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BACKGROUND: Facilitation is an implementation
strategy that can help primary care practices improve
healthcare quality and build quality improvement (QI)
capacity when delivered in a flexible manner by trained
professionals. Practice ownership is associated with
use of QI. However, little is known about how prac-
tices of different ownership participate in external
facilitation, and this could inform future initiatives.
OBJECTIVE: Using data from EvidenceNOW, we
examined how practice ownership influences partici-
pation in external facilitation.

STUDY DESIGN: We used an iterative mixed-methods
design.

PARTICIPANTS, APPROACH, AND MEASURES: We
collected data from practices on practice character-
istics (e.g., location, size, payer mix) and ownership
type via surveys and from facilitators on the number of
hours, encounters, and months each practice had with
a facilitator via facilitation logs. Using multivariable
linear regression, we examined the association between
facilitation and ownership (n=1117 practices). We con-
ducted semi-structured interviews with EvidenceNOW
leadership (n=12) and facilitators (n=51) and observed
facilitators in a subset of practices (n=64); we analyzed
this qualitative data for patterns of facilitation.

KEY RESULTS: In the fully adjusted model, differ-
ences by ownership were non-significant; FQHCs, how-
ever, had significantly less participation in facilitation
than clinician-owned practices across two measures
(unadjusted difference: —-2.83, p<0.01 for number of
encounters, and-2.04, p<0.01 for number of months
with encounters). Qualitative data showed that Health
System and FQHC ownership influenced types of prac-
tices enrolled in EvidenceNOW, and suggested that in
these practices lower autonomy and greater complex-
ity compared to clinician-owned ownership influenced
facilitation participation patterns.

CONCLUSIONS: Practice ownership shaped how
but not how much practices participated in external
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facilitation. This finding highlights the importance of
tailoring facilitation approaches based on ownership-
related characteristics in future QI initiatives.
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BACKGROUND

In the USA, practice ownership is changing, particularly
in primary care.' In 2018, over 45% of physicians reported
owning their practices,” with an increasing trend to hospi-
tal ownership.’ Federally qualified health centers (FQHCs)
have expanded since the Affordable Care Act.* Variations in
how primary care practices approach quality improvement
(QI) have been linked with practice ownership. Hospital-
owned practices use more evidence-based care manage-
ment strategies’® compared with clinician-owned practices.
FQHCs are required to have certain QI processes’ ™ in com-
pliance with their federal designation. Small clinician-owned
primary care practices might be challenged to build capacity
for QI, which is needed to improve use of evidence-based
guidelines and care quality. The impact of the type of prac-
tice ownership on participation in facilitation, however, has
seldom been assessed.

Facilitation is an evidence-based implementation strat-
egy that helps primary care practices build capacity for QI
and improve clinical quality.'” External support organiza-
tions (e.g., regional extension centers, area health educa-
tion centers, quality improvement organizations) can pro-
vide the facilitator workforce.!!™!8 Facilitators help primary
care practices improve care quality using strategies, such
as assisting with audit and feedback, providing educational
materials, supporting the formation and function of QI
teams, and facilitating plan-do-study-act cycles (PDSAs),
to help practices improve care quality!®* and engaging
practices in these activities in a tailored flexible manner.”>~’

Little is known about how practice ownership influences

participation in external facilitation. In part, this is because
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Table 1 Quantitative and Qualitative Sample, Data Sources, Timepoint, and Data Collection Dates

Sample Data source

Timepoint Data collection dates

Quantitative data
Practice manager or lead clinician Practice survey

Practice members including clinicians, nurses,
managers, and staff

Facilitators Facilitator logs

Qualitative data

Cooperative leadership and facilitators Interviews

Facilitators
practices

Practice member survey

Field observations in primary care  Cooperative site visits

Pre-intervention Sept. 2015-June 2017

Pre-intervention Sept. 2015-June 2017

During intervention Nov. 2015-Dec. 2017

2016-2017
2016-2017

Cooperative site visits

Note: Practices received the intervention at different timepoints based upon the cooperatives’ study design (e.g., stepped wedge), intervention plan

(e.g., duration of facilitation), and time needed to reach the recruitment goal

there are few studies large and diversified enough to exam-
ine the relationship between practice ownership and external
facilitation. Understanding how practices of different own-
ership participate in external facilitation could inform the
development of QI initiatives. Most QI evaluations lack suffi-
cient numbers of enrolled practices to test ownership effects.
EvidenceNOW is a large national initiative that has enrolled
approximately 1500 small-to-medium-sized diverse primary
care practices. This study’s aim was to assess whether own-
ership was associated with primary care practices’ level of
participation in the QI facilitation offered by EvidenceNOW
and to explore what factors influence practice leader and
member attitudes toward and experiences of facilitation.

