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Objective. To understand participants’ views on the relative helpfulness of various
features of collaboratives, why each feature was helpful and which features the most
successful participants viewed as most central to their success.
Data Sources. Primary data collected from 53 teams in four 2004–2005 Institute for
Healthcare Improvement (IHI) Breakthrough Series collaboratives; secondary data
from IHI and demographic sources.
Study Design. Cross-sectional analyses were conducted to assess participants’ views of
12 features, and the relationship between their views and performance improvement.
Data Collection Methods. Participants’ views on features were obtained via self-
administered surveys and semi-structured telephone interviews. Performance improve-
ment data were obtained from IHI and demographic data from secondary sources.
Principal Findings. Participants viewed six features as most helpful for advancing
their improvement efforts overall and knowledge acquisition in particular: collaborative
faculty, solicitation of their staff’s ideas, change package, Plan-Do-Study-Act cycles,
Learning Session interactions, and collaborative extranet. These features also provided
participants with motivation, social support, and project management skills. Features
enabling interorganizational learning were rated higher by teams whose organizations
improved significantly than by other teams.
Conclusions. Findings identify features of collaborative design and implementation
that participants view as most helpful and highlight the importance of interorganiza-
tional features, at least for those organizations that most improve.
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Quality improvement collaboratives are an increasingly common strategy for
implementing evidence-based practices in health care. Most collaboratives
are modeled after the Breakthrough Series (BTS) model, developed by the
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Institute for Healthcare Improvement (IHI). In the BTS collaborative model,
IHI identifies a topic for which a large gap exists between actual and recom-
mended care, assembles expert faculty to develop a ‘‘change package’’ of ev-
idence-based practices to close the gap, and invites organizations to join the
effort. Multidisciplinary teams from participating organizations then work
together on the specified topic for approximately a year. Teams attend a series of
multiday meetings, known as ‘‘Learning Sessions,’’ where they learn improve-
ment techniques from experts and share their experiences implementing new
practices with one another. Between Learning Sessions, teams implement
changes in their own organizations using Plan-Do-Study-Act cycles in which
they investigate quality problems, develop and implement small-scale changes,
measure the effects, and make various changes for improvement. Teams learn
from one another by participating in monthly conference calls, team-to-team
telephone calls, listserv discussions, site visits to other organizations, monthly
exchange of written reports detailing improvement activities, and monthly
posting of performance data to the collaborative extranet. After the collabora-
tive ends, teams summarize their results and lessons learned, and present them
to nonparticipating organizations at conferences (Kilo 1998, 1999; IHI 2003).

Previous studies of the impact of collaboratives on organizational per-
formance have mixed results, with some demonstrating substantial impact on
improvement (Horbar et al. 2001; Dellinger et al. 2005; Howard et al. 2007)
and others finding no significant effect (Landon et al. 2004; Homer et al. 2005).
The vast majority of these studies have examined collaboratives as a single
intervention as opposed to the diverse set of features that comprise most
collaborative models. A smaller group of studies has described the various
features of collaboratives (e.g., Kilo 1998; Wilson, Berwick, and Cleary 2003;
Ayers et al. 2005), but none has evaluated the influence of these various
features on performance, particularly from the perspective of collaborative
participants. Research by Fremont et al. (2006) and Leape et al. (2006) are
notable exceptions. However, the former examined only three features of
collaboratives, and the latter included a restricted sample of a single-state
collaborative. Moreover, neither study empirically tested the relative helpful-
ness of various features of the collaboratives. Thus, we know little about which
features are viewed as most helpful, why they are helpful, and which features
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are rated most highly by participants whose organizations are most successful
in improving performance. This knowledge is central for researchers,
practitioners, and policy makers seeking to use collaboratives effectively to
improve quality of care.

