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Effects of Facilitated Team Meetings and 
Learning Collaboratives on Colorectal 
Cancer Screening Rates in Primary Care 
Practices: A Cluster Randomized Trial

ABSTRACT
PURPOSE The purpose of this study was to evaluate a primary care practice–
based quality improvement (QI) intervention aimed at improving colorectal can-
cer screening rates.

METHODS The Supporting Colorectal Cancer Outcomes through Participatory 
Enhancements (SCOPE) study was a cluster randomized trial of New Jersey pri-
mary care practices. On-site facilitation and learning collaboratives were used 
to engage multiple stakeholders throughout the change process to identify and 
implement strategies to enhance colorectal cancer screening. Practices were ana-
lyzed using quantitative (medical records, surveys) and qualitative data (observa-
tions, interviews, and audio recordings) at baseline and a 12-month follow-up.

RESULTS Comparing intervention and control arms of the 23 participating prac-
tices did not yield statistically signifi cant improvements in patients’ colorectal 
cancer screening rates. Qualitative analyses provide insights into practices’ QI 
implementation, including associations between how well leaders fostered team 
development and the extent to which team members felt psychologically safe. Suc-
cessful QI implementation did not always translate into improved screening rates.

CONCLUSIONS Although single-target, incremental QI interventions can be effec-
tive, practice transformation requires enhanced organizational learning and 
change capacities. The SCOPE model of QI may not be an optimal strategy if 
short-term guideline concordant numerical gains are the goal. Advancing the 
knowledge base of QI interventions requires future reports to address how and 
why QI interventions work rather than simply measuring whether they work.

Ann Fam Med 2013;11:220-228. doi:10.1370/afm.1505 

INTRODUCTION

Q
uality improvement (QI) approaches vary in the extent to which 

specifi c objectives, tools, resources, and change processes are 

provided and orchestrated by health systems or researchers. 

On one end of the spectrum, these features are externally imposed on 

participating organizations/subjects, such as providing physicians with 

fl ow sheets,1,2 checklists,3,4 or computer-based reminders,5-8 or distributing 

patient educational materials.6,9,10 Although such approaches can provide 

straightforward change mechanisms that ensure generalizability and treat-

ment fi delity, they can pose problems when contextual variables contradict 

intervention fi delity11 or when motivation to sustain changes wanes once 

the researchers leave.12

On the other end of the spectrum are approaches where organiza-

tions/subjects engage in their own problem identifi cation, and the pro-
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cesses for change emerge internally. These approaches 

move beyond fi lling a knowledge defi cit on the part 

of patients or clinicians to enhancing the organiza-

tion’s capacity and resources for change.13-17 Research 

on stakeholders—those individuals and groups who 

have an interest in and are infl uenced by the organiza-

tion18—suggests that when stakeholders identify prob-

lems and generate their own solutions, they are more 

likely to engage in and sustain change processes.19 

Without the engagement, motivation, and commit-

ment of key stakeholders within an organization, even 

meritorious innovations may be abandoned before they 

have had the chance to be effective.20

We report the results of the Supporting Colorectal 

Cancer Outcomes through Participatory Enhance-

ments (SCOPE) study, which combined features 

on both ends of this spectrum. The study imposed 

on participating primary care practices a specifi c 

goal—to improve colorectal cancer screening (CRC) 

rates—and a change process—a series of facilitated 

team meetings and learning collaboratives. The use of 

practice facilitators to guide QI efforts21 and learning 

collaboratives to stimulate cross-practice learning22-26 

has received growing attention as robust methods 

for translating evidence-based guidelines into prac-

tice. Within these parameters, the study tailored the 

change process, allowing practice members to gener-

ate their own QI objectives and strategies in hopes of 

enhancing practices’ capacity for change.

