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Abstract
Background

In Ontario, Canada, province-wide initiatives supporting safer opioid prescribing in primary care include voluntary

audit and feedback reports and academic detailing. In this process evaluation, we aimed to determine the fidelity of

delivery and receipt of the interventions, the observed change strategies used by physicians, potential mechanisms

of action, and how complementary the initiatives can be to each other.

Method
Semi-structured interviews were conducted with academic detailers and with physicians who received both inter-

ventions. Academic detailer interviews were coded using the Behavior Change Technique Taxonomy; physician

interviews were coded to the Theoretical Domain Framework. Change strategies were summarized based on aca-

demic detailer intentions and physician-reported practice changes. Potential mechanisms of action were identified

using the Theories and Techniques Tool and the literature. Patient partners informed the interpretation of results

through ongoing group discussions of preliminary findings.

Results
Interviews were conducted with eight academic detailers and 12 physicians. Change strategies described by aca-

demic detailers to support physicians’ opioid prescribing included problem solving, instructions on how to perform
the behavior, adding objects to the environment, credible source, shaping knowledge, and social support. Physicians men-

tioned that academic detailing validated current opioid practices or increased their belief about capabilities and their
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intentions, mediated by increased skills and the impact of environmental context and resources. Potential mechanisms of

action included behavioral regulation, behavioral cueing, and general attitudes/beliefs. On its own, receiving the audit

and feedback report did not lead to changes in beliefs about prescribing practices; however, for some physicians,

it provided validation and reassurance. Physicians saw unrealized potential for complementarity.

Conclusions
New interventions are often implemented in a complex ecosystem with other competing interventions. In this

study, we show how examining the fidelity of the intervention from initial design through to delivery can identify

opportunities for potential optimization.

Plain Language Summary: Two large-scale programs that support safer opioid prescribing in primary care include an

audit and feedback report and academic detailing (educational outreach). Although these two programs are effective in

general, we aimed to help improve ongoing delivery.: Interviews with academic detailers (pharmacists trained to support

physicians to implement evidence-based best practices regarding opioid prescribing) and family physicians who received

both programs were conducted to understand how these programs impact opioid prescribing. Physicians said that aca-

demic detailing either changed the way they prescribed by increasing their confidence and intentions to safely prescribe

opioids more generally or validated their current prescribing practices. Physicians reported that academic detailing

improved how they communicated with their patients about opioids. Although physicians did not say they changed

their behavior after receiving the audit and feedback report, the report did provide physicians reassurance about how

they were prescribing opioids.: When asked about how these two programs worked together, academic detailers saw

challenges, while physicians saw potential. This difference in opinion highlights the importance of considering how a

new program fits within the system from the perspective of the developers, the recipients, and those impacted by the

program.: By examining both programs in detail, we identified if/how each program led to physician behavior change

and suggestions for improvement. When designing new programs, and informing ongoing delivery, knowing how the pro-

gram changed from initial design to final delivery can help identify opportunities for improvements.

Keywords
primary care, opioids, audit and feedback, academic detailing, educational outreach, behavior change, prescribing, process

evaluation

Introduction
There has been a steady increase in opioid-related harms
(Public Health Ontario, 2023). Canadians are among the
world’s largest consumers of prescription opioids (Hatt,
2022), and physicians play a central role in addressing
this issue. In response to this complex crisis, healthcare
improvement organizations have been implementing
province-wide interventions that support safer opioid pre-
scribing in primary care, particularly in Ontario, Canada,
one of the provinces most affected by the crisis (Gomes
et al., 2018). One of these interventions, received by over
3,000 physicians as of December 2020, is an audit and feed-
back (AF) report led by Ontario Health, the provincial
advisor on quality in healthcare (Ontario Health, 2023). In
AF, performance of a clinician or a clinical team is measured
(audited), compared to a standard or target, and then
reported back (feedback) with evidence-informed change
ideas and resources (Brehaut et al., 2016; Ivers et al.,
2012). Another provincial intervention is an academic
detailing (AD) service led by the Centre for Effective
Practice, an independent not-for-profit organization support-
ing behavior change in primary care (CEP, 2023). AD
involves a trained pharmacist conducting a series of visits
with a primary care physician to discuss how to implement

evidence-based best practices. For this work, best practices
focused on opioid and chronic pain-related topics, with
resources provided to support improvements in care for
patients with chronic non-cancer pain. This intervention
had been delivered to around 800 physicians by February
2020. As both interventions were already used across the
province, it provided a unique opportunity to study both
interventions to understand fidelity from initial design to
final delivery. AF and AD interventions are effective in
general; it is unclear how to maximize their effectiveness
(Ivers et al., 2012; O’Brien et al., 2007). It was anticipated
that a deeper understanding of fidelity of each intervention,
and the potential for the interventions to be complementary,
could support optimization of both programs.

In partnership with Ontario Health and the Centre for
Effective Practice, a quasi-experimental quantitative evalu-
ation (Cook & Campbell, 1979) was conducted on the
effectiveness of these interventions (alone and in combin-
ation) on opioid prescribing, using routinely collected
administrative data. The evaluation found no significant
change to opioid prescribing in the total group of physi-
cians. The greatest significant reduction was seen in top
prescribing physicians who received the AF intervention
(Lacroix et al., 2024). To complement these results and
inform improvements to ongoing delivery, we conducted
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a multi-method process evaluation. Process evaluations are
designed to increase understanding of how an intervention
functions within context and can provide direction on opti-
mization (Skivington et al., 2021).

The first phase of the process evaluation included a docu-
ment analysis and interviews with the AF report and AD
developers to determine the intended mechanisms of action
(MoA) that would lead to physician behavior
change (McCleary et al., 2023). In the second phase, pre-
sented here, our primary objectivewas to determine the fidel-
ity of delivery and receipt of the interventions, alongwith the
observed change strategies and potential, yet unrealized,
MoA. Our secondary objective was to establish if the AF
report and AD could be complementary to support physician
opioid prescribing. Figure 1 summarizes the evaluation.

Method

Study Design
Within the process evaluation, semi-structured telephone
interviews were conducted with academic detailers who
delivered AD and with primary care physicians who
received the AF report and AD visits.

Context
This study took place in Ontario, Canada, where primary
care physicians (typically family physicians) prescribe
the largest total volume of opioid medications. These phy-
sicians see patients without co-pay or deductible and
represent the first point of contact for patients within the
healthcare system.