Therefore, we sought to examine participants’ views on the relative
helpfulness of various features of collaboratives, why each feature was helpful,
and which features the most successful participants viewed as most central to
their success. We used quantitative and qualitative data from participants (53
teams) in four 2004–2005 BTS collaboratives. Findings from this study inform
ongoing discussions about the most effective activities for promoting quality
improvement. They also inform debates about whether the collaborative
model can be modified to make it accessible to resource-constrained orga-
nizations without sacrificing the most valued features. For example, some have
questioned whether multiday, face-to-face Learning Sessions, which require
additional financial and nonfinancial investments are fundamental or can be
replaced by 1-day or virtual sessions with equal success (Fremont et al. 2006).
The findings from this study offer insight into which collaborative features
should be maintained because of their value for participants.

METHODS

Study Design and Sample

We conducted a cross-sectional study of participants’ views of 12 design and
implementation features of collaboratives, using survey, archival, and inter-
view data. Participants were teams from organizations in the United States and
Canada who had participated in one of four BTS collaboratives sponsored by
IHI in 2004–2005. The topics of the collaboratives were: Improving Access
and Efficiency in Primary Care (ACCESS), Reducing Complications from
Ventilators and Central Lines in the ICU (ICU), Reducing High Hazard
Adverse Drug Events (ADE), and Reducing Surgical Site Infections (SSI).

Of the 78 teams contacted for the survey, 67 (86 percent) teams had at
least one person return a survey. Of these 67 teams, we eliminated teams with
less than three members responding, consistent with recommendations for
improving reliable measurement of group experiences (Van der Vegt and
Bunderson 2005; Marsden et al. 2006). The resulting sample consisted of 53
teams and a total of 217 member respondents, for an effective response rate of
68 percent (53/78 teams). On average, there were 13 teams per collaborative
and four respondents per team.
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Data Collection

Survey Data. We invited team members in all four collaboratives to
participate in our survey about their experiences. A letter, distributed via
collaborative listserv, explained that the survey would be distributed to all
team members present at the final Learning Session of the collaborative, and
offered the opportunity for online or paper completion of the survey to those
unable to attend the meeting. Following the Learning Session, five surveys
with self-addressed stamped envelopes were mailed to the key contact for
each team that did not attend. A reminder e-mail to complete the survey with
‘‘thank you’’ to those who had participated was then sent to all team members
within 2 weeks of the Learning Session.

Archival Data. We obtained performance improvement data for each team’s
home organization from IHI records. We obtained demographic data on
each organization from the American Hospital Association Directory,
Profiles of U.S. Hospitals, and organizations’ websites.

Interview Data. We conducted semi-structured telephone interviews with
nine randomly selected team leaders (two team leaders per collaborative for
three collaboratives, and three leaders for the fourth) about 1 month after the
end of the collaborative. The interviewer was blind to the survey and
performance data. During the interviews, which lasted from 35 minutes to 1
hour, interviewees were asked to reflect on their experiences during the
collaborative. For example, we asked: ‘‘If you were advising a team that was
joining a collaborative for the first time, what advice would you give them?
Which collaborative activities would you recommend they participate in?’’
Interviews were audio-taped and transcribed to create a qualitative data set.

Measures

Overall Feature Helpfulness. We assessed the overall helpfulness of 12 features
of collaborative design and implementation (Table 1). These features were
identified through review of the literature on BTS collaboratives (Kilo 1998,
1999; IHI 2003; Wilson, Berwick, and Cleary 2003), personal observations
and conversations with IHI faculty. We asked survey respondents to rate
‘‘how helpful your team found [each feature] for carrying out improvement
projects during the collaborative’’ using a five-point scale (1 5 no help,
2 5 little help, 3 5 moderate help, 4 5 great help, 5 5 very great help). We
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then averaged team members’ individual ratings for each feature to create a
team-level rating because respondents were asked to report the team
experience and their responses were relatively homogenous at the team
level, as indicated by median interrater agreement scores ( James, Demaree,
and Wolf 1984) 4.70 for all features (Glick 1985).

