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BACKGROUND: Slow progress in quality improvement
(QI) has prompted calls to identify new QI ideas. Leaders
guiding these efforts are advised to use evidence-based
tactics, or specific approaches to address a goal, to pro-
mote clinician and staff engagement in the generation and
implementation of QI ideas, but little evidence about ef-
fective tactics exists.
OBJECTIVE: Examine the association between leader
tactics and the creativity, implementation outcome, and
evolution of QI ideas from clinicians and staff.
DESIGN: Prospective panel analysis of 220 ideas generat-
ed by 12 leaders and teams (N = 72 members) from feder-
ally qualified community health practices in one center
over 18 months. Measures were extracted from meeting
minutes (note-taking by a member during meetings) and
expert panel review. Multi-level models were used.
MEASURES: Leader tactics, idea creativity, implementa-
tion outcome, evolution pathways, center, and idea-
submitter characteristics.
RESULTS: Leaders used one of four approaches: no tac-
tic, meeting ground rules, team brainstorming, or reflec-
tion on team process. Implemented ideas evolved in three
pathways: Plug and Play, Slow Burn, and Iterate and
Generate. Compared with no leader tactic, meeting
ground rules resulted in ideas not significantly different
in creativity, implementation outcome, or evolution path-
way. Brainstorming was associated with greater idea cre-
ativity, idea implementation, and ideas following a Plug
and Play path (low member engagement and implemen-
tation over 2 months or less). Reflection on team process
was associated with idea implementation (versus not),
and ideas following an Iterate and Generate path (high
member engagement and implementation over 3 months
or more).
CONCLUSIONS: Two tactics, brainstorming and reflec-
tion, are helpful depending on goals. Brainstorming may
aide leaders seeking disruptive change via more creative,
rapidly implemented ideas. Reflection on team process
may aide leaders seeking high-engagement ideas that
maybe implemented slowly. Both tacticsmayhelp leaders
cultivate dynamics that increase implementation of ideas
that improve healthcare.
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INTRODUCTION

To achieve the goal of a high-quality, learning healthcare
system in the USA, many physicians and leaders endorse the
use of quality improvement (QI) methods to assess changes in
areas needing improvement.1, 2 Engaging primary care prac-
tices, described as system gatekeepers,3 is essential to success-
ful QI efforts focused on improving population health, en-
hancing patient experiences, and reducing costs.1, 2 Slow
progress in these efforts has prompted calls to identify new
ideas for QI, with many suggesting organizations solicit crea-
tive ideas from clinicians and staff. Clinicians and staff ob-
serve the wide-ranging realities of care, which positions them
to generate and implement QI ideas.3, 4 However, engaging
them in QI idea-related processes is challenging given time
pressures and workload.5, 6 Often, clinicians and staff are
tasked with guiding these efforts, becoming “QI leaders.” As
QI leaders, they are advised to use evidence-based tactics, or
specific approaches to address a goal, to promote engagement
in the generation and implementation of QI ideas.7–9

Little is known about the tactics that QI leaders can use to
solicit creative (defined as novel and useful)10, 11 QI ideas
from primary care clinicians and staff, and nurture such ideas
so that they are implemented, providing an opportunity to
improve outcomes.9 In contrast, research exists on leader
behavior, or words and deeds that leaders display during
interactions, and styles, or an overall pattern of leader behav-
iors.12 Leader behaviors such as supporting staffs’ actions12–14

are positively associated with generating creative ideas and
idea implementation. Participative leader styles are positively
associated with creative idea generation9, 15, 16 and more
directive styles with implementation.9

For QI leaders seeking to engage primary care clinicians
and staff in QI idea-related processes, tactics could be more
actionable and effective than leader behaviors and styles due
to tactics’ focused nature.9 QI leader training often focuses on
tactics to test interventions, and less on tactics to elicit ideas
that form intervention inputs.7 An example tactic to elicit ideas
is brainstorming, or rapid generation of ideas.8, 17 While
studies have examined the association of brainstorming and
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creativity,18, 19 no work has assessed the relative effectiveness
of leader tactics on idea-related processes.8, 19 The study
objective was to assess the relationship between leader tactics
and the generation of creative ideas, implementation, and
evolution of implemented ideas by QI teams, to inform QI
leaders’ selection of tactics to achieve their goals.