Interventions
Ontario Health MyPractice: Primary Care Report

Since 2013, every 6 months, all physicians in Ontario
who had voluntarily registered electronically received the
AF report, which provided information about their prac-
tice, including prescribing and screening rates across a
variety of clinical topics. Individual trends in each per-
formance indicator were compared to peers and “change
ideas” were included with links to educational resources
and practice-based tools to support quality improvement.
The AF report is confidential and is not used for perform-
ance management. In 2017, four opioid prescribing indica-
tors pertaining to non-palliative care patients were added to
the report (see Table 1). A full mock report from 2020 is
included in Supplement 1 with the updated version avail-
able online (Ontario Health, 2023).

The Centre for Effective Practice’s AD Service
In 2018, the Centre for Effective Practice was funded by

the Ontario Ministry of Health to deliver AD to primary
care physicians across Ontario, focused on safer opioid

prescribing and management of chronic non-cancer pain.
Physician recruitment focused on regions with higher
opioid prescribing rates and involved cold calls by aca-
demic detailers and warm introductions from local
primary care leads. The intervention was delivered by
trained pharmacists (academic detailers) who visited
primary care physicians in their practice to deliver up to
three educational outreach visits. Visit details in Figure 1.

Academic detailers are trained on the content and deliv-
ery of the detailing and provided with many documents to
support each visit, including step-by-step guides for spe-
cific actions, screening tools, patient handouts, communi-
cation tools, and lists of local resources. Example tools
are in Supplements 2 and 3.

Theoretical Frameworks
The guiding theoretical frameworks included the
Theoretical Domain Framework (TDF), and individual
Behavior Change Techniques (BCTs) (Michie et al.,
2013). The TDF synthesizes 33 theories of behavior
change and 128 corresponding constructs into 14
domains that may influence healthcare professionals’
behavior (Cane et al., 2012; Michie et al., 2005). A BCT
is a specific strategy used in interventions to change behav-
ior by targeting psychological or environmental mechan-
isms that influence how people act (Michie et al., 2013).
MoAs refer to the processes through which an intervention
influences behavior (Carey et al., 2019). Previously, we
identified intended MoA based on interviews with those
who designed the interventions (McCleary et al., 2023).
In this paper, we add potential, yet unrealized, MoAs to
be considered to further optimize the interventions. These
unrealized MoAs are identified using the Theory and
Techniques Tool (TTT), which was developed based on
277 behavior change intervention articles and a series of
expert consensus processes. The TTT highlights techni-
ques that may be best placed to help overcome specific bar-
riers to change (Carey et al., 2019; Theory and Techniques
Tool, 2024).

Sampling and Recruitment
Academic detailers delivering AD, and family physicians
practicing in Ontario who had received AD and AF,
were recruited to participate in an individual telephone
interview. Based on the quantitative findings, the sampling
frame was 5,925 physicians, but only 245 (4%) received
both the AF report and AD (Lacroix et al., 2024). We
aimed to speak with academic detailers with the largest
caseloads, those who conducted visits to any family phys-
ician in their area, and those who conducted visits within
their own Family Health Team (i.e., with their practice col-
leagues). The Centre for Effective Practice provided email
addresses and availability of eligible academic detailers.
NMc then obtained informed consent and conducted the
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interviews. All academic detailer interviews were con-
ducted between April and June 2019.

Physician recruitment was conducted in phases, inter-
rupted by the COVID-19 pandemic. In February 2020, a

recruitment email was sent by the Centre for Effective
Practice to physicians across Ontario who had participated
in at least one visit focused on opioid tapering, chronic
non-cancer pain, or opioid use disorder. Recruitment was
then paused until February 2021 when they emailed any
physician who had met eligibility criteria since the previ-
ous recruitment email. For Ontario Health, initial recruit-
ment in February 2020 was through a recruitment
question in an evaluation survey sent to all physicians
who received the report. Recruitment was restarted in
July 2021 with specific recruitment emails sent by
Ontario Health in two batches (∼500 per round).
Recruitment e-mails from both organizations highlighted
the eligibility criteria of needing to have participated in
both interventions. No other recruitment restrictions were
applied. All physician interviews were conducted
between February and December 2020.

Data Collection
A semi-structured interview guide for the academic detai-
lers was informed interviews with AD developers
(McCleary et al., 2023). Academic detailers were asked
to describe the process of conducting a visit, as well as
whether and how they used each of the specific detailing
materials. The interview guide for physicians was designed
to unpack the extent to which the physicians received and
engaged with both the AF report and AD visits; the

Figure 1
Summary of the full process evaluation, which began with document analysis and interviews with intervention developers. The results from the
darkest colored boxes are presented separately (McCleary et al., 2023)

Table 1
Primary Indicators From the Audit and Feedback Report As Well As
Visit Topics From Academic Detailing

Audit and feedback report

indicators Academic detailing visits

No. of patients dispensed an

opioid

Visit 1: Caring for patients on

opioid therapy

- opioid tapering/rotation

No. of patients newly

dispensed an opioid

Visit 2: Caring for patients with

chronic non-cancer pain

- non-pharmacological therapies

- pharmacological alternatives to

opioids

- trialing opioids

No. of patients dispensed an

opioid and benzodiazepine

Visit 3: Caring for patients with

opioid use disorder

- screening

- naloxone treatment

- additional supports

No. of patients with a

high-dose opioid >90 mg of

morphine or equivalent

daily
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perceived influence of the initiatives on their prescribing
behaviors; and if/how the initiatives could be complemen-
tary. Barriers and enablers to implementing safer opioid
prescribing practices were explored, such as tapering regi-
mens for those at high risk (Ceasar et al., 2016; Owston,
2016; Trafton et al., 2010). A subset of TDF domains
were included in the interview guide based on previous
research (Desveaux et al., 2019). Interviews were con-
ducted by NMc (academic detailers) and NK (physicians),
neither of whom had any prior relationship with the parti-
cipants. Academic detailers did not receive remuneration;
physicians received a $100 gift card.

