure adherence from municipalities 
through elected officials (theoretical form 1A). In phase 2, their involvement decreased and coordination with municipali-
ties relied more on the research team and schools, making the support of elected officials more variable (observed form 
1A). In several cases, limited municipal support constrained the participation of after-school staff, whose training time 
was not systematically included in working hours. Therefore, securing the support of elected officials appeared crucial to 
enable effective collaboration between school and municipal staff – an essential prerequisite for the Alliance intervention, 
which seeks to promote interprofessional work around children’s health promotion.

KF 2: Teachers and after-school staff received joint training in health promotion whenever possible (2A). These ses-
sions provided a structured space for exchange between professionals who work in the same place but have different mis-
sions (2C). Training was delivered either by the research team, by district pedagogical advisors, or jointly, depending on 
local organization (2B). Over time, the format and content of training evolved to better match field needs and constraints, 
including reduced training time (from 12 to 9 hours) and greater emphasis on practical, actionable content (observed 
form 2D). This joint training thus served both as a mechanism for knowledge and skill development and as a means for 

Fig 1.  “Key functions/implementation/context” diagram illustrating key functions of the Alliance intervention and their observed forms (phase 
2, 2022-2023).

https://doi.org/10.1371/journal.pone.0348403.g001
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fostering collaboration and shared understanding between school and municipal staff, which are key objectives of the 
Alliance intervention.

KF3: Knowledge of, and respect for, the functioning of each institution by the project leaders (research team) was 
essential for adapting the intervention system to the needs and constraints of teachers and after-school care staff. Steer-
ing committee meetings and regular exchanges with institutional representatives helped develop a shared culture and 
supported collective decision-making (theoretical form 3D). During phase 2, exchanges became more frequent, particu-
larly during the signing of the Alliance agreement for 2023–2025(observed form 3D). At the municipal level, collaboration 
was less structured; thus, KF3 was implemented through specific observed forms adapted to municipalities (e.g., infor-
mational flyer for municipal stakeholders). This key function was essential to foster the adaptation of intervention mech-
anisms to institutional constraints and thus the effective acceptability, implementation, and sustainability of the Alliance 
intervention.

KF 4: Methodological support and pragmatic resources are essential ingredients of the intervention, providing school 
and after-school care staff with practical guidance and tools to implement health promotion activities effectively, bridging 
the gap between theoretical training and field application. Various observed forms were identified. For instance, support 
was delivered either by the health promotion consultants (Loire, Rhône, Isère) or, by district pedagogical advisors (Cantal 
department), depending on local organizational realities and institutional resources.

KF5: General and cross-cutting coordination was essential to ensure coherence between stakeholders and responsive-
ness to emerging challenges. Operational coordination played a central role in linking all stakeholders – political repre-
sentatives, funders, the National Education system, municipalities, field actors, and research partners – through regular 
formal and informal exchanges. A steering committee convened every two months ensured collective oversight and align-
ment of the project (theoretical and observed forms 5D).

KF6: Bridging research with field practice (health promotion activities in school) was crucial. This KF took different 
forms. For instance, data collected from pupils were used both for evaluation (research objective) and as a diagnostic 
tool (practical objective) for teachers (theoretical form 6B) and also for after-school care staff in phase 2 (observed form 
6B). Conferences led by researchers or experts on key health-related topics enabled teachers and local stakeholders to 
access evidence-based knowledge (6C).

KF7: A clear internal organization of the research team supported coordination across territories. Local project coor-
dination varied depending on the level of institutional support (7A and 7B): in some departments, district pedagogical 
advisors led local implementation (organization of training sessions and data collection, provision of training and support 
to schools), whereas in others, the research team ensured coordination, due to uneven distribution of human resources 
across territories which limited the time that district pedagogical advisors could dedicate to the Alliance intervention in 
some departments. Of note, the allocation of research team staff responsibilities evolved over time, shifting from a divi-
sion between schools and municipalities (one professional for all schools, one for all municipalities – theoretical form 7C) 
to a territorial distribution (one professional responsible for both schools and municipalities within a specific territory – 
observed form 7C). This last example clearly demonstrates how a key function (KF7), with a specific underlying objective 
(here, a clear internal organization and defined roles to ensure efficient coordination), can take different forms depending 
on the context (here, due to staff turnover within the research team).