METHODS
SCOPE was a cluster randomized trial designed to 

evaluate the effectiveness of a tailored intervention on 

CRC screening rates in primary care practices. The 

study design incorporated a mixed-methods evaluation 

to assess practice-level variation in intervention fi delity 

and experiences.27 CRC screening was selected because 

of its documented benefi ts for reducing morbidity and 

mortality, and its proven cost-effectiveness.28-31

The unit of randomization and intervention was the 

practice, whereas the unit of observation of outcomes 

was patients within each practice. SQUIRE32,33 and 

CONSORT34 guidelines served as a framework for 

implementing the intervention and reporting fi ndings. 

The study was approved by the University of Medi-

cine and Dentistry of New Jersey Institutional Review 

Board, and informed consent was obtained from par-

ticipating practice members and patients.

Intervention
The 6-month intervention included 3 integrated com-

ponents: a multimethod assessment process (MAP),27,35 

a refl ective adaptive process (RAP),35-37 and learning 

collaboratives.23-26,38-40 Key study personnel included 6 

doctoral- or masters-level professionals who served as 

both qualitative researchers and QI facilitators. Most 

had experience in qualitative data collection method-

ologies and received facilitation training to ensure con-

sistent implementation of the intervention. Most did 

not have expertise in cancer screening.

During the 3-day assessment, study personnel 

systematically observed practices and conducted inter-

views with clinicians and staff.27 Study personnel used 

an observation template to guide data collection and 

ensure consistency. After the MAP, study personnel 

shifted into facilitator mode and prompted the forma-

tion of a RAP team in each practice, which drove the 

practice’s CRC screening improvement efforts. RAP 

teams engaged in 2 cycles of meetings, with each cycle 

consisting of approximately 4 to 6 meetings. Although 

the facilitators guided the teams through the change 

process,37,41,42 decision making and QI work rested with 

the practice members.

The intervention also included 2 day-long learn-

ing collaboratives held after the fi rst and second RAP 

cycles to foster cross-practice learning.25 Two rep-

resentatives from each practice, including at least 1 

physician, were requested to attend. The curriculum 

included a mix of didactic presentations from experts 

on cancer screening, cancer survivorship, and organi-

zational change, followed by refl ective discussions. Key 

points included the value of all recommended screen-

ing modalities, colonoscopy as the only method that 

can prevent CRC, and barriers to CRC screening.

Practice and Patient Sample
Power calculations indicated that for a 2-group t test 

of follow-up screening rates conducted at the .05 sig-

nifi cance level, a sample of 24 practices evenly split 

between control and intervention groups with 30 

patients per practice would give 90% power to detect 

an absolute increase of 75% in screening rates (from 

31% to 54%). These calculations were based on esti-

mates from previous data with an average baseline 

screening rate of 31% and an intracluster correlation 

(ICC) coeffi cient of 0.38.35

Practices were recruited from the New Jersey Pri-

mary Care Research Network, as well as the general 

population of primary care practices in New Jersey. 

Practices that agreed to participate were randomized to 

either the intervention arm or control arm of the study. 

A consecutive sample (a type of nonprobability 

sampling that seeks to include all accessible and eligi-

ble subjects as part of the sample)43 of 30 patients aged 

50 years or older was recruited from waiting rooms of 

each practice at baseline and the 12-month follow-up, 

constituting independent samples of patients. Descrip-
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tions of recruitment are published elsewhere.44 New 

patients and those who could not read or write English 

or Spanish were excluded. Patients were surveyed, and 

screening information on various cancers was extracted 

from their medical records. 

Data for Quantitative Outcomes
CRC screening rates and physician recommendation 

for CRC screening were determined by medical record 

review.45 Trained chart auditors used a standard-

ized chart abstraction tool, and interrater reliability 

analyses were conducted as part of ongoing quality 

checks. Patients were considered to be up-to-date on 

CRC screening if there was documentation of having 

received any tests in the recommended time period 

based on 2005 recommendations from the American 

Cancer Society: fecal occult blood test (FOBT) within 

1 year, sigmoidoscopy or barium enema within 5 years, 

or colonoscopy within 10 years.46 Information was not 

collected on whether the tests were done for screen-

ing or for diagnosis of symptoms or abnormal physical 

fi ndings. Because patients and practice members were 

not blinded to the focus of the study, we excluded data 

from the day of patient recruitment to minimize poten-

tial Hawthorne effects.