Analysis
All interviews were audio-recorded and then transcribed
verbatim. Similar methodology was followed for both
sets of interview analysis, with an initial coding framework
developed for each set. Two researchers (NMc and CL for
academic detailers; NK and TS for physicians) independ-
ently coded the first two interviews in each set to inform
development of the codebooks, which consisted of a
coding scheme and decision rules to facilitate consistent
coding of the remaining interviews (Thompson et al.,
2004). Academic detailer coding included BCTs (Michie
et al., 2013) used to support practice change, while the
physician codebook used the TDF. Inductive coding was
applied in both sets of interviews to generate themes not
captured within the a priori codes. Coders met regularly
to refine the themes, with input from the wider team,
which included individuals with lived experience. These
Lived Experience Advisors provided their perspective on
identified themes and their interpretation of specific phys-
ician quotes. NVivo 11 (QSR International) qualitative
software was used. For physician interviews, an additional
analysis was conducted by NK to specify if the physician
was discussing the AF report or AD visits.

BCTs identified in academic detailer interviews were
mapped to TDF domains identified in the physician inter-
views and then mapped to the MoA identified within the
TTT to identify potential, yet unrealized, MoA to be con-
sidered to optimize the interventions.

Results
Interviews were conducted with eight academic detailers
and 12 physicians. Academic detailers had been practicing
pharmacists for an average of 14 years (range 5–25 years),
37.5% (n= 3) had prior experience as an academic detailer,
50% (n= 4) concurrently worked in a Family Health Team,
with three of the four being the academic detailer for their
Team. Academic detailer interviews lasted between 36 and
55 min (M= 48 min). BCTs described by academic detai-
lers to support safer opioid prescribing by physicians
included problem solving, instructions on how to

perform the behavior, adding objects to the environment,
credible source, shaping knowledge, and social support.

Physician interviews lasted 29–59 min (M= 42 min).
Half of the physicians were female (n= 6), with an
average age of 43 years, having been practicing for 2–
37 years, with an average of 9.5 years in the current
clinic (Table 2). Ninety-two percent (n= 11) of physi-
cians were in primarily capitation payment models. The
AF did not change physician’s self-perceived prescribing
practices; however, for some, it provided reassurance and
validation of their current opioid prescribing. AD vali-
dated current opioid practices or increased physicians’
belief about capabilities and their intentions, mediated
by increased skills and the impact of the environmental
context and resources. This validation by either interven-
tion was a positive effect if the physician was already
prescribing in a way that aligned with best practice or
could be a negative if it validated unsafe prescribing
practices.

There was alignment between how the academic detai-
lers intended to support physicians in changing their
behavior and how physicians discussed their change,
although practice change was also mediated by system

Table 2
Demographics of Physicians Interviewed

Demographic information

Interviews

n (%)

M (range)

Participantsa 12

Gender

Female 6 (50%)

Male 6 (50%)

Age 43.2 years

(32–63 years)

Year in practice 13.6 years

(2–37 years)

Years in current clinic 9.5 years

(2–36 years)

No. of physicians at current clinic 5.8 (1–14)

Setting

Urban 10 (83%)

Rural 2 (17%)

No. of patients seen per half-day

session (approx.)

12 patients

(8–24 patients per

half-day session)

Self-reported no. audit and feedback

reports with opioid info receivedb
5 reports

(2–10 reports)

No. of academic detailing visits

receivedc

1 2 (17%)

2 3 (25%)

3 8 (67%)

aOne physician reported having a detailer within their Family Health Team.
bOne physician provided a range of 5–10 reports (8 reports used for the

average).
cOne physician has one or two academic detailer visits (coded in both).

Laur et al. 5



factors (environmental context and resources). Potential,
yet unrealized MoAs, as identified using the TTT, included
behavioral regulation, knowledge, behavioral cueing,
general attitudes/beliefs, attitude toward the behavior,
and social influence. Academic detailers mentioned that
the AF report and AD visits could be somewhat comple-
mentary but saw significant challenges. Physicians saw
strong potential for the interventions to be complementary,
saying that each intervention had a unique way to support
them in addressing this complex crisis.

Academic Detailer Interview Responses
Delivery of AD Visits

Academic detailers were trained on clinical content and
delivery methods, and there was a sequence to a typical
visit (Table 3). As topics were complex and controversial,
the information had to be actionable and tailored for the
physicians, with materials used to support, not drive, the
conversation. As the academic detailer was not typically
in the circle of care, specific patients were not discussed;
however, case examples were used to provide actionable
strategies that aligned with the evidence.

How Academic Detailers Reported Supporting
Physician Behavior Change

When probed about the behaviors that physicians
should be able to enact following a visit, the academic

detailers mentioned specific behaviors related to the three
visit subtopics. Since each visit was adapted to physician
needs, the specific behavior targeted varied visit to visit.
However, all academic detailers discussed their goal of
supporting physicians to safely prescribe opioids (i.e., the
overall behavioral target as mentioned in Table 1). BCTs
identified in the academic detailers’ descriptions of strat-
egies used to encourage change included problem
solving, instructions on how to perform the behavior,
adding objects to the environment, credible source,
social support (unspecified), and an additional theme
focused on shaping knowledge. Details are in Table 4.

Problem Solving. Aligned with adapting to physician
needs, problem solvingwas themost common strategy as aca-
demic detailers supported physicians to work through case
examples, talked through specific situations, and provided
strategies for conversations which the physicians had indi-
cated they found more challenging. Academic detailers typic-
ally recommended “Talking Points,” which provided specific
phrases for physicians to use. These points were developed by
the Centre for Effective Practice in consultation with primary
care providers and persons with lived experience to be better
aligned with patients’ needs. “I give it [Talking Points docu-
ment] to all the physicians actually, whether they ask for it or
not because usually it’s [using appropriate language] a chal-
lenging piece for all physicians” (AD 3).

Instructions on How to Perform the Behavior and
Add Objects to the Environment. Both BCTs were a fre-
quent part of the visit. Instructions were provided based on
the request of the physicians, supported by evidence-based
tools and guidelines. The detailing materials provided a lot
of information regarding specific steps and the academic
detailer worked with the physician to see how and when
these steps and tools could be applied. Some of the tools
were designed to be embedded in the electronic medical
record system or could be used directly with a patient.
For example, the tool generally referred to as the “four-tire
analogy” (Supplement 3) helped explain how multiple
pharmaceutical and non-pharmaceutical options were
needed in the management of chronic non-cancer pain,
akin to needing air in all four tires of a car. This tool
could be used by physicians when talking to patients as
either a physical tool (an object added to their environ-
ment) or explained orally.

Credible Source. Having the academic detailer seen as
a credible source was said to facilitate visits and physician
engagement. Academic detailers mentioned that the physi-
cians trusted that the materials were evidence-based and
appreciated that although this style of visit was better
known to be delivered by pharmaceutical representatives,
there was no commercial interest from the organization
or the academic detailers. “If we did not come off credible,
they [the physician] would not come back for a second
visit” (AD 2).