In addition to key functions and forms, several contextual elements were identified as influencing implementation and 
categorized across macro, institutional, organizational, school, and individual levels. At the macro level, the post-COVID 
context both constrained training availability (confinements) and increased awareness of health and well-being issues in 
schools. Additionally, the 2019 “School of Trust” law, which introduced school self-evaluation processes, created alignment 
opportunities, as Alliance-generated data and initiatives could contribute to these evaluations. At institutional and organi-
zational levels, the inclusion of training time within statutory hours, and political endorsement facilitated implementation, 
whereas administrative fragmentation, staff turnover, and limited replacement capacity acted as barriers. At the school and 
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individual levels, facilitators included strong leadership by school directors, prior engagement in health-related projects, 
interprofessional collaboration, and shared objectives around promoting children’s well-being facilitated implementation. 
Conversely, competing priorities, time constraints among beneficiaries, perceived conceptual ambiguity around health 
promotion, and tensions with parents were limiting factors.

Discussion

This study aimed to identify the key functions of the Alliance intervention, as conceptualized within the FIC model, to 
inform and support its transferability. Seven key functions were identified, covering four main dimensions: institutional 
support (KF1); empowerment of teachers and after-school care staff (inter-professional training (KF2) and provision of 
methodological support and resources (KF4)); adaptation to beneficiaries’ constraints and needs (KF3); and operational 
alignment and coherent coordination (KF5–7). This description provides an important foundation for the future transfer of 
the intervention to other settings.

Key functions of the Alliance intervention in relation to existing school-based health promotion program

The identification of key functions, as conceptualized within the FIC model, is not intended to determine the components 
of intervention effectiveness, but rather to distinguish transferable theoretical processes that ensure fidelity to the  
intervention from those aspects of implementation that can be adapted across contexts [14]. However, some key functions 
– particularly interprofessional training (KF2) and the provision of methodological support and resources (KF4) – are theo-
retically more related to intervention effectiveness, as they correspond to correspond to key levers identified in the litera-
ture as influencing professional practices and the implementation of health promotion activities. The Centers for Disease 
Control and Prevention’s systematic review of school-based health education curricula identifies teacher training, along 
with enhancing teachers’ interest and sense of competence, strengthening alignment with the teaching curriculum, and 
support for the implementation of evidence-based pedagogical strategies in health education, as key factors associated 
with effectiveness [24]. Similarly, a meta-analysis of school-based interventions for the prevention of overweight and obe-
sity found that programs were more likely to be effective when teachers had received preparatory training [25]. Although 
no causal inference can be drawn, the encouraging results observed in phase 1 at both the professional practice and child 
levels are consistent with the expected role of KF2 and KF4 in supporting changes in professional practices.

KF2 and KF4 are classic key functions in health promotion programs. For example, in the “Lycéen Bouge” program, a 
similar key function, “Support and training of school advisors” was explicitly identified [26]. In the literature, the empower-
ment of educational teams is sometimes described as a key function, and in other cases as a form [26,27]. In the present 
analysis, the FIC model approach provides a clear distinction between what belongs to the key function (essential pro-
cesses structuring the intervention) and what belongs to the form (context-specific ways in which these processes are 
operationalized). Distinguishing functions from forms makes it possible to preserve the underlying logic of the intervention 
while allowing contextual adaptations, which is central when considering transferability across settings.

Key functions related to institutional support, coordination, internal organization create the structural and governance 
conditions necessary for the intervention to be delivered. Similar functions have been documented in the literature on  
psychosocial skills development programs in primary and secondary schools. For example, the Affective and Social 
Development Program (PRODAS) emphasized the importance of “harmonization, sharing of practices, and multiple team 
discussion opportunities” [27]. This function echoes both the KF3 (knowledge of and respect for institutional functioning) 
and KF1 (institutional support) of the Alliance intervention. Of note, the French educational system is centralized, with a 
strong role of national and regional authorities. In this context, institutional support at different administrative levels and 
the involvement of rectorates and inspectors played a major role in facilitating implementation. These elements may 
not be directly transferable to educational systems with different governance structures or levels of decentralization. 
International frameworks such as the WHO Health Promoting Schools standards emphasize that the implementation of 
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school-based health interventions depends on national governance arrangements and institutional contexts and therefore 
requires adaptation across countries [28].