Statistical Analysis

Percentages summarized the distributions of patient 

and practice characteristics. The percentages of (1) 

patients for whom the practice met screening guide-

lines and (2) patients with appropriate screening or 

recommendation for screening in the medical chart 

were calculated at baseline and follow-up for each 

group (intervention and control). ICCs for these out-

comes at baseline were calculated. An intent-to-treat 

analysis assessed the main effect of the intervention by 

comparing the odds of improvement for intervention 

practices with those for control practices. Specifi -

cally, within each group a Mantel-Haenszel common 

odds ratio was estimated stratifying by practice, 

thus accounting for clustering of responses within 

practices. A Z test was then used to assess whether 

the log-odds of improvement differed signifi cantly 

between groups. A Breslow-Day test assessed homo-

geneity across practices in the odds of improvement 

within each group. Sensitivity analyses included 

2-group t tests comparing the average improvement 

in screening rates between groups, measured within 

practice as a difference in proportion screened at 

follow-up minus that at baseline. This approach fol-

lows in principle that described by Donner and Klar47 

for follow-up screening rates when not controlling for 

baseline. All analyses were conducted using SAS soft-

ware (SAS Institute Inc).

Data for Qualitative Assessments
Qualitative data included MAP fi eld notes and audio-

taped RAP and learning collaborative meetings. Field 

notes of RAP meetings and learning collaboratives 

were written to capture elements not available from 

audio-recordings, such as group dynamics. Six- and 

12-month follow-up visits were completed to assess 

longer term effects of the intervention. Data were de-

identifi ed to ensure confi dentiality.

Qualitative Analysis

An immersion/crystallization technique was used to 

analyze the qualitative data.48 Descriptive case sum-

maries were written for each practice and discussed 

in detail with the coauthors to identify initial pat-

terns and themes. During this analytic process, 6 

characteristics emerged as key contributing factors 

for the teams’ QI implementation: (1) team structure, 

defi ned as consistency of RAP team membership; (2) 

leadership, defi ned as how well formal practice lead-

ers fostered team development and participated in QI 

efforts; (3) engagement, defi ned as participation by 

team members in the RAP meeting discussions and QI 

efforts; (4) psychological safety, defi ned as evidence 

of interpersonal risk-taking, such as voicing dissent-

ing opinions or critical perspectives on QI efforts; 

(5) intracommunication, defi ned as communication 

among RAP team members regarding QI efforts; and 

(6) intercommunication, defi ned as communication 

between the RAP team and the rest of the practice 

regarding QI efforts. Each practice was then ranked 

along a continuum of strong, moderate, or weak on 

each characteristic. Implementation characteristics 

were explored using a comparative case study analysis. 

Any discrepancies in how the coauthors interpreted 

the fi ndings were discussed to reach consensus.

RESULTS
Twenty-fi ve practices consented to participate and 

were randomized to either the intervention arm (n = 12) 

or control arm (n = 13) (Supplemental Figure 1, avail-

able at http://annfammed.org/content/11/3/220/

suppl/DC1).  Early on, 2 practices closed (1 inter-

vention, 1 control). To ensure an adequate interven-

tion group sample, 1 control practice was randomly 

selected to be in the intervention group, thus providing 

a fi nal sample size of 23 practices (12 intervention, 11 

control). Of the 23 practices, the average number of 

physicians was 4 (min/max = 1 to 11). All were family or 

internal medicine practices, and only 1 was a residency 

practice (P16); 83% of practices were located in subur-

ban settings. The average length of practice existence 

was 11.7 years. 
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Of the 12 intervention practices, 7 fully engaged 

in the intervention, 2 practices (P17 and P21) failed 

to participate in the intervention, and 3 others never 

fully engaged in developing collaborative processes as 

intended by the study (P7, P11, and P15) (Supplemen-

tal Table 1, available at http://annfammed.org/

content/11/3/220/suppl/DC1).