Feature Helpfulness for Knowledge Acquisition. After offering an overall
assessment of each feature, survey respondents evaluated feature
helpfulness for acquiring two types of knowledge scholars theorize are
obtained via collaboratives (Kilo 1999): general knowledge (know-what) and

Table 1: Collaborative Features

Feature Description

Change package A toolkit of evidence-based practices and implementation strategies
that includes an explanation of the rationale for each
recommended practice, appropriate progress measures, data
collection techniques, tools (e.g., sample forms and policy
statements) and reference materials

Collaborative faculty Experts in the topic area that teach teams improvement techniques
and provide additional guidance to teams as needed

Learning Sessions
interactions

Formal and informal interactions with other teams during the
multiday, face-to-face meetings; formal interactions involved
teams sharing their experiences implementing new practices

Monthly conference
calls

Conference calls organized by the collaborative faculty, typically
with a planned discussion topic

Team-initiated
phone calls

Telephone calls by teams to other teams in the collaborative

Listserv discussions E-mail communications via listserv, typically involving information
exchange, and asking and answering questions

Site visits Visits by teams to other organizations in the collaborative to observe
and discuss practice implementation

Monthly report
exchange

Written progress report by teams in prescribed template that
documents past month’s activities and self-assessment of progress

Collaborative
extranet

Password-protected Internet site where teams could post their
performance data and information; only viewable by participants

Plan-Do-Study-Act
(PDSA) cycles

Rapid cycle change methodology, developed by W. Edwards
Deming, in which teams investigate quality problems, develop (Plan)

and implement small-scale changes (Do), measure the effects
(Study), and make changes until satisfied with outcomes (Act)

Solicitation of staff
ideas

Team’s solicitation of ideas and feedback from staff in their home
organization

Literature reviews Retrieval and review of published information on a defined topic
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implementation knowledge (know-how). Specifically, respondents assessed,
‘‘how helpful your team found [each feature] for generating each type of
information: general knowledge about potentially better practices and actual
strategies for practice implementation,’’ using a five-point scale (1 5 no help,
2 5 little help, 3 5 moderate help, 4 5 great help, 5 5 very great help).
Individual scores were aggregated to the team level.

Performance Improvement. Each organization’s improvement was assessed by
the IHI Director who was assigned to each collaborative using organization-
submitted data for specified metrics (e.g., for the SSI collaborative, the
number of surgical cases between surgical site infections). IHI Directors
classified the level of improvement as no improvement, modest
improvement, improvement, or significant improvement using defined
criteria. For example, to be classified as ‘‘significant improvement,’’ an
organization had to have implemented the majority of the recommended
practices, demonstrated evidence of breakthrough improvement in specified
outcome measures (e.g., SSI breakthrough goal: double the number of
surgical cases between surgical site infections), been at least 50 percent toward
accomplishing its goals, and established plans for spreading improved
practices throughout the organization. We coded teams whose organizations
experienced significant improvement, the most successful, as 1; all other
teams were coded as 0.

Covariates. Team size, collaborative topic, and prior collaborative experience
were included as covariates in analyses involving performance improvement
because prior research shows they influence performance (Simonin 1997;
Shortell et al. 2004; Landon et al. 2007). However, they were excluded from
other analyses because preliminary regression models showed they had no
significant association to helpfulness ratings ( p4.05).

Data Analysis

We used standard frequency analyses to examine the characteristics of sample
participants. To assess participants’ views on the relative helpfulness of various
features, we averaged their ratings of helpfulness for each feature. This led to
the creation of a mean helpfulness score for each feature. We used one-sample
t-tests to determine whether these scores differed significantly from a score of
3.5 ( po.05). We used 3.5 as our reference value because a score higher than
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3.5 indicated that a feature was more than moderately helpful for improve-
ment work; it was a great help.1 We wanted to identify these great features. We
calculated Cohen’s (1977) effect size index (d ) for significant test results to
examine the magnitude of effects.

