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Abstract
Background
The Consolidated Framework for Implementation Research (CFIR) 2.0 is widely used in implementation projects but can be difficult for non-researchers to apply due to its complexity. While a French version of the original CFIR exists, CFIR 2.0 had not yet been translated. This study aimed to translate and simplify CFIR 2.0 for healthcare practitioners in French-speaking Switzerland to improve its accessibility and utility.

Method
Using the Principles of Good Practice for Translation and Cultural Adaptation, the process included: (1) four independent forward translations, (2) reconciliation of simplified definitions, (3) online survey with 16 clinical nurse specialists to assess the content validity of the simplified definitions, (4) back translation, and (5) harmonization to finalize the French version. The content validity of each construct was assessed using the Content Validity Index (CVI), with further revisions based on feedback.

Results
Most participants found the simplified definitions understandable, with an average score of 1.46 (where 1 is "very easy to understand" and 2 is “easy to understand”). Thirteen items with lower I-CVI scores (≤ 0.78) were revised. The overall S-CVI was 0.87, indicating high content validity. Minor discrepancies in the back translation were resolved.

Conclusions
This study produced a French translation of CFIR 2.0 with simplified definitions tailored for healthcare practitioners. The high content validity and feedback underscore the need for contextually relevant adaptations to enhance the practical use of the CFIR framework. Further testing in diverse French-speaking contexts is necessary to refine the tool and broaden its applicability in real-world settings.

Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s43058-025-00719-8.
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Contributions to the literature
	This study provides a French translation and simplified definitions of the CFIR 2.0, enhancing its accessibility for French-speaking healthcare practitioners and policymakers.

	By adapting the CFIR to align with the specific cultural and organizational contexts of Swiss practitioners, the paper addresses a significant gap in the usability of implementation science frameworks.

	 The findings support integrating user feedback in the translation process, demonstrating an innovative approach to contextualizing implementation science frameworks for diverse audiences.


	 This research underscores the importance of linguistic and conceptual clarity in promoting the adoption of evidence-based practices in non-research settings, ultimately contributing to improved healthcare outcomes.






Background
The Consolidated Framework for Implementation Research (CFIR) is a determinant framework widely used as a comprehensive taxonomy of determinants that influence implementation outcomes [1, 2]. The CFIR was originally developed in 2009 by synthesizing constructs from 19 existing frameworks and theories across 13 scientific disciplines and was later updated in 2022 on the basis of users’ feedback and literature to improve its applicability and usability [1, 2]. The CFIR stands out as one of the most frequently referenced and utilized frameworks in implementation science research, with widespread adoption since its introduction in 2009 [1, 2]. The CFIR constructs are organized into five major domains: Intervention Characteristics, Outer Setting, Inner Setting, Characteristics of Individuals, and Implementation Process [1, 2]. As implementation science is defined as the broad study of methods to promote the uptake of research findings into practice, frameworks such as the CFIR must be made accessible to frontline practitioners [3]. Indeed, the wide array of theories, models and frameworks can make it challenging for those involved in implementation projects to choose the right one and use it effectively, especially if they lack a research background or familiarity with the field [4]. While implementation scientists can be driven by scientific rigor in conducting implementation studies, healthcare practitioners can gain from improving their understanding of implementation science methods to be able to select and apply suitable frameworks, strategies, and other implementation concepts and tools, informed by the context [4, 5]. Although the CFIR offers detailed definitions for each construct, its usability for nonresearchers, such as frontline practitioners or policymakers, is often hindered by its technical language and complexity [2].
Adaptations in the definitions of the CFIR 2.0 constructs are needed to ensure the alignment of these definitions with the specific context of practitioners and stakeholders. This entails adapting and employing language that resonates with the organizational and cultural context in which the CFIR is utilized, enhancing its relevance and applicability for individuals involved in implementation settings [6]. Despite the widespread use of the CFIR, there have been few examples of its utilization in French-speaking contexts, likely due to the lack of development of related tools in French. Additionally, while a French translation of the CFIR exists [7], none is currently available for the CFIR 2.0.
This study aimed to develop a French translation of CFIR 2.0 within the Swiss context, along with a simplified version of its construct definitions. The Swiss context was chosen because Switzerland, and particularly its French-speaking region, presents a unique healthcare landscape characterized by a multilingual and multicultural environment. Implementation efforts in Swiss healthcare settings often require adaptations to accommodate linguistic diversity, varied healthcare governance structures, and differences in professional roles across institutions. Given these complexities, the translation and adaptation of CFIR 2.0 in Switzerland provide an opportunity to enhance its applicability in real-world clinical and policy settings, while also serving as a foundation for broader adoption in other French-speaking regions. By overcoming language barriers and simplifying complex concepts, this translation aims to facilitate the uptake of evidence-based practices and support implementation efforts in French-speaking healthcare settings.