At baseline, 80% (N = 791) of eligible patients con-

sented to participate in the study; 67% (n = 723) of 

eligible patients participated at the 12-month follow-

up (Supplemental Figure 2, available at http://

annfammed.org/content/11/3/220/suppl/DC1). On 

average, 37% of patients had Medicare or Medicaid 

insurance. A total of 1,315 charts were audited for this 

study. Patient characteristics are pre-

sented in Table 1.

Quantitative Findings
Baseline CRC screening rates by 

practice ranged from 14% to 93%, 

with the average being 46%. At 

baseline, the outcomes (whether 

patients were appropriately screened 

or whether they received a screening 

recommendation and screening) had 

ICCs of 0.18 and 0.19, respectively.

The percentage of patients 

appropriately screened for CRC 

decreased among control practices 

(43% to 38%) and increased among 

intervention practices (49% to 53%). 

The percentage of patients screened 

or receiving physician recommenda-

tions decreased from 62% to 58% in 

control practices and increased from 

67% to 71% among intervention 

practices. These differences were 

not statistically signifi cant, however 

(Tables 2 and 3).

Within the treatment arm, 

practices were heterogeneous with 

respect to changes in odds of screen-

ing (Breslow-Day test P = .001 and 

<.001 for control and intervention 

practices, respectively). When exam-

ining screening modalities, FOBT 

use decreased substantially among 

the intervention practices (Table 4).

This change was largely due to a 

single practice (P10) that improved 

their colonoscopy rates but dramati-

cally reduced their use of FOBT.

Qualitative Findings
The quantitative analysis revealed 

considerable variation in screening 

rate changes across practices; there-

fore, we conducted a qualitative 

analysis to understand the context 

of practices’ QI implementation to 

shed light on factors contributing to 

Table 1. Patient Characteristics, Baseline and 12-Month Follow-up

Patient 
Characteristics

Baseline 12-Month Follow-up

Control
No. (%)

Intervention
No. (%)

Control
No. (%)

Intervention
No. (%)

Age, y        

50-59 133 (42) 148 (42) 128 (44) 124 (36)

60-69 98 (31) 104 (29) 109 (37) 115 (33)

≥70 89 (28) 101 (29) 57 (19) 109 (31)

Sex

Male 118 (37) 136 (39) 112 (38) 152 (44)

Female 202 (63) 217 (61) 182 (62) 196 (56)

Race

White 189 (59) 269 (76) 187 (64) 280 (80)

Black 96 (30) 27 (8) 75 (26) 32 (9)

Hispanic 20 (6) 41 (12) 17 (6) 22 (6)

Other 15 (5) 16 (5) 15 (5) 14 (4)

Insurance

Commercial 135 (42) 172 (49) 154 (52) 169 (49)

Medicare 123 (38) 129 (37) 92 (31) 135 (39)

Other 62 (19) 52 (15) 48 (16) 44 (13)

Education level

Less than high school 50 (16) 34 (10) 35 (12) 27 (8)

High school diploma 
or some college

147 (46) 171 (49) 135 (46) 189 (55)

College or graduate 
school degree

123 (38) 143 (41) 123 (42) 129 (37)

Self-rated health

Excellent-good 184 (58) 227 (65) 181 (63) 221 (64)

Fair-poor 134 (42) 123 (35) 106 (37) 122 (36)

Smoking status

Current 45 (14) 27 (8) 33 (11) 37 (11)

Never 185 (58) 216 (61) 175 (60) 200 (58)

Former 88 (28) 109 (31) 84 (29) 109 (32)

Body mass index

Underweight 2 (0.7) 2 (0.6) 5 (2) 2 (0.6)

Normal 75 (25) 87 (26) 67 (24) 71 (21)