To understand the purpose each feature served, we compared each
feature’s helpfulness for acquiring general knowledge versus implementation
knowledge using paired t-tests. Test results enabled us to categorize each
feature as primarily a means to acquiring general knowledge, implementation
knowledge, or both equally. We then used one-sample t-tests to assess whether
the mean helpfulness score for acquiring the primary (higher) knowledge type
was significantly higher than 3.5 ( po.05). A score higher than 3.5 indicated
that a feature was more than moderately helpful for acquiring new knowledge;
it was a great help.

To examine differences in ratings of feature helpfulness between the
more and less successful teams, we estimated a separate general linear model
for each feature. The models evaluated the association between making sig-
nificant improvement as defined by the IHI Director and helpfulness ratings
for the selected feature. Models included the three covariates.

In our analyses, sample sizes for features varied because the number of
teams with experience with each feature varied. Nevertheless, most features
were evaluated by more than 50 teams.

To improve our understanding of the quantitative findings, we analyzed
the qualitative data from our interviews. The interviewer——consistent with the
anthropological viewpoint that a single interviewer–analyst is preferred to
capitalize on the interviewer’s knowledge of the research instrument (Morse
1994; Morse and Richards 2002; Janesick 2003)——transcribed the interview
tapes, entered the transcripts into Atlas.tit data analysis software, and coded
the transcripts, using the constant comparative method (Strauss and Corbin
1998), for common themes concerning the collaborative features, evaluation
criteria, and feature purpose.

RESULTS

Participants’ Characteristics and Performance Improvement

In our sample of 53 teams, 38 percent of teams were from the Northeast U.S.,
81 percent from urban settings, 64 percent from teaching institutions, 36 per-
cent from health systems, and 98 percent from not-for-profit institutions. Fifty-
one percent of teams (N 5 27) were from organizations that were classified by
the collaborative director as having experienced ‘‘significant improvement,’’
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38 percent (N 5 20) as ‘‘improvement’’ and 11 percent (N 5 6) as ‘‘modest
improvement.’’ Differences between the 53 teams in the study sample and the
25 nonstudy teams in terms of geography, setting (urban versus rural), teach-
ing status, health system membership, ownership status, organizational size,
and performance improvement were not statistically significant ( p4.05).

Overall Feature Helpfulness

Several features——collaborative faculty, solicitation of staff ideas, change
package, PDSA cycles, Learning Sessions interactions, collaborative extranet,
and literature reviews——received helpfulness ratings that were significantly
better than 3.5 ( po.01), suggesting that these features were more than mod-
erately helpful to teams as they carried out their improvement work (Figure 1).
They were a great help. The mean (median) Cohen’s (1977) effect size for these
features was 0.87 (0.95), a large effect size. The five remaining features received
scores that were not statistically different from 3.5 or were significantly less
than 3.5 ( po.05), suggesting that these features were at most moderately
helpful. No scores were adjusted for demographic or covariate characteristics
because preliminary tests showed no significant association between these
characteristics and helpfulness ratings for any of the 12 features ( p4.05).

Interviewees’ comments suggested several reasons for the tempered
evaluations of the moderately helpful features, whose scores had a larger mean
standard deviation (0.86) than great help features did (0.58). Complimentary
remarks were accompanied by caveats, criticisms, and comments on circum-
stantial realities, more so than for great features. For example, ICU team
leader 133 said:

The listserv is great, but people just feel intimidated to use it because they don’t
want to ask a question that people will think is stupid. Any time we had a question,
I asked my team, ‘Is this something we want to post?’ but none of [them] felt
comfortable to post it.

This team leader would post anyway. Her story exemplifies one barrier to
realizing the full benefit of these features: reputation concerns. Some of these
features required publicly revealing ignorance, an uncomfortable act that
some elected not to experience. This would have been the case for the ICU
team described just above if not for its leader. In the absence of leaders’
persistence or other countervailing forces (e.g., team learning orientation), fear
of embarrassment limited participation in the more interactive features for
some teams, and thus minimized these features’ potential helpfulness.
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Figure 1: Participants’ Ratings of Overall Feature Helpfulness§

Notes: §Helpfulness ratings were compared using one-sample t-tests to a score of 3.5,

the upper limit score for a moderately helpful feature. A rating significantly higher than