Table 3
Steps Typically Followed by an Academic Detailer During an Academic
Detailing Visit

Step Description

1 Introductions and rapport building (mainly

when first meeting a physician)

2 Needs assessment to understand how the

physician’s needs align with the key content

messages

3 Answering physicians’ questions and tailoring

the conversation to the topics indicated in

the needs assessment

4 Interacting with the material, including sharing

relevant tools, guidelines, etc., leaving

hardcopies behind as requested

5 Wrapping-up the conversation with a quick

summary and plan for next steps

6 After the visit, email follow-up with requested

electronic resources and addressing any

unanswered questions

Post-visit Subsequent visits built on conversations and

topics discussed in earlier visits

Overall skills

required

Talking to physicians, listening, being

empathetic, building rapport, simplifying

complicated problems, making materials

practical, and understanding body language
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Table 4
Behavior Change Techniques Used by Academic Detailers to Support Safe Opioid Prescribing by Physicians

Behavior change

technique Details Quotes

1.2 Problem solving Academic detailers worked through patient case

examples with the physician

Academic detailers talked physicians through

options for situations perceived by physicians as

challenging

Talking Points helped physicians overcome the

challenges of conversations reported by

physicians to be more difficult

“I always say to them I’m not able to give you a consult

for this patient. However, I’m able to offer you advice

that could be used for a patient like this.” (AD8)

“The talking points, I always call them the glue. I’ll talk

about … here’s what the evidence says, here’s how

the guidelines recommend to do it…. Then I use the

talking points as the glue and the bridge to go, okay,

now how would you actually talk to somebody about

doing this. Because if we can’t get the patient to want

to do this, we’re really not going anywhere.” (AD4)

“For Topic 1 when they’re trying to bring up the topic of

tapering an opioid with that patient, a lot of physicians

find it challenging because they get a lot of pushback

from that patient. Even in terms of, sometimes that

patient starts to breakdown and cry in their office so

a lot of times physicians are asking, how do I deal with

that patient? What can I say to this patient when

they’re in my office and they’re bawling their eyes out?

I mean I’m human. I feel bad for them, and I want to

help them but yet I still know that the best decision is

to reduce their dose but how do I handle this

situation?” (AD8)

4.1 Instruction on how

to perform the

behavior

Academic detailers provided instructions to the

physicians, typically supported by tools which

provided the details

“Let’s say the question comes up about how to convert

one Opioid to another. I’ll get the Opioid manager

tool, and I’ll show them the chart that has that

conversion, and point that specific part of the tool

out.” (AD7)

“What does it look like to actually do a taper, or what

would it look like if we had to do an actual Opioid

conversion to a different Opioid? And then I would

go back, or I would go to the third or fourth page of

the tapering tool, and I would show them, this is

where we have an example of a cross-tapering.

Here’s an example of an Opioid rotation.” (AD5)

12.5 Adding objects to

the environment

Tools were given to physicians to use (electronic

and/or hardcopy)

Some tools got incorporated into the electronic

medical record system

Some tools were for physicians to use with their

patients

“That one [the four-tire analogy] is super-popular. It is

one of our patient handouts and I think a lot of the

physicians like it because it’s a really simple analogy.

It’s something that they can give to the patients. It’s a

great conversation starter because they’re able to

bring up the topic of this car with four flat tires in

terms of managing chronic lung cancer pain. Hand the

patient this document and let them think about it and

then the next time they come back they can pick up

on the conversation.” (AD8)

9.1 Credible source Academic detailers provided evidence-based tools

and guidelines

Physicians appreciated the information was not

from an organization with commercial interest

“The strength of these tools really, really helps us, not

only during the visit but also getting visits, because

CEP started to have more of a reputation, where

people said, yeah, I know your tools, I like your tools.

There’s quite a positive response to the tools.”

(AD7)

“One thing I hear over and over again is it’s nice to get

this information from an organization that has no

commercial interest. It’s not-for-profit because a lot

of times the information they’re getting are from

(Continued)
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Shape Knowledge. The academic detailer also used
the tools and conversations to shape physician knowledge,
often working through questions raised by physicians
about the risks and benefits of opioids and the associated
evidence base (i.e., knowledge-based question).
Academic detailers also increased physicians’ knowledge
of local supports and programs where physicians could
refer their patients to help manage their pain.

Social Support. Overall, the social support mentioned
to be provided through these visits was said to be a trusted

source for physicians to speak with about this complex
topic.

Physician Response to AD
Physicians appreciated the AD visits, particularly as the
conversations were one on one and tailored to their
needs. “The detailer was very open about or responsive
to sort of directing the visit around particular issues that I
might be facing” (Physician (P) 12). Physicians often men-
tioned wanting to discuss specific patients; however, as the
academic detailer was not typically in the circle of care,

Table 4
(Continued)

Behavior change

technique Details Quotes

pharmaceutical companies, so I hear that a lot, that

it’s great to get this information from not only a

company that has no commercial interest, but you

guys are pharmacists.” (AD8)

“I would always produce the studies that have that

information if they were ever curious, I always carry

the opioid guidelines with me, which do discuss some

of the numbers around the benefits of tapering and

the benefits of opioids or lack thereof.” (AD1)

3.1 Social support

(unspecified)

The academic detailer was an expert that the

physician could speak to about this complex

topic

A support network was provided where

physicians could ask questions

“It [detailing] gives them another person in their

support network. If I wasn’t already a pharmacist, it

would give them another place to go and to reach out

for I want to refer to someone so can you help link

me with the resources I might need?” (AD4)

“For the more complex things, like helping someone

with chronic pain sort of bolster their pain control

and try non-drug options and having difficult

discussions, I think it gets people in mind of doing

that, and it helps give them support to doing it. I think,

though, that the ongoing relationship is sort of what

ultimately provides support for doing that.” (AD7)

Shaping knowledge Using the conversations and tools to inform and

“shape” physician’s knowledge and practice

“The tools have lots of information, but I’ve found for

the first topic there’s a lot of information that wasn’t

in the tools. That wasn’t a bad thing, it just enabled

more conversation about the actual risks and benefits

of opioids and some of the evidence behind opioid

use and opioid tapering, which, all of those numbers

and data and studies aren’t included in the tools.”