Overweight 94 (31) 120 (36) 98 (35) 129 (38)

Obese 135 (44) 126 (38) 112 (40) 134 (40)

Years enrolled in practice

≤1 84 (26) 79 (22) 53 (18) 58 (17)

2-4.9 90 (28) 88 (25) 99 (34) 102 (29)

5-9.9 109 (34) 122 (35) 104 (35) 117 (34)

≥10 37 (12) 64 (18) 38 (13) 71 (20)

Visits in last 24 months

<5 121 (38) 96 (27) 108 (37) 96 (28)

5-8 103 (32) 109 (31) 94 (32) 130 (37)

9-12 61 (19) 84 (24) 47 (16) 67 (19)

≥13 35 (11) 64 (18) 45 (15) 55 (16)
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this variation. Of the 12 intervention practices, 7 were 

high performers based on rankings of moderate to 

strong on all or most of the QI implementation char-

acteristics (Table 5).

Three practices (P7, P11, and P15) were low per-

formers based on the ranking of weak to moderate on 

most of the QI implementation characteristics. Overall, 

most had moderate to strong team structure, engage-

ment, and intracommunication; most practices also 

evidenced weak intercommunication. Despite repeated 

attempts by study personnel to address participation 

challenges, 2 practices (P17, P21) failed to engage in 

the intervention at all. In both cases there was evi-

dence that poor communication between practice lead-

ers and other members led to misunderstandings about 

their participation. Also, practice members reported 

being overwhelmed with co-occurring events in the 

practice, such as electronic health record implementa-

tion or practice ownership changes.

One pattern was evident across the 

high- and low-performing practices. 

The high-performing practices had 

moderate to strong leadership (except 

for P22) and psychological safety for 

this QI intervention, whereas all 3 of 

the low-performing practices evidenced 

weak leadership and psychological 

safety. Although this fi nding does not 

signify a causal relationship, it suggests 

an association between how well lead-

ers fostered team development and the 

extent to which team members felt safe 

to engage in the change process.

Using the qualitative 12-month 

follow-up data, we also found evidence 

suggesting that the high-performing 

practices improved their capacity 

for change more so than the low-

performing practices. Three of the 

high-performers continued to use the 

team-based RAP model in an adapted 

form (eg, RAP meetings integrated into 

practice meetings), and there was evi-

dence that 2 of these practices applied 

this model to other (non–CRC-focused) 

QI efforts. In contrast, none of the low 

performers continued a refl ective adap-

tive process in any form or used the 

model for other improvements. Major 

practice changes (such as ownership 

changes and practice leader turnover) 

that had occurred by the 12-month 

follow-up in several practices may have 

affected their use of the SCOPE model 

after the intervention ended.

While the preceding results speak 

to variation across practices, we also 

explored variation regarding the 

within-practice congruity of qualitative 

and quantitative results. One anomaly 

was evident in practices that did well 

on the QI implementation characteris-

tics but poorly on their CRC screening 

Table 2. Patients Screened, Chart Audit Data

Measure
Control Practices

(n = 11)
Intervention Practices

(n = 12)

Odds of improvement

OR (95% CI)a 0.80 (0.58-1.12) 1.17 (0.86-1.59)

OR = 1, P valueb .18 .32

Breslow-Day, P value <.001 .001

Ratio of ORsc – 1.45

Equal ORs, P value – .10

Change in performance

Average difference of propor-
tions (95% CI)d

–0.05 (–0.20 to 0.09) 0.04 (–0.09 to 0.17)

Change within group, P value .44 .56

Intervention effect, P value – .33

OR = odds ratio, interpreted as the odds of screening at follow-up relative to the odds of screening at 
baseline.

a P value testing the null hypothesis of no improvement within group.
b P value testing whether the odds of improvement are homogeneous across practices within a group.
c Calculated as the odds of improvement under the intervention relative to the odds of improvement 
for the control group.
d For each practice, change was measured as the proportion screened at follow-up minus the propor-
tion screened at baseline.