3.5 indicates a feature was more than moderately helpful to teams as they carried out

their improvement work. They were a great help.
nn 5 po.01
nnn 5 po.001

Cohen’s (1977) effect size index (d ) for statistically significant features is as follows: 0.98

for collaborative faculty, 1.22 for solicitation of staff ideas, 1.00 for change package,

0.95 for PDSA cycles, 0.80 for Learning Session interactions, 0.71 for collaborative

extranet, and 0.43 for literature reviews. An effect size of 0.20 suggests a small effect,

0.50 a medium effect, and 0.80 a large effect.
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In most cases however, interviewees reported that their teams felt com-
fortable seeking help. Their disappointment in moderately helpful features
stemmed from the quantity of the feedback received. Responses to listserv
postings were not always received. The same was true for questions posed in
monthly conference calls. Interviewees guessed that nonresponse signaled
others’ busyness or failure to locate an answer themselves. Whatever the
reason, they were not helped by the absence of response, which tempered
enthusiasm for these features.

Another factor that weighed into helpfulness evaluations was the rele-
vance of the knowledge shared. Although interviewees mostly praised features
for providing access to needed knowledge, some noted that variability in the
relevance of the knowledge obtained via moderately helpful features lowered
their assessment of these features. For example, SSI team leader 170
remarked:

The conference calls could be iffy. Some were good, some were not. Some were
like ‘We’re wasting our time here.’ Others were, ‘Oh, we need to get that.’ It
depended on the topic more than anything else.

Participants felt some call topics had broad appeal, containing information
that all teams found helpful, while other calls benefited a limited number of
teams. Consequently, several teams considered conference calls less than
great. Great calls would have incorporated more time for unstructured con-
versation, allowing all teams to raise their most pressing issues. Without
enough of this time, some teams felt like ACCESS team leader 112 described,
‘‘The monthly calls were okay. If there was more time for Q&A from each
other that would have been more helpful.’’

Another factor that influenced helpfulness ratings was the participant
role. For example, in some site visits, the host served primarily as a teacher due
to its success, while the visitor served as a student. These visits were helpful for
the visitor, but not always for the host. Thus, one team leader whose orga-
nization hosted several site visits said that her organization planned to reduce
the number of future visits because visits distracted from its own improvement
work.

Together, interviewees’ comments about moderately helpful features
suggested that three factors led to lower scores: participant role for site visits;
limited use for listserv and phone calls (conference and team-initiated); and
limited quantity and relevance of knowledge gained for conference calls,
listserv, and monthly reports. Of the factors, the last appeared most influential.

368 HSR: Health Services Research 44:2, Part I (April 2009)



Feature Helpfulness for Acquiring Knowledge

Six features were viewed as a great help for advancing either general knowl-
edge or implementation knowledge (Table 2). Three features helped partic-
ipants acquire general knowledge (collaborative faculty, change package, and
collaborative extranet), two helped with implementation knowledge (PDSA

Table 2: Acquiring General and Implementation Knowledge: Primary
Contributing Features and Their Level of Helpfulness

Level of
Helpfulness

Type of Knowledge

General
Knowledge

Implementation
Knowledge

General and Implementation
Knowledge

Great Collaborative faculty
(M 5 4.08)

PDSA cycles
(M 5 4.00)

Learning Session
interactions (M 5 3.95)

Change package
(M 5 4.05)

Solicitation of staff ideas
(M 5 4.00)

Collaborative extranet
(M 5 3.75)

Moderate Literature reviews
(M 5 3.65)

Team-initiated phone
calls (M 5 3.04)

Listserv discussions
(M 5 3.51)

Site visits (M 5 3.50)
Monthly conference calls

(M 5 3.25)
Monthly report exchange

(M 5 3.02)

Note: Reported means are the mean helpfulness scores for delivering that particular knowledge. In
the case of features that equally delivered both general and implementation knowledge, meaning
there was no significant difference in the mean helpfulness scores between the knowledge types,
the higher of the mean scores is reported.