Furthermore, functions related to coordination and integration (KF5–KF7) appeared particularly important in the context 
of intervention research. Maintaining a strong link between the research team, institutional partners, and the field actors 
is essential to 1) ensure that the intervention is adapted to its implementation context, and 2) prevent research activi-
ties from being perceived as an additional burden, a key issue in intervention research. Notably, three of the seven key 
functions relate specifically to coordination and integration with research activities. While structured coordination has been 
maintained by the research team during the experimental phases of the project, future scale-up may require these respon-
sibilities to be delegated to other stakeholders. Given the central role of coordination in sustaining interventions during 
scale-up [29], identifying and defining potential new forms for these three key functions in future implementations remains 
a key challenge.

Deconstructing the intervention into its key functions also illustrates how the Alliance intervention operates across 
different social levels, from micro (individual) to macro levels, to influence health determinants [18]. At the macro level, 
KF1 secures the recognition of health promotion as a core mission of the National Education system. At the meso level, 
KF2 and KF4 support the development of a shared culture and the establishment of collective working dynamics in health 
promotion, while KF5–7 strengthen partnerships and promote knowledge sharing among stakeholders, and foster a 
professional climate of trust. At the micro (individual) level, KF2 and KF4 enhance individual teachers’ and after-school 
care staff’s legitimacy to act in health promotion, as does KF3, for instance by ensuring that health promotion actions are 
tailored to local needs, contexts, and professionals’ preferences.

Finally, the identification of contextual elements influencing implementation provides important guidance for future 
implementation, as it enables stakeholders to anticipate the institutional and organizational requirements necessary 
for preserving key functions. For example, securing training time within statutory hours and ensuring adequate teacher 
replacement capacity emerged as structural prerequisites for maintaining KF2. Similarly, recognizing barriers such as 
administrative fragmentation or staff turnover allows stakeholders to anticipate challenges.

Contributions of the FIC model’s key functions to study transferability

While school-based health promotion programs are increasing in number, studies in France mainly focus on their effects 
at the teacher level (e.g., health education practices) and pupil level (e.g., psychosocial skills), including within the present 
research program and other initiatives such as Explo’Santé [30]. However, they rarely address implementation processes, 
the conditions required for successful implementation, or the identification of interventions’ key functions; and their trans-
ferability is not often documented. One of the main contributions of the key functions as conceptualized within the FIC 
approach is to make explicit dimensions that remain implicit in the daily work of project leaders and are not systematically 
formalized or highlighted in official documents or communications. Identifying the key functions of the Alliance intervention 
may help future implementers, together with local actors, to 1) be aware of key functions that should be preserved during 
implementation, 2) anticipate which contextual elements may influence their preservation, and 3) to select appropriate 
forms adapted to local conditions, according to the specificities of and the knowledge they have‌‌ about the features of their 
context, thereby supporting transferability.

The contribution of the FIC model’s key functions can be better understood in relation to other frameworks commonly 
used in implementation and transferability research. Unlike tools that rely on prescriptive checklists to evaluate trans-
ferability, such as the ASTAIRE tool [10], the FIC model adopts a different approach, offering a reflexive framework to 
disentangle the key functions of an intervention (i.e., the theoretical processes that must be preserved to maintain fidel-
ity) from the adaptable forms that can and should be tailored to specific contexts. The model assumes that intervention 
effectiveness is not determined by key functions alone (in this sense, they differ from what is typically considered the 
“active ingredients” of an intervention, i.e., the observable, replicable, and irreducible aspects of the intervention [31]) but 
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emerges from their dynamic interaction with contextual factors during implementation. Moreover, implementation science 
frameworks [32–34] are widely used to analyze determinants of implementation, the relationships between implementa-
tion strategies and outcomes, and conditions for successful delivery. These frameworks help explain why implementation 
succeeds or fails within a given context and allow anticipation of barriers and facilitators in future implementations. How-
ever, they do not explicitly address how an intervention can be transferred across contexts. In this perspective, the FIC 
analytical framework provides a complementary contribution by focusing on the internal structure of the intervention and 
clarifying which processes must remain stable across contexts and which may vary depending on local conditions.