(AD1)

“The other thing that has been really well-received is

our provider resources. In the resources where

we’re listing MMAPs for example, the Medical

Mentoring for Addiction and Pain Program, that one

has been very popular because a lot of physicians had

no idea it even existed.… They liked having that little

security blanket there in case they do come up with

those challenging scenarios with patients. It’s nice for

them to know oh I do have this resource and I can

reach out to another physician and ask questions.”

(AD8)

Note. AD = academic detailer.
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only examples could be discussed. Physicians understood
this limitation, yet felt it could be a disadvantage to the
service. All physicians self-reported that the AD improved
or validated their opioid prescribing practices.

Physicians Who Mentioned Improvement in Their
Opioid Prescribing Practices Following AD

Among physicians who self-reported improvements in
their opioid prescribing following the AD visits, this
change was driven by improved beliefs about capabilities,
represented as increased confidence, such as in tapering
and speaking to their patients about the process.
Physicians also mentioned increased intentions, repre-
sented as increased motivation, including to have, or
retry, those conversations which physicians felt could be
more challenging. All practice change was dependent on
the environmental context and resources. Physicians men-
tioned difficulty in improving their practices due to lack of
access to local services, such as a specialty clinic that was
not accessible to patients who needed daily treatment. For
some physicians, beliefs about capabilities and intentions
were mediated by increased skills, as the physician tools
and patient handouts were said to improve communication
skills by the “Talking Points,” or how to taper by using the
“Opioid Tapering Template” (Figure 2; Table 5).

Beliefs About Capabilities. Physicians mentioned
feeling increased confidence in knowing that the strategies
they were applying were evidence-based and in having
clear directions on how to support their patients.
Physicians also discussed increased comfort in talking to
their patients about their opioid use. Physicians felt they
were more in control of these conversations, which
meant they could better support the patient, rather than
making immediate referrals, such as to a pain clinic. “I
felt like I had more control, that I could initiate the conver-
sation and encourage change rather than kind of keeping
things status quo” (P1).

Intentions. Intentions to improve prescribing practices
increased. Academic detailer visits motivated physicians to
try something different, such as using the Talking Points to
approach conversations in a different way. Physicians men-
tioned being motivated to re-engage with patients where
they felt they had not previously been able to provide appro-
priate support. “I felt like itmotivatedme towork harder with
people on high doses of prescriptions” (P9).

Interactions. Belief about capabilities and intentions
interacted with each other and were both impacted by envir-
onmental context and resources. System factors were typic-
ally viewed as health system issues that made appropriate
prescribing more difficult. Even physicians who changed
their practice (e.g., using new approaches for talking to
patients) felt restricted by the lack of local support (access
to Suboxone, physiotherapy, etc.), although AD provided
information about additional options.

The use of tools and patient handouts was said to
impact skills for some physicians, which mediated
changes in beliefs about capabilities and intentions.
Tools supported improvements in skills such as tapering,
switching medication, and having more effective and
patient-centered conversations with patients. The tools
were typically praised by physicians, and some were inte-
grated into physician workflow, such as being directly
integrated into their EMR systems, and patient handouts
used during appointments.

Physicians also mentioned using the Talking Points
tool to improve their skills in discussing this complex
topic with their patients, as did working through the four-
tire analogy with their patients. “Some of the handouts,
like the car with the four flat tires handout, things like
that, that I use now all the time with my patients that I
wasn’t using before” (P10).

Validating Physician’s Current Prescribing
Practices
Of the physicians who felt AD visit(s) validated their
current practice, many mentioned already being aware
and supportive of the information provided by the academic

Figure 2
Physicians who increased their beliefs about capabilities and their
intentions to improve their opioid prescribing practices following visits
from academic detailers were all mediated by system factors within
environmental context and resources. For some physicians, the use
of the tools and patient handouts improved their skills, which then
increased their beliefs about capabilities and intentions. These
practice changes were all leading to physician self-reported
improvements in opioid prescribing
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Table 5
Impact of Academic Detailing on Physician Prescribing Practice by Domain of the Theoretical Domain Framework for Those Who Self-Reported
Improvements

Domain and key points Key quotes

Beliefs about capabilities
Improved confidence in how to talk to patients about an opioid

prescription, and feeling there is evidence behind their decisions.

“I think it made me feel more confident because I was able to have

more of a structured approach and a plan, and I do the same

thing now with all of my patients, and it’s better for time

management, and it tracks the conversation better, and gets—

hits all the key points and is evidence-based.” (P10)

“I think it empowered me and gave me more tools that I could try

on my own, in my own relationships, with my patients even

before. Like if things were really complicated, maybe before I felt

more inclined to refer them on to a pain clinic or—more of an

expert. I think it gave me the tools that I could try before

[referring].” (P1)

“By saying this is evidence-based and having a structured approach

that makes you feel confident and I think that helps improve the

rapport, but also just you’ve got to know your patient and read

when to stop pushing. … And I think some of the talking about

the seriousness of it has helped encourage people.” (P10)

“I mean you always still have to have hesitancy and it’s not gone

down to zero, but I think the resources just helped decrease the

anxiety and increase confidence.” (P1)

Intentions
Motivation to change and try something different with patients.

“You come out of those talks just with kind of a little fire under

your chair that you’re kind of ready to do what the best practice

guidelines suggest.” (P2)

“I guess it made me more motivated. So maybe before, I was

hesitant to even have the conversation because I wasn’t sure

how to respond or I wasn’t really confident in my ability to do

that. But with the resources, I guess it improved my confidence

to just try even if it doesn’t work, that’s OK, and yeah it gave me

more motivation.” (P1)

Environmental context and resources
(system factors)
System factors included challenges such as lack of local

resources, referrals to pain clinics, and lack of access to

interprofessional health, including mental health support.