Table 3. Patients Screened or Screening Recommended, Chart 
Audit Data

Measure
Control Practices

(n = 11)
Intervention Practices

(n = 12)

Odds of improvement

OR (95% CI)a 0.82 (0.59 to 1.15) 1.21 (0.87 to 1.68)

OR = 1, P valueb .24 .25

Breslow-Day, P value <.001 .008

Ratio of ORsc – 1.47

Equal ORs, P value – .11

Change in performance

Average difference of propor-
tions (95% CI)d

–0.05 (–0.23 to 0.13) 0.04 (–0.08 to 0.15)

Change within group, P value .59 .48

Intervention effect, P value – .40

CI = confi dence interval. OR = odds ratio, interpreted as the odds of screening at follow-up relative to 
the odds of screening at baseline.

a P value testing the null hypothesis of no improvement within group.
b P value testing whether the odds of improvement are homogeneous across practices within a group.
c Calculated as the odds of improvement under the intervention relative to the odds of improvement 
for the control group.
d For each practice, change was measured as the proportion screened at follow-up minus the propor-
tion screened at baseline.
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rates. The converse refl ected a second anomaly. We 

therefore selected 3 case studies to further explicate 

connections between practices’ implementation pro-

cess and their changes in screening rates. P2 illustrates 

what we hoped for in an intervention study: a practice 

that had excellent implementation characteristics and 

had positive increases in their CRC screening rates 

(Supplemental Appendix 1, available at http://annfa-

mmed.org/content/11/3/220/suppl/DC1). This 

practice had strong relationships as evidenced 

by a cohesive team, open discussions of proposed 

QI changes, and a psychologically safe environment 

where practice members felt comfortable critically 

refl ecting on the current state of the practice. Data 

and peer stimulus proved to be powerful motivators 

for their improvement.

In contrast, P10 had a moderate to strong QI 

implementation yet experienced a dramatic decrease 

in their CRC screening rates, from 71% to 33% 

(Supplemental Appendix 2, http://annfammed.

org/content/11/3/220/suppl/DC1). For most of 

the intervention period, the RAP team addressed 

practice “chaos” and communication issues, and little 

time was devoted to direct CRC improvement efforts. 

Although there are likely multiple factors contributing 

to this decrease, it is plausible that the intervention had 

an unintended effect on the practice’s screening rates, 

suggesting that this intervention may have had differing 

effects—benefi cial and adverse—

on different types of practices.

Lastly, P15 illustrates a prac-

tice that was ranked as weak to 

moderate on QI implementation 

but experienced an improvement 

in CRC screening rates, from 50% 

to 67% (Appendix 3, http://annfa-

mmed.org/content/11/3/220/

suppl/DC1). The primary phy-

sician in the practice acknowl-

edged that being involved in this 

project increased his diligence to 

screen for CRC. Ultimately, the 

primary physician’s concerted 

efforts to screen better seemed 

suffi cient to positively affect their 

screening rates.

Table 4. All Patients, Chart Audit Data, Breakdown of Screening 
Modalities

Screening

Baseline Follow-up

Control
No. (%)a

Intervention
No. (%)b

Control
No. (%)c

Intervention
No. (%)d

Total screened 136 (43) 174 (49) 111 (38) 183 (53)

Colonoscopy only 114 (84) 139 (80) 95 (86) 164 (80)

FOBT only 5 (4) 22 (13) 6 (5) 6 (3)

Colonoscopy + FOBT 11 (8) 11 (6) 10 (9) 13 (7)

Sigmoidoscopy only 6 (4) 2 (1) 0 (0) 0 (0)

Screened or recommended 197 (62) 236 (67) 170 (58) 246 (71)

FOBT = fecal occult blood test. 

a 11 Practices, 320 patients.
b 12 Practices, 353 patients.
c 11 Practices, 294 patients.
d 12 Practices, 348 patients.