METHODS

Study Design

The study was conducted in 12 federally qualified com-
munity health practices in one US center over 18 months,
serving 130,000 patients annually. Teams at each practice
(primary care providers, nurses, behavioral health pro-
viders, and medical assistants) were asked to develop QI
initiatives. The center assigned leaders from its QI depart-
ment (nurses or PCPs with a department affiliation) to
lead each team. The department provided 25 training
hours upon department affiliation, which comprised train-
ing from department experts and outside consultants on
methods to support improvement, address challenging
team dynamics, and facilitate effective meetings. Train-
ings occurred in person and via video-conference, and all
leaders received training prior to the study period. During
the study, teams developed and implemented initiatives
focused on care coordination. Leaders were encouraged to
elicit ideas from team members using tactics taught at the
department (meeting ground rules, brainstorming time,
and reflection on team process). Leaders were free to
choose which tactics they used with their teams, if any,
and were in contact with department experts for ongoing
support. We analyzed 220 QI ideas generated by teams.
We used two approaches to study leader tactics. The first

was qualitative data analysis to identify leader tactics (four
identified), ideas generated by teams (N = 220 ideas), ideas’
creativity and implementation outcome, and evolution path-
ways for implemented ideas. The second was quantitative
analysis of leader tactics and idea creativity, implementation,
and evolution.

Data Sources

QI Team Meeting Minutes. We analyzed minutes from 216
QI team meetings (monthly meetings for 18 months at 12
practices). QI team creation, clinical team roles, care
coordination focus, and meeting organization (monthly for 1
h, written minutes taken by a member, and meeting minutes
format) were required by the organization. Minutes included
practice name, date, attendees, agenda, discussion, action
items, and staff responsible. Meeting minutes was the
organization’s norm and analysis for study purposes was not
planned at the time of meetings, eliminating the possibility that
leader tactics were influenced by note-taking related to our

study. We analyzed minutes using a two-step content analysis
process.20, 21 We identified leader tactics used across the 12
practices. Three tactics were used across nine leaders. Three
leaders did not employ any specific tactic. The first author, a
PhD-trained researcher with quantitative and qualitative
methods expertise, coded QI ideas and the individual(s) who
proposed each idea. Ideas were defined as: “A different alter-
native for a possible course of action to approach the task at
hand.”22 Two MPH-trained researchers independently coded
ideas in 30% and 70% of the minutes.23 There was 83% and
94% intercoder reliability between the first and second coders
and first and third coders, considered “acceptable” (70%) to
“exceptional” (94%).24 Idea identification discrepancies (5%)
were discussed until consensus was reached. Atlas.ti 8 was
used to code.

Staff Work Experience Surveys.We collected survey data on
staff characteristics (professional role, tenure, and gender) and
practice characteristics (psychologically safe work climate).
We recruited and consented participants using leadership
emails and meetings with researchers. At the start of the
study, we administered the survey via email or paper to all
72 team members in the 12 practices (100% participation).
Participants were full-time employees and majority were fe-
male (79%). The largest group of respondents were nurses
(31%), with PCPs (27%), medical assistants (23%), and be-
havioral health providers (19%), and 61% of staff were
employed by the organization for more than 2 years.

Measures

Leader Tactic. The first leader tactic observed was meeting
ground rules, or agreed-upon rules about meeting process,
participation, and respecting others’ opinions. We coded
the leader as using this tactic if there was a ground rules
discussion in minutes during the first meeting. The second
leader tactic was brainstorming time, in which leaders
provided team time to generate ideas. We coded a leader
as using this tactic when brainstorming time was noted in
minutes (this occurred in 100% of their meetings). The
third leader tactic was reflection on team process, which
involved leaders dedicating time to reflect collectively on
the process in the meeting. Teams discussed whether the
team was working effectively, how team members were
communicating, and how the team was making decisions.
Teams assigned a score out of 10 to the meeting and
discussed what they could do to improve. We coded a
leader as using this tactic when minutes indicated these
discussions (this occurred in 90% of their meetings).
When no tactic was observed, we coded the leader tactic
as “no leader tactic” (reference category). No other tactics
were mentioned beyond those described. Table 1 displays
the tactics. One tactic was identified for each QI leader.
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Idea Creativity. Ideas were rated for creativity by an expert
panel using the validated Consensual Assessment Technique.
Experts familiar with the domain independently rate an idea
for degree of novelty and usefulness, and ratings aremultiplied
for a creativity score.25 Five healthcare executives with at least
10 years of experience in administration (including QI) and
graduate healthcare administration degrees were recruited as
experts (60% were female). Experts were not aware of other
participants.25 Experts were emailed a survey containing
vignette idea descriptions and were asked to rate each idea
(N = 220) for novelty (1 = least novel to 5 = most novel) and
usefulness (1 = least useful to 5 = most useful).25 Idea order
was randomized.25 Novelty and usefulness scores were
multiplied for a score from 5 to 25, then divided by 5 for a
creativity score out of 5 (1 = least creative to 5 = most
creative).25 We averaged the experts’ scores for one score
per idea. An intra-class correlation (ICC) was calculated be-
tween ratings26 (ICC1,k = 0.79), indicating a high degree of
consistency acceptable for creativity assessments.25