Limitations

This study has several limitations. First, the analysis is partly based on retrospective phase 1 data, which were originally 
collected to explore barriers and levers to project implementation rather than to identify key functions. This limitation is 
however mitigated by the inclusion of phase 2 interviews, which were specifically conducted to address this objective. 
Second, although the sample included a wide range of professional roles, some stakeholder groups were underrepre-
sented. While the FIC model traditionally primarily relies on insights from implementers and researchers [14,15,23], it is 
important to acknowledge that the perspectives of those directly targeted by the intervention were not fully considered in 
this study. The absence of pupils (due to the complexity of ethical approval procedures for involving minors) and underrep-
resentation of certain frontline professionals (teachers other than school directors, municipal after-school care staff who 
were difficult to contact) limits the understanding of acceptability, feasibility, and perceived relevance of the intervention 
at the operational level. Third, women were overrepresented among participants. However, this reflects the actual gender 
distribution in education and child-focused health professions (e.g., 85% of primary school teachers, over 80% of primary 
school directors and teachers, 71% of pediatricians [35,36]). More broadly, sociological evidence indicates that women are 
more engaged than men in health, health education (both for themselves and others), and care-related activities, espe-
cially those involving children [37,38].

Regarding the FIC approach itself, challenges include the granularity of key functions and the criteria for distinguishing 
between key functions and forms, which are beyond the appraisal and negotiation of stakeholders. Field actors, who are 
best positioned to judge which intervention elements can be adapted based on their experience and knowledge of local 
contexts [39], were actively involved, through interviews and participation of health promotion consultants in the co- 
construction and revision of the key functions and forms. Nevertheless, it should be noted that some research and project 
partners were not included in the model’s development due to time constraints and competing priorities within the project 
timeline.

In addition, some researchers (IS, VR) were involved in the design and implementation of the intervention and thus 
also acted as stakeholders in the project. While this positioning may introduce a potential “judge and party” bias, it also 
represents a strength by providing in-depth, experience-based insight into the intervention from an insider perspec-
tive. This reflects a situated and reflexive approach to knowledge production [40,41]. To mitigate potential bias and 
circularity in identifying key functions, the analysis was primarily grounded in interview data and supported by itera-
tive discussions with researchers (LF, CD) who were not involved in the intervention’s design or implementation. Any 
disagreements were resolved by consensus. This process led to several refinements: for instance, the initial distinction 
between municipal- and school-level key functions was removed in favor of a unified approach, where forms indicated 
whether components pertained to the National Education system or the municipal level; two key functions were merged 
to improve coherence.

Perspectives

In this study, the FIC model was applied partially, focusing on the identification of key functions to inform future implemen-
tation. The model can be further leveraged to examine social inequalities in health. Analyzing the Alliance intervention 
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through the lens of social inequalities could help anticipate differential effects of the intervention across diverse contexts 
and support equity-sensitive implementation. Conducting such analyses would require additional, targeted data collection 
during interviews with both implementers and beneficiaries.

Future research will examine the implementation of the Alliance intervention in new groups of schools and munic-
ipalities under routine implementation conditions, as opposed to the experimental conditions of phases 1 and 2. 
These evaluations will generate complementary insights and inform the formalization of practical, context- 
sensitive recommendations to guide future replication or scale-up, thereby supporting effective and sustainable 
implementation.

Conclusion

The characterization of key functions enabled a detailed, structured description of the Alliance intervention, integrating 
perspectives from research teams, field implementers, beneficiaries, and institutional actors. By explicitly identifying key 
functions and their adaptable forms, this work provides a snapshot of the Alliance intervention in its current form, while 
providing a framework to anticipate and guide its future adaptation across different contexts.