Method
The Principles of Good Practice for the Translation and Cultural Adaptation Process for Patient-Reported Outcomes (PRO) were followed [8].
Step 1: preparation
The explanation of the CFIR 2.0 concepts [2] served as the foundation. The simplified version drew inspiration from the development of the pragmatic context assessment tool (pCAT) [9]. The authors of the CFIR 2.0 granted permission to translate CFIR 2.0 and confirmed that no existing translation was available at that time.

Step 2: forward translation
Four independent translations and adaptations were conducted and used in the context of two doctoral theses and three master's projects in nursing sciences, all of which focused on implementation in French-speaking clinical settings. The translations were carried out by a panel consisting of six master’s students, a PhD in nursing science, a postdoctoral researcher and an associate professor who were either native French speakers from Switzerland or France and had been living in French-speaking Switzerland for several years. Of the ten translators, three teach implementation science to master’s students in a French-speaking context. While all the translators had some theoretical knowledge of CFIR through their academic work, most were using the CFIR card game for the first time. Their understanding of CFIR concepts allowed them to focus on conceptual rather than literal translations of the questions. The main objective of these theses and master’s projects was to identify implementation determinants using the CFIR card game approach [10]. This tool was not only used for translation purposes but also played a central role in involving stakeholders and ensuring conceptual alignment. By facilitating discussion between participants, the CFIR card game helped to refine the understanding of key implementation constructs, which in turn influenced translation outcomes. The interactive nature of the game encouraged translators to go beyond direct linguistic translation and focus on capturing the conceptual essence of the questions to ensure their relevance in the target clinical contexts. As such, translation was an integral part of the wider implementation process, rather than a separate step.

Step 3: reconciliation
The translation panel reached a consensus on simplified definitions of each translated construct of the CFIR 2.0. This initial simplified version served as the basis for an online survey involving 16 clinical nurse specialists. These participants were selected based on their expertise in implementation practice and their familiarity with the CFIR framework. Their role as clinical nurse specialists, who are actively involved in evidence-based practice and implementation efforts within healthcare settings, made them well-suited to assess the content validity of the translation. To ensure a rigorous selection process, participants were recruited through professional networks, targeting those with direct experience in implementation projects. The sample size of 16 was chosen to balance feasibility with the need for diverse perspectives while maintaining methodological rigor in content validation. All participants were practicing in French-speaking Switzerland. Given the potential influence of linguistic variations on interpretation, their familiarity with different French variants was also considered. While all participants were fluent in Swiss French, some had prior exposure to other French variants (e.g., Metropolitan French, Canadian French) through their professional experiences, academic backgrounds, or collaborations. This linguistic diversity helped ensure that the translated constructs were comprehensible and applicable across various French-speaking contexts. The participants were asked to rate the understandability of each simplified definition on a Likert scale ranging from 1 (very easy to understand) to 4 (very difficult). A comment section was included where participants could suggest alternative wording or provide additional thoughts on the definitions.
The content validity of the simplified translations was quantitatively assessed to ensure that the definitions were clear and comprehensible. For each construct, the item-level content validity index (I-CVI) was determined by calculating the proportion of participants who rated understandability as either 1 (very easy to understand) or 2 (easy to understand). The overall content validity of the entire set of constructs (S-CVI) was assessed by averaging the I-CVI scores across all the constructs. A high I-CVI and S-CVI indicate that the simplified definitions are generally understandable to the target audience. Constructs with lower I-CVI scores (≤ 0.78) were identified for further revision on the basis of participant feedback provided in the comment Sects [11, 12].

Step 4: back translation
An independent professional translator carried out the back translation of the French version of the CFIR 2.0.

Steps 5 & 6: back translation review & harmonization
Our team reviewed the back translation against the original version of the CFIR 2.0, and discrepancies justifying revisions were identified and addressed.