“The problem is access to … self-management programmes,

interdisciplinary teams, mindfulness-based pain management

courses that don’t come with a huge fee for course materials

because they’re [the patient is] on disability and can’t afford it…

How are they supposed to access these things?” (P10)

“It’s just like the poverty of these patients and trying to access them

something other than a medicine, but nothing else is covered,

even the biggest, like the social determinants of health.” (P10)

“[I’m] toying with the idea of like should I prescribe Suboxone, but

like my physical location is nowhere near a pharmacy… It would

make it really complicated, you know, they’re driving… back and

forth while in withdrawals to the pharmacy. So, I think that’s sort

of a big barrier, but I’m not sure how that could be fixed

realistically.” (P10)

“If I have somebody on high dose opioids and I send them to a pain

clinic and they come back from the pain clinic and you know they

say to me, “They told me just to stay on the same dose” and

often times they’ll come before I get the note and then I get the

note that says, you know, they’re not making any changes. And it

would give me more confidence and probably make it easier for

the patients to follow, you know, trying to decrease the dose. If

the pain clinic also said to them “Yes I think you should lower the

dose we’re in agreement with your doctor.” (P6)

Environmental context and resources
(physician tools and patient handouts)
Tools and handouts were embedded into physician workflows

“We [physician with their patient] would do an opioid risk tool, we

would do the narcotics agreement, and then I would print out

the car with four flat tires handout, and we would walk through

(Continued)
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detailer. “I was already convinced that this was the way to go,
so this has just reinforced what I already kind of knew” (P8).
The visit was said to be a good review of material, and they
appreciated the tools and handouts; however, it did not
change their workflows or the way they interacted with
patients. “I think I’m doing things okay. … [detailing was]
just making sure and reminding us of all the things we
should be doing or messaging or just tips and tricks of like
and some fine tuning” (P11).

Some physicians reported increased intentions, which
typically presented as increased motivation. However, for
various reasons, including feeling they had already done
what they could for their patients, and negative system
factors previously discussed, this intention did not lead to
changes in practice.

Observed Change Strategies and Potential MoA
Observed change strategies identified by academic

detailers were mapped to TDF domains identified in the
physician interviews and then compared to potential
MoA identified within the TTT (Table 6). Potential, but
unrealized, MoA based on the TTT included behavioral
regulation, knowledge, behavioral cueing, general atti-
tudes/beliefs, attitude toward the behavior, and social
influence.

Academic detailers mentioned using problem solving,
including tailoring their visit to meet physician needs and
working through case examples. Physicians recognized
this tailoring and use of examples as part of increasing
their beliefs about capabilities, such as by working
through case examples, which also impacted on skills

Table 5
(Continued)

Domain and key points Key quotes

and discussed with patients.

These tools increased physician Skills.
each section and talk about what I would think might help them,

give them a handout for the online self-management course

because we don’t have anything like that locally.” (P10)

“A lot of the tools that [the academic detailer] gave and handouts,

we actually scanned it right into our EMR.” (P2)

“Those talking points with patients about, you know, just sort [of]

approaching it in sort of a non-judgemental kind of way to try to

get them to think about their use of opioids.” (P5)

“We talked about the side effects, the long-term side effects of

opiates and I give that handout to patients. So actually like I bring

it out… to get that buy-in from the patient to understand why I

want to decrease their medication.” (P3)

Skills
Physicians’ increase in skills was mainly driven through provider

tools and patient handouts.

Provider tools increased skills in tapering, switching medication,

and assessing opioid risk.

Patient facing handouts and talking points embedded throughout

all resources, improved physician’s skills in effectively

communicating with their patients.

“I didn’t think of the switching chemical types before [the academic

detailer] came out, so that might be one of the biggest things I’ve

changed is the rotating opiate piece.” (P3)

“The ‘How to Taper Opioids’ tool was really great for coming up

with a structured approach and like how to do it in terms of

dosing. … It makes it more standardised and that you’re not

going to drop them too quickly and then have them, you know,

have severe symptoms and therefore back out.” (P10)

“I screen more than I probably did before for opioid use disorder.”

(P3)

“There’s that pressure from patients, but saying, “No, actually let’s

take a step back and why do you think you need more?” What

else can we do to support the patient, so I guess becoming like

more allies with the patient as opposed to just being, you know,

antagonistic with each other and saying, “No I won’t” and then

the patient gets upset or threatening and then you kind of bow

down to them and, yeah so, it’s just more of a collaborative kind

of approach.” (P5)

“Concrete ways of things that I can talk about when I’m with the

patient. Like if I’m stuck or we’re finding that we’re just circling.

Just to give new approaches to get the conversation going.” (P1)

“Talking points is the one that I really found interesting, just kind of

interesting little curve balls you can throw at the patient in a

nice, obviously therapeutic and harmonious way, or like

questions that the patient may ask.” (P2)

Note. P = physician.
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such as tapering and communicating with patients, while
still impacted by environmental context and resources.
Within the TTT, problem solving had been linked to
beliefs about capabilities, with inconclusive evidence for
environmental context and resources and skills. The TTT
had evidence for behavioral regulation as another potential
mechanism for problem solving.

Although social support was mentioned by academic
detailers as a strategy for changing practice, physician
behavior change did not appear to be driven by social
influence. Physicians did not report to be changing their
practice because of the interpersonal processes and the
social interaction with the academic detailer. The com-
bination of the academic detailer with the resources
seemed to lead to physicians reporting changes in their
prescribing practices, not solely the interaction with the
detailer.

Physician Response to the MyPractice Report
Physicians mentioned opening the AF report at least

once after the email prompt and reviewing the general
trends for how they compared to themselves in previous
reports and to others. Many physicians mentioned doing
a more comprehensive review when there was a change
since their last report, or if they were prescribing higher
than others. Most physicians felt the report was useful,
although a few mistrusted the data, felt their patients
were different from others, and worried about high rates
of prescribing by others. On its own, receiving the AF
report did not lead to changes in beliefs about prescribing
practices; however, for some, it provided validation and
reassurance (Table 7).

Physicians who felt that reviewing the report validated
their practice typically already believed they were provid-
ing appropriate care. For them, the AF report was a good

Table 6
Observed Change Strategies Identified by Academic Detailers, Mapped to Change Mechanisms for Physicians Who Self-Reported Improvements in
Practice and Potential Mechanisms of Action Identified Through the Theory and Techniques Tool

Observed change

strategy identified by

academic detailers

Observed mechanism of

action identified by

physicians

Potential mechanism of action

identified through the Theory

and Techniques Tool

Example from physicians who mentioned

practice change after receiving AD

1.2 Problem solving Environmental context

and resources

Beliefs about

capabilities

skills

Beliefs about capabilitiesa

Environmental context and

resourcesb

Skillsb

(Behavioral regulation)c

Academic detailers walked physicians through

challenging case examples of tapering a

patient using the Opioid Tapering

Template, which increase physician Skills,

and their beliefs about their ability to taper

a patient that had previously not been able

to taper.