Supporting information

S1 File. Interview guide for individual semi-structured interviews with district pedagogical advisors. 
(DOCX)

S2 Table. Description of theoretical and observed forms of the Alliance intervention. 
(DOCX)

Acknowledgments

The authors would like to thank Axelle Giron and Lauryne Vacher for data collection and assistance with data analysis; 
Marine Labruyère and Perrine Ropers for assistance with data analysis; Marine Genton and Amandine Baudot for scien-
tific guidance, as well as Cyrille Isaac Sibylle, Franck Chauvin, Marine Genton and Amandine Baudot (University Jean 
Monnet Saint-Etienne, Health, Systemic, Process Research Unit 4129, PRESAGE Insititute), Didier Jourdan, Carine 
Simar, Julie Pironom, Marion Monier (University Clermont-Auvergne, UR4281 ACTé), and Sandy Bernard (University 
Claude Bernard Lyon 1, Health, Systemic, Process Research Unit 4129) for their contributions to the Alliance research 
project. The authors would like to thank all professionals who participated in interviews, as well as, more broadly, schools 
and municipalities involved in the Alliance project.

Author contributions

Conceptualization: Inès Sartori, Cyrille Delpierre, Véronique Régnier Denois.

Formal analysis: Inès Sartori, Leslie Fonquerne.

Funding acquisition: Cyrille Delpierre, Véronique Régnier Denois.

Investigation: Inès Sartori.

Methodology: Leslie Fonquerne.

Validation: Cyrille Delpierre, Véronique Régnier Denois.

Writing – original draft: Inès Sartori, Camille Riera-Navarro.

Writing – review & editing: Leslie Fonquerne, Camille Riera-Navarro, Daphné Desmoriaux, Cyrille Delpierre, Véronique 
Régnier Denois.

http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0348403.s001
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0348403.s002


PLOS One | https://doi.org/10.1371/journal.pone.0348403  May 29, 2026 13 / 14

References
	 1.	 Desmoriaux D, Genton MC, Simar C, Regnier-Denois V, Cury P, Pironom J, et al. Achieving health-promoting schools, the Alliance for Health 

experiment: setting up an interventional research protocol and evaluating a health-promotion program in primary schools. Glob Health Promot. 
2025;32(1_suppl):81–90. https://doi.org/10.1177/17579759251320649 PMID: 41396149 

	 2.	 Observatoire des Territoires. Part du secteur (public ou privé) dans les effectifs scolaires en élémentaire. https://www.observatoire-des-territoires.
gouv.fr 2020. 2025 September 24. 

	 3.	 Ministère de l’éducation nationale. Rentrée 2023 : Listes des écoles et établissements publics inscrits dans le programme REP, arrêté du 17 juillet 
2023. 2023. https://eduscol.education.fr/ 

	 4.	 Observatoire des Territoires. Indice de position sociale des élèves scolarisés – écoles. https://www.observatoire-des-territoires.gouv.fr 2024. 2025 
September 24. 

	 5.	 Cambon L, Alla F. Transfert et partage de connaissances en santé publique: réflexions sur les composantes d’un dispositif national en France. 
Santé Publique. 2013;25(6):757–62.

	 6.	 Schloemer T, Schröder-Bäck P. Criteria for evaluating transferability of health interventions: a systematic review and thematic synthesis. Implement 
Sci. 2018;13(1):88. https://doi.org/10.1186/s13012-018-0751-8 PMID: 29941011 

	 7.	 Wang S, Moss JR, Hiller JE. Applicability and transferability of interventions in evidence-based public health. Health Promot Int. 2006;21(1):76–83. 
https://doi.org/10.1093/heapro/dai025 PMID: 16249192 

	 8.	 Cambon L, Minary L, Ridde V, Alla F. Transferability of interventions in health education: a review. BMC Public Health. 2012;12:497. https://doi.
org/10.1186/1471-2458-12-497 PMID: 22747988 

	 9.	 Hawe P, Shiell A, Riley T. Theorising Interventions as Events in Systems. American Journal of Community Psychology. 2009;43(3–4):267–76. 
https://doi.org/10.1007/s10464-009-9229-9 

	10.	 Cambon L, Minary L, Ridde V, Alla F. A tool to analyze the transferability of health promotion interventions. BMC Public Health. 2013;13:1184. 
https://doi.org/10.1186/1471-2458-13-1184 PMID: 24341441 

	11.	 Des Jarlais DC, Lyles C, Crepaz N, TREND Group. Improving the reporting quality of nonrandomized evaluations of behavioral and public health 
interventions: the TREND statement. Am J Public Health. 2004;94(3):361–6. https://doi.org/10.2105/ajph.94.3.361 PMID: 14998794 