Illustrative Comments

Faculty and Change Package:
They [IHI] have a lot of
good strategies and
theories and tools, but
making it actually work in
an organization is very
different . . . We know this
is the right thing to do, but
how are we actually going
to make it happen? How do
you actually get the staff to
do this? How do you
actually get the physicians
to do it? What are the key
things you should try to do?

Staff ideas: We learned of the
administrative walkarounds
and safety huddles at the
Learning Session and
through the collaborative,
but as we started to do them
we learned a lot from front-
line staff here in our
organization. ——ADE team
leader 154

PDSA cycles and staff ideas: We
think one of the ways we
tempered our frustration
with implementing new

Learning Sessions: We think
the best thing is going to the
Learning Sessions and
actually talking to people
that have actually done it
because they actually know
how you actually do it. We
get the expertise from them,
and then get it internally.
——ICU team leader 131

Learning Sessions: When we
got together for the Learning
Sessions and really talked
face-to-face, that’s what
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cycles and solicitation of staff ideas) and one helped equally with both (Learn-
ing Session interactions). Notably, with the exception of Learning Session
interactions, features that equally offered both knowledge types were regarded
as only moderately helpful for acquiring both. Also noteworthy, for the ma-
jority of features, helpfulness scores for knowledge acquisition fell below
overall helpfulness scores, suggesting that participants valued features for
more than their knowledge benefits.

Interviewees spoke about three additional benefits of features. First, they
provided access to inspiration and motivation. Learning what others achieved
motivated participants to persist with their improvement efforts. ADE team
leader 146 explained:

When we went to the Learning Session and saw hospitals that were going months
without a ventilator-associated pneumonia, it was like ‘Oh my God. We can do
better.’ So, we set our own targets higher.

Second, use of the more interactive features of the model provided access to
social support, which made the challenge of improvement work more bear-
able. As ICU team leader 131 explained:

Illustrative Comments

Who are the people who
should say the message?
You know——the real
specifics. That’s really
important, and sometimes
we don’t get that detail.
——ICU team leader 131

Faculty and Change Package:
Most of what IHI
recommends you do is
evidence-based. One of the
key foundational
components is that it’s stuff
that’s been proven to be
good practice. It’s figuring
out how to deliver those
best practices in a reliable
way. It’s the how-to, not the
what, that’s the challenge.
——ICU team leader 139

practices was trusting the
process and believing in the
process. We trusted that if
you just keep doing these
small tests of change, and
constantly get feedback from
the staff about why it isn’t
working, then constantly
tweak your process, you get
to the right process. Trusting
that that’s the right thing to
do and doing it helped us.
——ICU team leader 139

helped us the most. That was
really the best. ——SSI team
leader 169

Listserv: Our group probably
used the listserv every week
until the last couple of
months, and then maybe we
started using it a little less.
Usually what we were using
it for was some sort of advice
about how to get something
up and running. ——ICU team
leader 139

Listserv: Online, when
someone would ask a
question like, ‘‘How do you
do this?’’ and then you get
responses, that was some of
the most useful, practical
information other than the
first Learning Session.
——ACCESS team leader 112

Table 2: Continued
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It was nice to know that people were dealing with the same issues back at their
hospital. So, it’s not that it provided answers. It provided a sense of what every-
body else is dealing with too. That makes it a little easier——the social connection.
You’re trying to sustain the change. To hear that it’s difficult, it just helps.

Third, interviewees felt the project management structure imposed by the
collaborative, particularly monthly reporting, was helpful. Many expressed
the same sentiment as SSI team leader 169:

You know monthly you’ve got to send in all of this stuff [report and data to the
extranet]. That part is burdensome, but on the other hand, it gets you where you
need to be. Because you must do this by this date, you get a faster reward.

In sum, participants believed that improvement resulted not only from
knowledge gains, but also because features provided them with motivation,
social support, and project management skills.