Table 5. Qualitative Assessment of Quality Improvement Implementation (Intervention Practices)
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CRC Screening Rates

Baseline
(%)

12-Month 
Follow-up (%)

P2a Strong Moderate Strong Strong Strong Moderate 14 30

P7 Strong Weak Moderate Weak Moderate Weak 53 73

P8a Strong Moderate Strong Moderate Moderate Weak 37 52

P10a Strong Moderate Moderate Moderate Strong Strong 71 33

P11 Weak Weak Moderate Weak Moderate NA 54 66

P15 Moderate Weak Moderate Weak Moderate Weak 50 67

P16a Strong Strong Strong Strong Strong Weak 43 48

P17 – – – – – – 41 10

P19a Strong Strong Strong Strong Strong NA 52 44

P21 – – – – – – 38 56

P22a Strong Weak Moderate Moderate Moderate Weak 47 71

P23a Strong Moderate Strong Strong Strong Weak 93 86

CRC = colorectal cancer; NA = not applicable. 

 a High-performing practice.
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DISCUSSION
Project SCOPE tested an intervention model that used 

a facilitated, team-based approach to improve CRC 

screening rates in primary care settings. Facilitators 

tailored the change efforts according to the particular 

culture and perceived needs of each practice. Although 

CRC screening rates were emphasized as the focus 

of the intervention, specifi c QI objectives and plans 

rested with the practice members. A central assump-

tion was that getting multiple stakeholder buy-in 

through this approach would enhance motivation and 

commitment to the change process. An explicit goal 

of the study was to develop a practice change model 

(using CRC screening as an initial focus) that could 

then be replicated for ongoing change efforts.

Most SCOPE practices were successful in several 

QI implementation characteristics, including team 

structure, team member engagement, and intrateam 

communication. Except for 2 practices that opted not 

to participate in the intervention, all others formed 

a RAP team, sent representatives to the learning col-

laboratives, and worked on 1 or more QI plans, sug-

gesting that this type of intervention model is viable 

in primary care settings of varying size and structure. 

Variation between high- and low-performing practices, 

however, was evident in how well leaders fostered 

team development and the extent to which team mem-

bers felt psychologically safe to take risks during the 

change process. Most teams were not adept at com-

municating their QI plans with the rest of the practice 

regardless of size. Moreover, only a few practices 

adapted the RAP model for use as an ongoing method 

to identify and work on continuous QI efforts. Orga-

nizational disruptions likely affected several practices’ 

progression of their change capacity. Previous analy-

ses have explored, in depth, additional aspects of QI 

implementation from the SCOPE trial.25,49

Despite certain successes regarding practices’ QI 

implementation, overall SCOPE did not yield statisti-

cally signifi cant improvements in CRC screening rates. 

Importantly, the integration of qualitative methods 

into the study design allowed us to answer recent calls 

to explore the implementation context of null trials.21 

Several lessons learned from SCOPE are important to 

consider for future interventions.

One lesson was that allowing RAP teams to choose 

their own QI objectives and plans meant that some 

practices chose issues that were not directly related to 

CRC screening. RAP teams that focused on poor com-

munication or chaos in the practice viewed these issues 

to be of suffi cient priority that they needed to be 

addressed before the teams could delve into concrete 

clinical improvements. Facilitators prompted teams to 

keep CRC screening in the foreground, but their dis-

cussions often maintained a broader focus on practice 

dynamics and operations. Although potentially ben-

efi cial for the organization in other ways, this aspect 

of tailoring likely diminished their CRC screening 

improvements in the time frame of the study.

Another lesson pertained to the notion of spread. 

RAP teams typically included 1 clinician, and there 

was variability in how well these leaders fostered a cli-

mate of change for the entire practice. Other clinicians 

in a practice tended not to be aware of or engaged in 

the CRC improvement efforts, and RAP teams tended 

to communicate poorly with the rest of the practice 

regarding QI plans. Even though facilitators empha-

sized the importance of practice-wide communication 

regarding their QI efforts, ultimately this responsibil-

ity rested with the teams. As a result, segments of a 

practice improved their capacity for change and CRC 

screening efforts, but most practices were unsuccessful 

in effecting organization-wide improvements.