Idea Implementation Outcome. Ideas were tracked over the
course of the meetings to assess implementation.
Implementation was defined when an idea was successfully
transformed into a policy, process, or procedure by the
organization, which was recorded in the meetings.27 We
noted whether each idea was implemented (coded as 1,
otherwise as 0) and the time elapsed (number of meetings)
since the idea was first mentioned. Ideas not discussed in
successive meetings or ideas discussed and rejected in a
meeting were coded as not implemented. Right censoring
occurred for ideas with no definitive outcome by the study
end.28

Evolution of Implemented Ideas. The evolution of ideas
implemented over the 18 months followed three distinct
pathways. “Plug and Play” describes ideas implemented over
2 months or less, and were associated with low engagement on
idea content. We coded an idea as low-engagement if the team

did not discuss idea content, only the logistics for idea imple-
mentation. If the team discussed idea content plus implemen-
tation logistics, we coded the idea as having high engagement.
We did not identify any ideas implemented over two meetings
or less that garnered high engagement. “Slow Burn” describes
ideas implemented over three meetings or more and were
associated with low engagement. “Iterate and Generate” de-
scribes ideas implemented in three meetings or more, and were
associated with high engagement. Table 2 shows the three
pathways for all 220 ideas. We created dummy variables for
analysis of the three pathways, with ideas not in a pathway as
reference group.

Covariates. We included gender, professional role, and
organizational tenure as staff characteristics that might
influence ideas. Percentage of patients who were
uninsured and patient visits per full-time employee cap-
tured differences in patient profile and workload per
practice. We included a practice-level measure of psy-
chological safety, the shared belief that the setting is
safe for interpersonal risk taking,29 consisting of three
items, including “In this team, if you make a mistake, it
is often held against you” which were averaged and
aggregated. This was included because it is critical to
whether team members share creative ideas and organi-
zations engage in learning required to implement new
ideas.30

Analyses

We calculated descriptive statistics and estimated multi-
variate multi-level regression models to assess associa-
tions between leader tactics, covariates, and dependent
variables of idea creativity, implementation outcome,
and evolution of implemented ideas. We used proce-
dures in SAS 9.4 for each dependent variable. We
clustered standard errors at practice and staff levels to
account for multi-level data (ideas associated with staff,
in practices)31, 32 and calculated variance inflation fac-
tors to assess multi-collinearity.
First, we assessed the association between leader tactics

and idea creativity, using the GLIMMIX procedure to
account for multi-level data and continuous outcome var-
iable.31 We examined standardized coefficients and
p values to evaluate variable significance and interpret
relative importance of each tactic on idea creativity.31

We assessed the association between leader tactics and
idea implementation outcome using the PHREG proce-
dure,31, 32 and a multivariate Cox proportional hazards
model, which incorporated time to implementation.28 To
check the proportional hazards assumption, we conducted
likelihood ratio tests for each variable; these tests indicat-
ed support for this assumption.32 We examined hazard
ratios and confidence intervals to evaluate likelihood that

Table 1 Four Leader Tactics to Solicit Creativity from Staff

Leader tactic Example

No leader tactic (n = 3) No evidence of leader tactics used in
transcripts

Meeting ground rules
(n = 3)

“Ground rules: Participate. No talking over
each other. There’s no such thing as a
stupid idea. ”
– Center 2

Brainstorming time
(n = 3)

“Let’s now take 20 minutes of
brainstorming to discuss alternative ideas
for patient education” (topics changed for
every meeting)
– Center 8

Reflection on team
process (n = 3)

“Meeting process evaluation. Person 1:
Team rating of 9 – team worked efficiently
through all tasks but X was very quiet,
would like to hear more from her – she
knows a lot about this topic” – Center 10
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an idea associated with a leader tactic would be imple-
mented over time. To assess association between leader
tactics and evolution pathway for implemented ideas, we
used the GENMOD procedure to perform a mixed model
analysis. The association for each pathway was assessed
in separate models, with pathway treated as a binary-
dependent variable.31, 32 We examined odds ratios and
confidence intervals to evaluate likelihood that an idea
associated with a leader tactic was associated with each
idea evolution pathway.