Linking Perceived Feature Helpfulness to Performance Improvement

Figure 2 shows the similarities and differences in overall helpfulness ratings
between teams whose organizations made significant improvement and teams
whose organizations made less improvement——for all features except the two
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Figure 2: Comparison of Helpfulness Ratings by Participants that Improved
Significantly and Participants that Did Not

w5 po.10; n5 po.05; nn5 po.01
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few teams utilized (site visits and team-initiated phone calls). Features to the
right of the vertical line——solicitation of staff ideas, change package, PDSA
cycles, and literature reviews——were rated the same by both groups ( p 4.05).
All were a great help to improvement work. Notably, these features did not
involve knowledge-sharing with other teams. Combining this observation
with the helpfulness result indicates both groups believed intraorganizational
learning contributed greatly to their improvement.

The two groups disagreed on the helpfulness of features enabling
interorganizational learning, such as Learning Sessions, listserv discussions,
and monthly conference calls (features to the left of the vertical line in Figure
2). Teams from organizations that made significant improvement rated these
features, with the exception of the collaborative extranet, significantly higher
in helpfulness than teams from organizations that made more modest im-
provement ( po .05). This difference in ratings may in part explain why
helpfulness scores for most of these features were tempered. Scores appear to
reflect the average of two groups with divergent views.

DISCUSSION

Our results showed that participants valued all of the 12 features studied.
However, they regarded six features as most valuable for both advancing
improvement efforts overall and (general and implementation) knowledge
acquisition in particular. These features were: collaborative faculty, solicita-
tion of staff ideas, change package, PDSA cycles, Learning Session interac-
tions, and collaborative extranet. These features also helped participants
maintain their motivation, access social support, and improve their project
management skills.

Most notably, our results revealed that features that enable interorga-
nizational learning are viewed as significantly more helpful by participants
from organizations that experienced significant improvement than by partic-
ipants from organizations that did not. This finding suggests a potential ex-
planation for the mixed results of research on collaborative effectiveness. The
use of interorganizational features, and interorganizational learning in turn,
may mediate the impact of collaborative membership on organizational per-
formance. This potential mediating effect suggests the importance of not only
assessing ‘‘Do collaboratives work?’’ but also assessing ‘‘What [about collab-
oratives] works for whom in what circumstances?’’ (Pawson and Tilley 1997).
Our results suggest that collaboratives may work most for participants who
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capitalize on their interorganizational features in addition to their intraorga-
nizational features. This hypothesis is consistent with research in other indus-
tries showing performance benefits of combining inter- and intra-
organizational activities (e.g., Ancona and Caldwell 1992).

Our findings raise the question: why did teams from organizations that
experienced less improvement view features that enable interorganizational
learning as less helpful? One possibility is that less successful teams were
unable to capitalize on the benefits of these features due to internal or external
constraints such as lack of management support, an unsupportive organiza-
tional culture, or poor team functioning, factors other studies show influence
performance improvement (Mills and Weeks 2004; Shortell et al. 2004; Brad-
ley et al. 2006). A second possibility is that these teams suffered a misattri-
bution error. Attribution theorists have shown that individuals attribute their
poor performance to situational factors outside of their domain ( Jones and
Nisbett 1971; Gilbert and Malone 1995). Thus, poorer-performing teams may
have negatively attributed their performance to features that involved others.
A third possibility is that these features are inherently less helpful than better
performers claim. Better performers may rate all features highly, overesti-
mating the effect of some, because they are overly enthusiastic about the
collaborative experience. Unfortunately, we cannot identify the true reason
with our data.

We studied participants in four collaboratives that varied in clinical
focus, and found no significant difference in helpfulness ratings across collab-
oratives. However, the helpfulness of features may vary for a different set of
collaborative topics. For instance, features that facilitate interorganizational
learning may be less helpful than features that facilitate intraorganizational
learning when the practices recommended by the collaborative require sub-
stantial adaptation to fit the organizational context. The possibility that feature
helpfulness is contingent upon new practice characteristics is consistent with
research showing that hospital units in which improvement teams used learn-
ing activities that facilitated the adaptation of context dependent practices
experienced greater implementation success (Tucker, Nembhard, and
Edmondson 2007).