	12.	 Möhler R, Köpke S, Meyer G. Criteria for reporting the development and evaluation of complex interventions in healthcare: revised guideline  
(CReDECI 2). Trials. 2015;16(1):204. https://doi.org/10.1186/s13063-015-0709-y 

	13.	 Hoffmann TC, Glasziou PP, Boutron I, Milne R, Perera R, Moher D. Better reporting of interventions: template for intervention description and repli-
cation (TIDieR) checklist and guide. BMJ. 2014;348(mar07 3):g1687. https://doi.org/10.1136/bmj.g1687 

	14.	 Fianu A, Villeval M, Naty N, Favier F, Lang T. Analyser la transférabilité d’une intervention : application du modèle fonctions clés/implémentation/
contexte à un programme de prévention du diabète. Santé Publique. 2017;29(4):525–34. https://doi.org/10.3917/spub.174.0525 

	15.	 Villeval M, Bidault E, Shoveller J, Alias F, Basson J-C, Frasse C, et al. Enabling the transferability of complex interventions: exploring the combi-
nation of an intervention’s key functions and implementation. Int J Public Health. 2016;61(9):1031–8. https://doi.org/10.1007/s00038-016-0809-9 
PMID: 27063950 

	16.	 Villeval M. Évaluation et transférabilité des interventions de réduction des inégalités sociales de santé : un programme de recherche intervention-
nelle. Université de Toulouse, Université Toulouse III - Paul Sabatier. 2015. http://thesesups.ups-tlse.fr/2941/ 

	17.	 Villeval M. Définitions et enjeux autour de la transférabilité des interventions en promotion de la santé : quelques éléments de cadrage. https://
www.apsytude.com/wp-content/uploads/2015/08/Exemple-PAP-IREPS-Juin-2018.pdf 2018. 2023 November 19. 

	18.	 Dahlgren G, Whitehead M. Policies and strategies to promote social equity in health. Stockholm: Institute for Future Studies. 1991. 

	19.	 Shiell A, Hawe P, Gold L. Complex interventions or complex systems? Implications for health economic evaluation. BMJ. 2008;336(7656):1281–3. 
https://doi.org/10.1136/bmj.39569.510521.AD 

	20.	 World Health Organization. Health Topics. Social Determinants of Health. Health Equity. World Report on Social Determinants of Health Equity. 
https://www.who.int/teams/social-determinants-of-health/equity-and-health/world-report-on-social-determinants-of-health-equity 2025. 2025 Sep-
tember 4. 

	21.	 Glasgow RE, Estabrooks PE. Pragmatic applications of RE-AIM for health care initiatives in community and clinical settings. Prev Chronic Dis. 
2018;15:170271. https://doi.org/10.5888/pcd15.170271 

	22.	 Paillé P, Mucchielli A. L’analyse thématique. In: Colin A, editor. L’analyse qualitative en sciences humaines et sociales. 2012. p. 231–314. https://
doi.org/10.3917/ARCO.PAILL.2016.01 

	23.	 Villeval M, Gaborit E, Berault F, Lang T, Kelly-Irving M. Do the key functions of an intervention designed from the same specifications vary accord-
ing to context? Investigating the transferability of a public health intervention in France. Implement Sci. 2019;14(1):35. https://doi.org/10.1186/
s13012-019-0880-8 PMID: 30940167 

	24.	 Centers for Disease Control and Prevention. Characteristics of an effective health education curriculum. https://www.cdc.gov/assessing-improv-
ing-school-health/health-education-curriculum/index.html 2024.2025 September 12. 