RESULTS

Table 3 presents descriptive statistics. Average idea creativity
was 2.47 out of 5 (SD = 1.64) and 58% of ideas were
implemented (23%were Slow Burn, 21%were Plug and Play,
and 14% were Iterate and Generate idea evolution).
Table 4 shows results of the leader tactic and idea

creativity analyses. Compared with no leader tactic,
brainstorming was associated with a 0.19 standard devi-
ation increase in idea creativity. Meeting ground rules

and reflection on team process were not significantly
associated with idea creativity. Professional role (PCPs
and nurses), shorter organizational tenure, and greater
psychological safety were associated with greater idea
creativity.
Table 5 shows results of leader tactic and idea imple-

mentation analyses. Compared with no leader tactic,
brainstorming and reflection on team process significant-
ly increased hazard ratio for idea implementation by a
factor of 1.2, and 1.84, respectively, whereas meeting
ground rules was not significantly associated with idea
implementation. Longer organizational tenure, more
visits per FTE, and greater psychological safety were
associated with greater idea implementation.
Table 6 shows results of the leader tactics and evo-

lution for implemented ideas analyses. Model 1 shows
that compared with no leader tactic, brainstorming in-
creased odds ratio of “Plug and Play” idea evolution by
a factor of 1.24. More visits per FTE was also signifi-
cant. Model 2 shows that compared with no leader
tactic, brainstorming, meeting ground rules, and reflec-
tion on team process were not significantly associated

Table 2 Three Pathways to Describe Evolution of Implemented Ideas

Idea Evolution
Team engagement with 

idea content

Idea outcome: 

Implemented?

Speed of 

implementation

Example of idea

(All with creativity score of 3)

Plug and Play

Low Implemented
Fast: 

2 months or less

Schedule weekly

Nurse/PCP

care coordination meeting

Slow Burn

Low Implemented
Slow:

3 months or more

Create a resource list of 

community partner 

organizations

Iterate and Generate

High Implemented
Slow

3 months or more

Integrate behavioral health

into care coordination

workflow

100%

100%

100%

noitatne
melp

mI

Time

Time

Time

noitatne
melp

mI
noitatne

melp
mI
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with “Slow Burn” idea evolution. Model 3 shows that
compared with no leader tactic, reflection on team pro-
cess significantly increased odds ratio of the “Iterate and
Generate” pathway by a factor of 1.73. Longer organi-
zational tenure was also significant. Variance inflation
factors for all models were below 6 and independent
variables were below 2.50 (threshold is 10); multi-
collinearity was not an issue.

DISCUSSION

Our findings suggest that leader tactics have different effects
on idea creativity, implementation outcome, and evolution of

implemented ideas. Brainstorming was positively associated
with idea creativity and “Plug and Play” idea evolution,
which suggests this tactic promotes more creative, quickly
implemented, low-engagement ideas. The association with
idea creativity is consistent with studies linking brainstorm-
ing with higher creativity outside healthcare,18, 33 and ex-
tends past research by showing this tactic is more effective
than other tactics in promoting creativity. The directive to
generate creative ideas rapidly may promote divergent think-
ing needed for creativity.18 The evolution and implementa-
tion outcome results indicate that more creative ideas can
also be implemented quickly, with low-engagement on the

Table 3 Correlations of Key Variables (N = 220 ideas)

Mean S.D. 1 2 3 4 5 6 7 8 9 10 11 12 13

1. Idea creativity 2.47 1.65
2. Plug and Play pathway 0.21 0.41 0.40
3. Slow Burn pathway 0.23 0.42 0.20 0.28
4. Iterate and