Our survey results suggest that teams do not find site visits extremely
valuable. However, we caution against concluding that site visits are not a
great help to participants. Our small sample size for users, who rated this
feature (N 5 12), may have limited our power to detect significant differences.
Moreover, our qualitative data suggest that site visits can be a great help for
two reasons. First, they afford the visitor an opportunity to observe recom-
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mended practices in operation. Research on best practice transfer suggest that
such observation is beneficial for practice implementation because many new
practices in health care have a large tacit component that is not easily de-
scribed or codified (Berta and Baker 2004). Second, site visits grant visitor and
host greater opportunity to interact and share ideas and experiences related to
the topic area. The two organizations that participated in site visits in Fremont
et al.’s (2006) qualitative study echoed this view, supporting the high value of
this feature for collaborative participants.

A central question for designers and implementers of collaboratives is
whether and how to modify the model to increase its effectiveness for im-
proving quality of care. Our findings imply that modifications that reduce the
emphasis on the six great features are ill-advised because they would diminish
the value of collaboratives from the participant perspective. Decreasing
Learning Sessions or replacing them with virtual sessions, for example, would
reduce the opportunities for participant interactions, a most helpful feature of
collaboratives. Whether increasing the emphasis on the six great features
would yield additional benefits or whether there are diminishing returns due
to resource constraints or information saturation is a question that requires
further study.

Although our study’s findings are informative, they should be considered
in light of the methodological limitations. First, our effective response rate of 68
percent is less than ideal; however, this response rate is comparable to other
studies of collaboratives (Landon et al. 2004; Pearson et al. 2005). Furthermore,
differences between study teams and nonstudy teams in terms of performance
improvement and other characteristics were generally modest and not statis-
tically significant. It is likely, however, that study teams were more engaged in
the collaborative and its features than nonstudy teams, and therefore not rep-
resentative of nonstudy teams. Nevertheless, our study teams are representa-
tive of our population of interest: users of collaborative features. Study teams’
familiarity with features makes them rich sources of information for a study
assessing the helpfulness of features for those that use them. Other collabo-
rative participants may have different views about the helpfulness of such
features. For example, nonusers may view features as unhelpful for their sit-
uation. Thus, we caution against generalizing our findings to all collaborative
participants. More work is needed to understand how nonusers view features.

Second, while our qualitative measure of performance improvement
enabled us to combine data from collaboratives with different outcome mea-
sures, we lack objective, longitudinal measures of clinical practice, or outcome
change. Third, although we found no evidence of evaluator bias in tests com-

374 HSR: Health Services Research 44:2, Part I (April 2009)



paring collaborative-level improvement rates, the possibility of evaluator bias
cannot be eliminated given our reliance on a single evaluator of performance
per collaborative (i.e., the IHI Director). Finally, we only examined the BTS
collaborative model. While BTS models are common, there are also several
variations on this model (Solberg 2005). Additional studies are needed to
evaluate those models in depth.

CONCLUSION

The objective of this study was to advance understanding about the collab-
orative model by examining participants’ perspectives on its features. We
found that participants value individual features differently, a helpful finding
for collaborative sponsors, researchers, health care organizations, and policy
makers interested in making collaboratives more effective for participants.
Our results demonstrate that their effectiveness in facilitating significant per-
formance improvement depends largely on their provision of features that
foster interorganizational learning, in addition to features that foster intraor-
ganizational learning.
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NOTE

1. We used 3.5 as our reference value because ‘‘the true limit of an interval (known as

the real lower limit and the real upper limit) are the decimal values that fall halfway

between the top of one interval and the bottom of the next’’ (Howell 1995, p.30);
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3.5 fell halfway between 3, the score for moderate help, and 4, the score for great

help. Therefore, 3.5 represented the real lower limit for great help and the real

upper limit for moderate help.
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