Results
Forward translation
The four translated versions of CFIR 2.0 were very similar, with the main differences arising in the simplified versions of the construct definitions. These differences were particularly notable in the terms “implementation and/or delivery of the innovation” and "setting."

Reconciliation
After a consensus was reached, a few terms were modified in the first forward translation, and the translation of the terms "implementation and/or delivery of the innovation" and "setting" was standardized in the simplified definitions (see Additional file 1).
The results of the online survey are detailed in Table 1. Participants in the online survey had between one and 12 years of implementation science experience as a clinical nurse specialist (CNS) or as a master's or doctoral student. Work settings included acute care hospital units and home health care services. Their experience with CFIR ranged from one to four years, gained either through their master's studies and projects or as supervisors of master's research. For most participants, the items were “very easy” or “easy to understand”. Only three participants rated some items as “very difficult to understand”. The total average score was 1.46. The lower number agreement was for item 12: “The Inner Setting is networked with external entities, including referral networks, academic affiliations, and professional organization networks”.
Table 1Results of the online survey


[image: ]
Legend: 1 “Very easy to understand”/2 “Easy to understand”/3 “Difficult to understand”/4 “Very difficult to understand”



The content validity of the entire set of constructs (S-CVI) was 0.87. Thirteen items had an I-CVI lower than 0.78 (Table 2). On the basis of the participants' feedback, these 13 items were reformulated (see Additional file 2). As the word implementation can be translated in several ways in French, participants were asked to choose between the terms "mise en œuvre" and "implantation" to facilitate understanding of the simplified version. Twelve out of 16 participants (75%) selected the term "implantation." A suggestion made by several participants was to include a glossary with definitions and alternative terms in the simplified version. On the basis of the results of this survey, a simplified version was adapted.
Table 2Content validity


[image: ]
Legend: I-CVI: Item-level Content Validity Index, S-CVI: Scale-level Content Validity Index, S-CVI/Ave, scale-level content validity index, averaging calculation method, S-CVI/UA, scale-level content validity index, universal agreement calculation method




Back translation
The back translation is available in Additional file 3.

Back translation review & harmonization
The comparison between the original version and the back translation revealed three types of minor discrepancies: (1) the use of different vocabularies with the same meaning, (2) the use of different grammatical forms that did not affect the meaning, and (3) the use of terms with slightly different meanings but better suited to French. The results of this comparison are available in Additional file 3. As these results did not lead to any major changes, the research team made the final decisions regarding the refined translation. Although participant feedback played a key role in identifying difficult concepts and suggesting terminological adjustments, no further testing was carried out with participants after the revisions.
Following harmonization, a French translation of CFIR 2.0 and a simplified version of the construct definitions were developed (see Additional files 4 and 5).