Generate pathway
0.14 0.34 0.41 0.21* 0.20

5. Idea Implementation 0.58 0.48 − 0.57** 0.20** 0.42** 0.30**
6. Ground rules

tactic (%)
0.24 0.43 0.07 0.05 0.03 0.10 0.34

7. Brainstorming time
tactic (%)

0.30 0.47 0.54* 0.48* 0.03 0.21 0.19 0.36*

8. Reflection on team
process tactic (%)

0.31 0.46 0.23 0.12 0.13 0.57** 0.49* 0.34** 0.42**

9. Staff professional role
(ref: % PCP)

0.23 0.63 0.14 0.15 0.12 0.07 0.09 0.14 0.08 0.20

10. Staff organizational
tenure

4.02 1.14 − 0.50** 0.07 0.16 0.13 0.08 0.17 0.05 0.01 0.17

11. Staff gender
(ref: female = 1)

0.80 0.40 0.06 0.17 0.16 0.06 0.05 0.48 0.04 0.32 0.21 0.05

12. Percentage of
patients uninsured

0.07 0.05 − 0.08 0.10 0.04 0.14 0.04 0.02 0.04 0.36 0.11 0.10 0.08

13. Number of visits per
FTE (6 months)

417.36 81.55 0.05 0.15 0.23 0.04 0.07 0.50 0.38 0.12 0.01 0.30 0.17 0.05

14. Psychological safety
of work climate

2.83 0.75 0.56* 0.09 0.07 0.17 0.09 0.30 0.41 0.42 0.07 0.31 0.07 0.22 0.03

*p < 0.05 **p < 0.001

Table 4 Results of Multi-level Regression Analysis of Leader Tactics
on Idea Creativity (N = 220 Ideas)

Dependent variable: Idea creativity

Independent variables β (S.E.)

No leader tactics -reference-
Meeting ground rules 0.10 (0.19)
Brainstorming time 0.19 (0.03)*
Reflection on team process 0.03 (0.17)

Covariates—individual
Professional Role 0.09 (0.07)*
Organizational tenure − 0.21 (0.04)**
Gender − 0.03 (0.18)

Covariates—center level
Percentage patients uninsured − 0.92 (0.89)
Number of visits per FTE − 0.01 (0.01)
Psychological Safety 0.64 (0.07)**

AIC statistic (goodness-of-fit) 252.23

*p < 0.05, **p < 0.001

Table 5 Results of Cox Proportional Hazards Model Relating
Leader Tactics to Idea Implementation (N = 220 Ideas)

Dependent variable: Idea implementation

Independent variables Hazard
ratio (CI)

No leader tactics -reference-
Meeting ground rules 0.91 (0.59–1.41)
Brainstorming time 1.20 (1.05–1.37)*
Reflection on team process 1.84 (1.09–3.09)**

Covariates—individual idea submitter
Professional role (reference:
primary care provider)

0.95 (0.81–1.02)*

Organizational tenure 1.14 (1.01–1.28)**
Gender (reference: female) 1.24 (0.81–1.89)

Covariates—center level
Percentage of patients uninsured 0.05 (0.03–0.07)
Number of visits per full-time equivalent 1.10 (1.00–1.14)**
Psychological safe work climate 1.04 (1.01–1.39)*

AIC statistic (goodness-of-fit) 248.67

*p < 0.05, **p < 0.001
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idea’s content, but with a focus on the logistics of imple-
mentation. For brainstorming success, leaders need skill in
facilitating discussion around a shared purpose and enabling
free flows of ideas such as allowing members to talk unin-
terrupted without fear of judgment to protect high-creativity
ideas and promote rapid implementation.34, 35

Reflection on team process was positively associated with
idea implementation and “Iterate and Generate” idea evolu-
tion, characterized by slower idea implementation with high
team engagement about idea content. The ideas generated
were less creative, however. No prior empirical study tested
the effect of this tactic on our dependent variables, although
theories suggest groups that reflect on their process may
emphasize their collaborative output,17 and less creative ideas
sustain more discussion over time as they are less likely to be
criticized.36 Our work extends this by providing evidence to
support the theory of less creativity in reflective teams, in a
single study, and in healthcare QI.
There was not a significant association between meeting

ground rules and idea creativity, evolution, or implementation.
It may be that ground rules were used in teams where status
differences were not prominent and had little effect. Future
work should examine meeting ground rules to examine wheth-
er their effectiveness is conditional on other characteristics
such as status differences.
Although we found a relationship between leader tactics

and idea processes, we cannot determine a causal relationship.
It is possible that leader tactics are indicative of practice
dynamics, which we addressed by controlling for practice
characteristics. Although only one leader tactic was listed in
the minutes per practice, leaders may have used tactics not
recorded. Nevertheless, this study suggests leaders should
select tactics depending on their priorities. For some organi-
zational challenges, the creativity imperative is urgent:
existing approaches are insufficient, and rapidly implemented,
creative ideas may be necessary for improvement.12