4.1 Instruction on how

to perform the

behavior

Environmental context

and resources

Skills

Beliefs about

capabilities

Skillsa

Beliefs about capabilitiesa

(Knowledge)c

Academic detailers provided step-by-step

instructions on how to taper, which

increased skills, and led to increased beliefs

about capabilities.

12.5 Adding objects to

the environment

Environmental context

and resources

Beliefs about

capabilities

Environmental context and

resourcesa

(Behavioral cueing)c

Academic detailers provided physicians with

patient handouts, which they used with

patients to support conversations, and thus

increased their beliefs about the ability to

effectively communicate with patients.

9.1 Credible source Beliefs about capabilities

Intentions

(General attitudes/beliefs;

attitude toward the behavior)c
Academic detailers and physicians discussed

trusting the academic detailers, leading to

an increase in beliefs about capabilities and

intentions to improve their prescribing.

3.1 Social support

(unspecified)

– (Social influences)c Academic detailers mentioned providing

social support to physicians; however,

physicians discussed the combination of

detailer visits and the resources to drive

change, rather than social support alone.

Shaping knowledge Beliefs about capabilities

Intentions

— Specific resources such as a list of local

supports more specific to the physician’s

location supported increased skills.

Note. AD = academic detailer.
aLink identified in the Theory and Techniques Tool.
bLink identified as inconclusive in the Theory and Techniques Tool.
cIdentified in the Theory and Techniques Tool, but not by the academic detailer or physician interviews.
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reminder, a validation of their current practice, and a
reassurance. “It doesn’t change what I would do drastic-
ally, but it helps confirm if my thinking was on the right
track or just give me some supporting reassurance” (P1).
Other physicians were neutral to the report and did not
mention feeling validated or reassured.

When asked about the “Change Ideas” page, which
includes a list of suggestions and resources for making
practice improvements (Supplement 1), many physicians
mentioned already doing these suggestions. “I think
they’re [Change Ideas] pretty straightforward as to things
that I would normally be doing anyway” (P6).

Complementarity of Interventions
When asked about how the AF report and AD complemen-
ted each other, this was typically the first time either aca-
demic detailers or physicians had considered this
question. Academic detailers and physicians did not
usually discuss the AF report. Some academic detailers
saw challenges in considering these together, particularly

as they felt they already had a lot to cover and were skep-
tical about the AF report for including old or inaccurate
data and difficulty when specific patients cannot be listed.

Many physicians felt the AF report could specify where
improvement was needed, while the AD visit(s) could help
make those improvements; both were needed to address
this complex crisis. While reflecting on this question,
some physicians concluded that it would have been quite
helpful to bring up the report during their AD visit. “I
think the reports are to tell you about your own practice,
and then the detailing gives you kind of the general over-
view of how to do things. And now that I think about it,
it might’ve been helpful if we had the reports for the detail-
ing, which we didn’t do” (P7).

Reflections of Lived Experience Advisors
Throughout the analysis, the Lived Experience Advisors
on the project team emphasized the need for further work
to consider fidelity between intentions for the interventions
and patient experience with physicians who have received

Table 7
Impact of the Audit and Feedback Report on Change in Physician Practice

Key quotes

Emphasized the AF report validated current

practice

“I don’t know if I need to make any more changes. I’ve already made a lot of changes a few

years ago. The report just kind of reinforces what I’ve already been doing specifically.”

(P8)

“If I have time, I definitely would try to read more details. … Like they kind of give you

these main topics and then on each page I’ll look for what it’s trying to report and what

my rating was versus the rest and make sure it fits with what I would want to be,

where I would want to be. If it doesn’t then I have to read it more carefully to figure

out how the data is being generated, how it applies, whether it’s valid that way for me

or whether I’d have some outliers that I need to adjust for it.” (P11)

“I can’t identify a specific change but it’s more just reinforcing, I guess, what I already sort

of know and then try to do.” (P12)

“Come out [of medical school] weak at the knees almost, like so timid to practice,

prescribe and being able to [see] those reports it certainly is encouraging.” (P2)

“It makes me feel better about my own prescribing habits, I guess. … lower prescriber

compared to the others.” (P8)

Explicitly stated no change in practice after

reading the AF report

“I feel my own report is already as low as it could be achievable. To try to push that very

slim margin would probably have repercussions, like by my patients.” (P4)

“I haven’t implemented any opiate-specific changes.” (P7)

“I don’t feel like I have a standard practice anyway, so I don’t feel like this accurately—like

I kind of take it with a grain of salt.” (P9)

“I don’t think it’s actually a very good use of a doctor’s effort to try to focus on a few

patients when we have to look at this other system problem.” (P4)

“Those [Change Ideas] are good to know. I don’t know if I’ve ever actually used many of

them because I know I have a good handout from the… Centre for Effective Practice. I

have good handouts from there so I think I probably would go to those handouts.…

But yeah those are good as well just like any resource is always appreciated.” (P5)

“I would say I don’t usually read those [Change Ideas]. Yeah, I know who my high users

are. And they’re kind of—I’ve already attempted multiple times to try and bring them

down, and you kind of negotiate it down to a level where they’re not fighting me on it,

and that is I’m happy with whatever. I did actually come down, so we just kind of leave

things status quo.” (P7)

Note. AF = audit and feedback; P = physician.
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them. Patient experience with the physician may not neces-
sarily match the physician’s belief about their capabilities.
Physicians may believe they are communicating well with
their patients, but patients may have different perspectives.
For example, the “four-tire” tool (Supplement 3), shared
often by detailers and used frequently by the physicians,
was felt to be objectifying and lacking nuance.
Individuals with lived experience might help improve the
design of these interventions. Details on the perspectives
of lived experience advisors in this project are elsewhere
(Nicholas Angl et al., 2024).

Discussion
Interviews with academic detailers and physicians were con-
ducted as part of a multifaceted evaluation to understand the
impact of an AF report and/or AD on opioid prescribing by
primary care physicians across Ontario, Canada. A linked
publication explores the causal assumptions in the develop-
ment and design of these interventions (McCleary et al.,
2023). In this study, we show how examining the fidelity
of the intervention from initial design through to final delivery
can identify opportunities for optimization.

For AD, change strategies described by academic detailers
to support safer opioid prescribing by physicians included
problem solving, instructions on how to perform the behav-
ior, adding objects to the environment, credible source,
social support, and shaping knowledge. Of the physicians
who reported they changed their behavior in response to
AD, this was attributed to increased belief about capabilities
and intentions, mediated by increased skills for some physi-
cians, and environmental context and resources for all physi-
cians. The AF report provided validation and reassurance to
some physicians, but many reported no effect.