https://doi.org/10.1177/17579759251320649
http://www.ncbi.nlm.nih.gov/pubmed/41396149
https://www.observatoire-des-territoires.gouv.fr
https://www.observatoire-des-territoires.gouv.fr
https://eduscol.education.fr/
https://www.observatoire-des-territoires.gouv.fr
https://doi.org/10.1186/s13012-018-0751-8
http://www.ncbi.nlm.nih.gov/pubmed/29941011
https://doi.org/10.1093/heapro/dai025
http://www.ncbi.nlm.nih.gov/pubmed/16249192
https://doi.org/10.1186/1471-2458-12-497
https://doi.org/10.1186/1471-2458-12-497
http://www.ncbi.nlm.nih.gov/pubmed/22747988
https://doi.org/10.1007/s10464-009-9229-9
https://doi.org/10.1186/1471-2458-13-1184
http://www.ncbi.nlm.nih.gov/pubmed/24341441
https://doi.org/10.2105/ajph.94.3.361
http://www.ncbi.nlm.nih.gov/pubmed/14998794
https://doi.org/10.1186/s13063-015-0709-y
https://doi.org/10.1136/bmj.g1687
https://doi.org/10.3917/spub.174.0525
https://doi.org/10.1007/s00038-016-0809-9
http://www.ncbi.nlm.nih.gov/pubmed/27063950
http://thesesups.ups-tlse.fr/2941/
https://www.apsytude.com/wp-content/uploads/2015/08/Exemple-PAP-IREPS-Juin-2018.pdf
https://www.apsytude.com/wp-content/uploads/2015/08/Exemple-PAP-IREPS-Juin-2018.pdf
https://doi.org/10.1136/bmj.39569.510521.AD
https://www.who.int/teams/social-determinants-of-health/equity-and-health/world-report-on-social-determinants-of-health-equity
https://doi.org/10.5888/pcd15.170271
https://doi.org/10.3917/ARCO.PAILL.2016.01
https://doi.org/10.3917/ARCO.PAILL.2016.01
https://doi.org/10.1186/s13012-019-0880-8
https://doi.org/10.1186/s13012-019-0880-8
http://www.ncbi.nlm.nih.gov/pubmed/30940167
https://www.cdc.gov/assessing-improving-school-health/health-education-curriculum/index.html
https://www.cdc.gov/assessing-improving-school-health/health-education-curriculum/index.html


PLOS One | https://doi.org/10.1371/journal.pone.0348403  May 29, 2026 14 / 14

	25.	 Jacob CM, Hardy-Johnson PL, Inskip HM, Morris T, Parsons CM, Barrett M, et al. A systematic review and meta-analysis of school-based inter-
ventions with health education to reduce body mass index in adolescents aged 10 to 19 years. Int J Behav Nutr Phys Act. 2021;18(1):1. https://doi.
org/10.1186/s12966-020-01065-9 PMID: 33397403 

	26.	 Varis B, Kaldé-Frientz A, Rougier V, Zbitou A, Chwatacz C, Kivits J, et al. Strengthening students’ well-being and nutritional balance in Grand Est 
(France): “Lycéen Bouge” program intervention logic. Santé Publique. 2023;35(4):371–82. https://doi.org/10.3917/spub.234.0371 

	27.	 Tardy A, Daguzan A, Garès A, Lesieur A, Le Barbenchon E, Sambuc R, et al. Transférabilité et fonctions-clés d’un programme de développement 
des compétences psychosociales en milieu scolaire: le PROgramme de Développement Affectif et Social (PRODAS). Devenir. 2022;34(3):301–23. 
https://doi.org/10.3917/dev.223.0301

	28.	 World Health Organization. Making every school a health-promoting school: Global standards and indicators for health-promoting schools and 
systems. https://www.who.int/publications/i/item/9789240025059.2021 

	29.	 Stevens N. Mise à l’échelle des interventions complexes en santé publique. Aspects conceptuels et méthodologiques. The University of Bordeaux. 
2024. https://theses.fr/2024BORD0234 

	30.	 Olivo M, Darlington-Bernard A, Salque C, Fraticelli L, Ricard E, Carrouel F. The Explo’Santé mixed methods protocol: an interventional research 
school health promotion project in France. Arch Public Health. 2025;83(1):26. https://doi.org/10.1186/s13690-024-01487-y 

	31.	 Bragge P, Grimshaw JM, Lokker C, Colquhoun H, AIMD Writing/Working Group. AIMD - a validated, simplified framework of interventions to pro-
mote and integrate evidence into health practices, systems, and policies. BMC Med Res Methodol. 2017;17(1):38. https://doi.org/10.1186/s12874-
017-0314-8 PMID: 28259155 