Preventing disruption to the status quo and stability of groups
in the organization may be less important than the need for
change.37 Leaders might consider employing brainstorming
for these circumstances.
When circumstances suggests the value of incremental

changes and deliberate problem solving,38, 39 promoting com-
mitment over longer periods of time for idea implementation,
and fostering engagement, discussion and evaluation of ideas
with other characteristics (e.g., external environment fit) may
be more important.39, 40 Leaders might consider employing
reflection on team process for these circumstances, which
emphasizes group process over rapid change, which may be
desirable for leaders facing challenges requiring deep analy-
sis.41 Leaders must be skilled at encouraging teams to notice
the process and behaviors of teamwork, such as communica-
tion and the value of shared ideas.34 This work expands our
understanding of how leaders facilitate QI,12 and suggests
leaders employ tactics appropriate to their organizational
goals.
This work contributes to implementation science literature

that underscores the importance of “bottom up” efforts in
change processes as a complement to “top down” QI inter-
ventions.42, 43 Healthcare teams play a critical role in the
implementation of top-down approaches, including the imple-
mentation of evidence-based interventions44 and public policy
responses.42 Research has clarified how critical their owner-
ship of implementation is, but has neglected examination of
how healthcare teams generate QI ideas that form interven-
tions to be implemented, despite this being viewed as critical
to implementation success.43 Even less research has examined
how clinicians and staff generate ideas, though there is often
an organizational mandate to do so.42

Our findings have implications for QI and implementa-
tion. For QI, it implies that on-the-ground improvement,
specifically the generation and implementation of QI ideas,
may comp lemen t r e s ea r ch -gene r a t ed ev idence

Table 6 Results of Cox Proportional Hazards Models Relating Leader Tactics to Idea Evolution Pathways (N = 220 Ideas)

Dependent variable: Idea evolution pathway

Plug and Play (N = 220 ideas) Slow Burn (N = 220 ideas) Iterate and Generate (N = 220 ideas)

Independent variables Odds ratio (CI) Odds ratio (CI) Odds ratio (CI)

No leader tactics -reference- -reference- -reference-
Meeting ground rules 0.97 (0.25–2.18) 0.49 (0.33–1.73) 0.67 (0.54–1.59)
Brainstorming time 1.24 (1.12–1.46)* 0.66 (0.44–1.18) 0.98 (0.83–1.94)
Reflection on team process 0.71 (0.24–1.25) 0.73 (0.49–1.21) 1.73 (1.27–1.96)*

Covariates—individual idea submitter
Professional role 0.46 (0.18–0.75) 0.84 (0.67–1.05) 0.91 (0.28–1.94)
Organizational tenure 1.14 (0.88–1.47) 1.04 (0.89–1.13) 1.78 (1.23–2.54)**
Gender 0.27 (0.07–0.96)* 1.16 (0.76–1.77) 0.08 (0.32–1.54)

Covariates—center level
Percentage patients uninsured 0.02 (0.01–1.54) 0.01 (0.00–0.02)* 0.12 (0.09–1.01)
Number of visits per FTE 1.02 (1.01–1.20)** 1.01 (0.87–1.02)* 0.86 (0.74–1.01)
Psychological safety 0.88 (0.50–1.54) 0.63 (0.71–1.3) 1.19 (0.74–2.95)

AIC statistic (goodness-of-fit) 268.11 149.51 131.88

*p < 0.05, **p < 0.001
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implemented in a “top-down” fashion.43, 44 Composition of
on-the-ground teams matter: team members with shorter
tenure were associated with greater idea creativity and
longer tenure was associated with idea implementation.
Both processes are critical. For QI leaders, leader tactics
examined suggest optimal methods to foster engagement in
QI by clinicians and staff under different conditions. For
implementation researchers, leader tactics are strategies
that can spread beyond a single setting, and can promote
behavior change within primary care that can integrate into
routine practice. Our findings address core issues at the
nexus of implementation science and QI that advances the
progress of primary care improvement.
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