Interestingly, the process evaluation results differed from
the quantitative evaluation, which found no significant
change in total prescribing, and that the greatest significant
reduction was in top prescribing physicians who received
the AF intervention (Lacroix et al., 2024). Potential reasons
for the discrepancy included that the focus of the AD did
not directly align with the outcomes measured, and the per-
ceived benefits of detailing (better communication with
patients, increased problem solving, etc.) are not measured.
Another reason may be due to sampling bias as physicians
with the most room for improvement may not have agreed
to an interview but could mean that the interventions them-
selves were not targeted to those with the most room for
improvement. The data also looked at the impact of both
interventions, yet the interventions were not coordinated
and did not provide complementary support. Finally, physi-
cians may not always know what leads them to change
their behavior. These discrepancies highlight the importance
of considering quantitative and qualitative results within
process evaluations, as, on their own, the results may not
present the full impact.

We observed fidelity between the intervention intentions
and delivery, but variation in how physicians responded to
the interventions. This variation aligns with the concept of
“voltage drop,” which is particularly common for interven-
tions delivered at scale, when there is a change from the
initial design to actual delivery and receipt (Chambers
et al., 2013). Context and environment played a strong role
as patient roster, access to patient support services, and geo-
graphic location were all said to impact physician prescribing
as well as their response to the interventions, which aligns
with prior research (Desveaux et al., 2019; Gugala et al.,
2022; Kennedy et al., 2019). There was a range of physician
beliefs about capabilities, from those who mentioned exten-
sive experience with opioid prescribing and were already
highly capable, through those who mentioned that so few
of their patients had an opioid prescription that the interven-
tions were not relevant. As AD requires trained pharmacists,
it may be worth considering having this resource reserved for
physicians with higher potential or need for change, to maxi-
mize impact (Lacroix et al., 2023). This pool could include
physicians with a higher number of patients with an opioid
prescription or those with prescribing practices that differ
from their peers. However, having a higher number of
patients on an opioid prescription does not imply a clinical
need for improvement nor the desire to improve.

AF literature recommends increasing actionability
(Desveaux et al., 2021; Willis et al., 2022);
co-interventions, such as AD, may be one approach to
increase actionability. When asked to consider the two
interventions together, academic detailers saw challenges
while physicians saw potential. Physicians reported that
both interventions potentially had unique but complemen-
tary roles in addressing this complex crisis, highlighting
that future collaboration might increase impact, particu-
larly for physicians with room for improvement. In inter-
vention design, knowing how the intervention fits within
the current context and in relation to other interventions
is important (Baker et al., 2010; Damschroder et al.,
2022; Murray et al., 2010); however, the differing perspec-
tives we found between detailers and physicians further
highlights the need to consider the perspectives of those
delivering, receiving, and impacted by, the intervention.

Ontario Health anticipated that the AF report would
provide physicians with a clearer understanding of their
own prescribing patterns in comparison to others.
Document mapping suggested behavior change would be
driven by feedback on behavior and social comparison
(McCleary et al., 2023). Physician interviews found that
the AF report could validate or provide reassurance of
current practice. The emphasis was on reflection (i.e.,
understanding physicians own prescribing data) and less
about action, which aligned with the physician interview
results. These results are also aligned with the Clinical
Performance Feedback Intervention Theory, which empha-
sizes that the understanding of data is a key way that AF
leads to change (Brown et al., 2019). As receiving the
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AF report was voluntary, there was an inherent bias in that
many of the physicians receiving the report were already
focused on quality within their practice and already had
some knowledge of where and how to find resources and
other practice supports.

Using the TTT to suggest potential new MoAs was a
novel way to inform intervention delivery. Further work
is needed to confirm if these potential, yet unrealized,
MoAs could play a role in increasing effectiveness of
these interventions. Crawshaw et al. identified the 10
most common BCTs used within randomized control
trials that included AF (Crawshaw et al., 2023). Of
these 10, three overlap with the AD MoAs; however,
the seven additional MoAs mean the AF intervention
may be complementary by adding several ways to
support physician behavior change. These seven include
feedback on behavior, social comparison, education
(unspecified; created for the review), social support
(practical), prompts/cues, discrepancy between current
behavior and goal, and restructuring the social environ-
ment. The combined impact of these interventions is
also difficult to articulate, since all physicians received
the report and knew their process was being tracked;
thus, it may have had more of an impact than would be
found through interviews.

Limitations
We focused on self-reported change (or lack thereof);
actual prescribing change of participants is unknown.
MoAs could only be identified among physicians who
reported they changed their practice. Physicians were pre-
dominantly from urban areas, half were in a Family
Health Team, and 67% had received three or more AD
visits. As such, interviewed physicians may have been
more actively engaged with quality improvement efforts
to improve their prescribing than other physicians.
However, the insights from such physicians remain
useful regarding missed opportunities for complementar-
ity of the interventions.

As physician recruitment began in February 2020, the
COVID-19 pandemic limited the number of physicians
interviewed and recruitment ended due to recruitment chal-
lenges rather than data saturation. Since the opioid-specific
detailing was conducted between March 2018 and March
2020, a long time passed between receiving the AD
visit(s) and the interview; thus, physicians had difficulty
remembering the specifics of the visits, making further
recruitment futile.

To capture the impact on patient experience, a final
phase included interviews with patients of interviewed
physicians. The limited physician recruitment severely
restricted our ability to recruit patients, and this project
was cancelled. A separate study could explore the patient-
level impact, particularly regarding the use of patient hand-
outs and the Talking Points.

Conclusions
This theory-informed process evaluation of two large-scale
interventions to improve opioid prescribing examined both
interventions in detail to identify if/how these interventions
led to perceived physician behavior change and ways to
improve ongoing delivery. Physicians indicated AD
increased’ belief about their capabilities and their inten-
tions, mediated by increased skills and the impact of the
environmental context and resources, or validated their
current opioid prescribing practices. As AD requires the
involvement of trained pharmacists, supporting physicians
with more room for improvement may maximize effective-
ness and efficiency. The AF report provided reassurance
and validation to some physicians. Physicians saw strong
potential for the interventions to be complementary. By
fully exploring fidelity of the intervention designs
through to their delivery and receipt, and exploring poten-
tial, yet unrealized, MoAs, this study helps inform poten-
tial strategies for improving ongoing delivery of two,
large-scale, interventions.
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