	32.	 Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated Consolidated Framework for Implementation Research based on user 
feedback. Implement Sci. 2022;17(1):75. https://doi.org/10.1186/s13012-022-01245-0 PMID: 36309746 

	33.	 Glasgow RE, Trinkley KE, Ford B, Rabin BA. The application and evolution of the practical, robust implementation and sustainability model 
(PRISM): history and innovations. Glob Implement Res Appl. 2024;4(4):404–20. https://doi.org/10.1007/s43477-024-00134-6 

	34.	 Smith JD, Li DH, Rafferty MR. The Implementation Research Logic Model: a method for planning, executing, reporting, and synthesizing imple-
mentation projects. Implement Sci. 2020;15(1):84. https://doi.org/10.1186/s13012-020-01041-8 PMID: 32988389 

	35.	 Direction de l’évaluation de la prospective et de la performance. Panorama statistique des personnels de l’enseignement scolaire 2021-2022. 
Ministère de l’Éducation nationale et de la Jeunesse. 2022. 

	36.	 Fauchier-Magnan E, Fenoll B. La pédiatrie et l’organisation des soins de santé en France. N°2020-074R. 2021. https://igas.gouv.fr/ 

	37.	 Macintyre S, Hunt K, Sweeting H. Gender differences in health: Are things really as simple as they seem?. Social Science & Medicine. 
1996;42(4):617–24. https://doi.org/10.1016/0277-9536(95)00335-5 

	38.	 Tronto JC. Le risque ou le care ?. Paris: Presses Universitaires de France. 2012. 

	39.	 Owczarzak J, Broaddus M, Pinkerton S. A qualitative analysis of the concepts of fidelity and adaptation in the implementation of an evidence-based 
HIV prevention intervention. Health Educ Res. 2016;31(2):283–94. https://doi.org/10.1093/her/cyw012 PMID: 26944867 

	40.	 Harding S. Whose science? Whose knowledge? Thinking from women’s lives. Ithaca (NY): Cornell University Press. 1991. 

	41.	 Harding S. Rethinking standpoint epistemology: What is “strong objectivity?”. Centennial Review. 1992;36(3):437–70. 

https://doi.org/10.1186/s12966-020-01065-9
https://doi.org/10.1186/s12966-020-01065-9
http://www.ncbi.nlm.nih.gov/pubmed/33397403
https://doi.org/10.3917/spub.234.0371
https://doi.org/10.3917/dev.223.0301
https://www.who.int/publications/i/item/9789240025059.2021
https://theses.fr/2024BORD0234
https://doi.org/10.1186/s13690-024-01487-y
https://doi.org/10.1186/s12874-017-0314-8
https://doi.org/10.1186/s12874-017-0314-8
http://www.ncbi.nlm.nih.gov/pubmed/28259155
https://doi.org/10.1186/s13012-022-01245-0
http://www.ncbi.nlm.nih.gov/pubmed/36309746
https://doi.org/10.1007/s43477-024-00134-6
https://doi.org/10.1186/s13012-020-01041-8
http://www.ncbi.nlm.nih.gov/pubmed/32988389
https://igas.gouv.fr/
https://doi.org/10.1016/0277-9536(95)00335-5
https://doi.org/10.1093/her/cyw012
http://www.ncbi.nlm.nih.gov/pubmed/26944867

	Key functions for the transferability of a French school-based health promotion intervention
	Introduction
	Materials and methods
	Key functions as conceptualized within the FIC model: Method and terminology
	Participants
	Data collection
	Data analysis
	Ethical considerations

	Results
	Discussion
	Key functions of the Alliance intervention in relation to existing school-based health promotion program
	Contributions of the FIC model’s key functions to study transferability
	Limitations
	Perspectives

	Conclusion
	Supporting information
	References

	Key functions for the transferability of a French school-based health promotion intervention
	Introduction
	Materials and methods
	Key functions as conceptualized within the FIC model: Method and terminology
	Participants
	Data collection
	Data analysis
	Ethical considerations

	Results
	Discussion
	Key functions of the Alliance intervention in relation to existing school-based health promotion program
	Contributions of the FIC model’s key functions to study transferability
	Limitations
	Perspectives

	Conclusion
	Supporting information
	References