Discussion
The study aimed to translate and adapt the CFIR 2.0 into French and develop simplified definitions of its constructs to enhance its usability for healthcare practitioners. The results provide valuable insights into applying implementation science frameworks and emphasize the importance of contextually relevant adaptations.
The overall content validity of the simplified translations was high (0.87), indicating that most of the constructs were perceived as clear and easily understandable. This suggests that the initial efforts to simplify and adapt the CFIR 2.0 definitions made the framework more accessible to practitioners. However, 13 constructs were more challenging to understand. These results are consistent with the German translation, where extensive cognitive debriefing led to the revision of 11 items [5]. Common suggestions included providing examples, clarifying terms that were considered too technical, and using simpler language and terminology that felt more intuitive and contextually appropriate [5].
Notably, the use of conceptual frameworks in implementation research is not yet systematic. Moreover, their application in French-speaking contexts remains rare, especially in publications in French. Thus, ensuring that implementation science frameworks are not only translated accurately but also simplified and contextualized appropriately is crucial for their effective use in practice. Involving potential users in creating an assessment tool is an essential step, as shown by the tool for analyzing equity or scaling up, for example [13]. The simplified version of CFIR 2.0 was tested via the approach of the CFIR card game [10], which involves engaging teams of healthcare professionals to analyze implementation factors across several implementation projects. This approach had several benefits and offered valuable lessons regarding the direct use of CFIR with professionals unfamiliar with its constructs. The CFIR card game provided a playful and interactive method for teams to reflect on the CFIR constructs. However, even the simplified constructs required further adaptation to the specific context, the innovation being implemented, and the individuals involved. Without this adaptation, using CFIR with teams can become more of a barrier than a pragmatic and useful tool. This underscores the importance of tailoring the constructs to ensure their relevance and applicability, thereby enhancing the effectiveness of CFIR 2.0 in real-world settings. By addressing healthcare practitioners' specific needs and preferences, this approach can enhance their engagement with the framework and improve the likelihood of successful implementation of evidence-based practices. Such tailoring aligns with the broader goal of making implementation science more accessible and practical for frontline practitioners.
Beyond linguistic simplification, our findings highlight the need for deeper cultural adaptation of CFIR 2.0 constructs. While our translation aimed to preserve the conceptual integrity of the original framework, it is essential to recognize that the theoretical foundations of CFIR—rooted in Western implementation science—may not always align with how implementation processes are understood and operationalized across different French-speaking healthcare systems [14–16]. Implementation science is predominantly developed in Anglo-American contexts, where conceptual frameworks are shaped by specific governance structures, professional hierarchies, and healthcare delivery models [17]. In contrast, French-speaking healthcare systems—whether in Africa, North America or Europe—may have different institutional dynamics, decision-making processes, and sociocultural factors influencing implementation efforts. These differences may impact how CFIR constructs, such as Leadership Engagement or Relative Advantage, are perceived and applied in practice. Thus, future adaptations should not only refine language but also critically examine whether certain CFIR constructs need theoretical recalibration to better reflect the realities of French-speaking implementation contexts. In this sense, some adaptations have already begun in Mali and Burkina Faso. This could involve refining conceptual definitions, incorporating region-specific examples, or reconsidering the relationships between constructs based on how implementation is operationalized in different settings. For instance, collective decision-making models, which are more prominent in some French-speaking healthcare systems, might require nuanced interpretations of constructs related to leadership and organizational readiness.
Using cognitive debriefing (e.g., probing techniques [6]) during CFIR card game sessions can provide further insights into whether practitioners find the translated constructs conceptually meaningful within their specific contexts. Continued collaboration with healthcare professionals and implementation scientists from diverse French-speaking regions will be essential to refining not only the language but also the theoretical applicability of CFIR 2.0 in these settings. This process could also serve as a foundation for adapting other implementation frameworks beyond CFIR.
Limitations
Applying the principles of good practice for the translation ensured a rigorous and systematic approach to the translation and adaptation of CFIR 2.0 in French. By involving healthcare practitioners in the evaluation of simplified constructs, this study prioritized the end-users' perspectives. This process helped maintain the conceptual integrity [18] of the CFIR 2.0 while making it accessible to a French-speaking audience. The simplified version of the CFIR 2.0 also allows for continuous refinement and ensures that the framework remains relevant across various implementation settings and projects. Indeed, a primary limitation is the inherent variability of implementation projects and their contexts. This variability necessitates continuous adaptations of the translated CFIR constructs, suggesting that having a single, static translation may not be sufficient. Placeholders such as [intervention] were included in brackets to address this limitation to indicate that specific terms should be replaced with the intervention relevant to each project.
This study involved advanced practice nurses who were already familiar with implementation science. This knowledge may have influenced their ability to understand and evaluate the simplified CFIR constructs, potentially skewing the results toward higher content validity scores. Future studies should aim to include a broader range of healthcare practitioners, including those with less exposure to implementation science.
Additionally, the diversity within healthcare systems, cultural nuances, and organizational structures across different French-speaking regions may affect the applicability of the translation. These regional differences underscore the need for localized adaptations and highlight the challenge of creating a universally applicable translation. Therefore, it is now essential to operationalize CFIR 2.0 in French by developing practical resources—such as qualitative interview guides or quantitative questionnaires—while simultaneously ensuring that the theoretical foundation of the framework remains relevant across varied contexts.


Conclusions
This translation and simplification of the CFIR 2.0 mark a significant step toward making implementation science frameworks more accessible to French-speaking healthcare practitioners. The high content validity of the simplified CFIR 2.0 constructs and the constructive feedback from practitioners highlight the success of our initial adaptation efforts. By continuing to refine and test these adaptations, we can enhance the practical utility of implementation science frameworks and support the effective translation of research into practice in French-speaking healthcare contexts.
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