Additionally, because RAP teams were made up 

of diverse practice members where differing levels of 

administrative power were evident, teams needed a 

sense of psychological safety and trust50,51 that sup-

ported critical refl ection of the change process.49 Facil-

itators helped foster a safe environment, but it often 

hinged on the role of practice leaders. High-perform-

ing practices had strong to moderate leadership and 

psychological safety, whereas low-performing practices 

were weak in both of these areas. Future interventions 

must pay attention to the role of practice leaders given 

their infl uence on team dynamics and the change pro-

cess. Interventions using a team-based approach may 

benefi t from incorporating instructional components 

for practice leaders to enhance their knowledge and 

skills in leading QI teams.

Lastly, SCOPE employed generalist facilitators who 

had expertise in organizational change and group pro-

cess but not in cancer screening. As such, facilitators 

were not relied upon for giving practices CRC solutions. 

Instead, practices were encouraged to develop their 

organizational learning capacity to identify and imple-

ment their own solutions. Although the facilitators were 

well-suited to concentrate on the change process—eg, 

prompting teams to confront and deal with barriers to 

change—having facilitators who also had expertise in 

the target condition likely could have had more direct 

benefi ts on practices’ CRC screening efforts.

We recognize several limitations to our study. 

Power to detect an intervention effect was limited by 

the small number of participating practices, which was 

compounded by the failure of 2 practices to participate 

in the intervention as prescribed. This lack of fi delity 

would lead to attenuation of the intervention effect 

and, thus, reduced power. Moreover, the higher than 
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expected CRC screening rates on average affected our 

ability to detect a signifi cant increase in CRC screening 

rates. We also would expect that the volunteer practices 

in our sample were suffi ciently motivated to improve 

CRC screening rates, which may differ from practices in 

general. Lastly, based on previous work showing that the 

level of uncertainty associated with a disease is a critical 

factor for intervention design,52 we acknowledge that 

CRC screening may preclude the need for an intensive, 

team-based model of practice improvement53-55 and, 

therefore, may have affected the change process and, 

consequently, the intended goal of extrapolating the 

change model to other diseases or areas of improvement.

Various QI approaches and methods can be effec-

tive in achieving targeted outcomes. Yet practice 

transformation, such as that envisioned by the patient-

centered medical home, cannot be realized through 

only a series of incremental QI projects. Developing 

greater organizational learning and change capaci-

ties is required. The SCOPE intervention sought to 

bridge the gap between an externally orchestrated, 

single-target intervention and full-scale, emergent prac-

tice transformation. The response of practices to the 

SCOPE intervention suggests that this QI approach 

(ie, MAP/RAP, including facilitated team meetings and 

learning collaboratives) may not be an optimal strategy 

for single-target interventions, particularly if short-term 

guideline concordant numerical gains are the goal. 

The MAP/RAP approach provides considerable fl ex-

ibility in the improvement focus a practice can take, as 

well as the strategies to get there. If improving perfor-

mance measures for a preselected target, such as CRC 

screening rates, is the focus, perhaps a more traditional 

targeted continuous QI approach would be more appro-

priate. Nevertheless, because there are so many poten-

tial disease-specifi c and patient-centered targets in need 

of improvement in primary care, relying on a series of 

single-target QI interventions may not be realistic.

Methodologically, the SCOPE study shows that 

quantitative and qualitative fi ndings should not be seen 

as a way to merely confi rm or disconfi rm each other. 

In some cases, SCOPE results reveal discordance in 

the 2 types of data, which might tempt us to think one 

or the other is wrong. Rather, integrating both views 

into an overarching analysis of the study provides a 

richer understanding of the intervention. Advancing 

the knowledge base of QI interventions requires future 

reports to address how and why QI interventions work 

rather than simply measuring whether they work.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/11/3/220.
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