METHODS
Design

This study used an iterative mixed-methods observational
design; early data analysis informed subsequent quantita-
tive and qualitative data collection and analysis. Quantitative
data determined whether the amount of facilitation differed
by ownership, and qualitative data described facilitation
participation differences by ownership. The evaluation of
EvidenceNOW was guided by the Practice Change Model,
which identifies how practices’ internal and external motiva-
tions, resources, and choices for change, which are interde-
pendent, influence change in clinical outcomes.*® The Con-
solidated Framework for Implementation Research informed
identification of factors that may have fostered or inhibited
participation in facilitation.?

Setting

In 2015, the Agency Health Care Research and Quality
(AHRQ) funded seven QI cooperatives in 12 US states to
lead primary care practice participation in EvidenceNOW,
a practice improvement initiative. AHRQ chose the term
cooperatives to highlight the need for cross-organization

collaboration to support practices and sustainability.*® Coop-
eratives each recruited approximately 200 small-to-medium-
sized (< 10 clinician) practices in their regions. AHRQ
focused on small-to-medium-sized practices because they
were likely to have fewer internal QI resources than larger
practices or practices owned by a health system/hospital or
part of a FQHC.*® While the initial focus was on clinician-
owned practices, cooperatives also chose to enroll similarly
sized practices that were part of health systems or FQHCs
to meet recruitment goals.?! Cooperatives provided external
support interventions (e.g., assistance with accessing and
using audit and feedback and performance benchmarking
data; education; facilitation) to practices.32 Practice facilita-
tion (details on facilitation activities described elsewhere)*”
was the main intervention strategy implemented by all coop-
eratives. Cooperatives implemented these interventions from
2015 to 2017. A national evaluation of EvidenceNOW,
Evaluating System Change to Advance Learning and Take
Evidence to Scale (ESCALATES), was funded® in 2015 to
study the initiative. The study protocol was approved and
monitored by the Oregon Health & Science University Insti-
tutional Review Board.

Sample

This study sample included clinicians and staff from the par-
ticipating practices in EvidenceNOW and cooperatives’ team
members, including leadership and facilitators (see Table 1).

Quantitative Data Collection, Management,
and Analysis

Quantitative data were collected from practices via surveys
pre-intervention and from facilitators via logs during inter-
vention implementation.

There were 1720 practices initially recruited to participate
in EvidenceNOW. The following practices were excluded
from analyses: 111 (6%) practices that withdrew from
EvidenceNOW; 304 (17%) practices that did not submit
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a practice survey or practice member survey (1720 prac-
tices received both surveys with response rates of 86.9%
and 87.2% respectively); 134 (8%) practices that did not
endorse being clinician owned, system owned, or an FQHC,
as defined previously®; 10 (< 1%) practices with greater than
90 facilitation hours (excluded because qualitative data sug-
gested these data were unreliable and to avoid excessive
skewing of analyses); and 44 (2.5%) practices with insuffi-
cient facilitation data. Our final sample included 1117 (65%)
of recruited practices (more details on samples in Appendix).

Facilitation In all cooperatives except one, facilitators
recorded the practice identification number, date of facilita-
tion visit, type of visit (virtual, in person), and number of
hours spent at each visit. One cooperative recorded only the
number of hours every month. We measured participation in
facilitation for each practice by the number of hours of facili-
tation, number of encounters with a facilitator, and number
of months with an encounter with a facilitator.

Practice Characteristics Cooperatives collected a practice
survey and practice member survey pre-intervention. The
practice survey, completed by a practice manager or lead
clinician, asked about practice characteristics, including size
(e.g., solo, 2-5, 6-10 clinicians); ownership (e.g., clinician-
owned solo or group practice, hospital/health system owned,
FQHC); location (e.g., rural/urban/suburban); whether a
practice was in a medically underserved area; the practice’s
payer mix (commercially insured; Medicare; Medicaid;
dually eligible; uninsured; other insurance); the practice’s
patient panel mix, including proportion of patients by race
(black; white; unknown) and ethnicity (Hispanic; unknown);
and whether a practice participated in QI demonstration pro-
grams. The practice member questionnaire was distributed
to all members of a practice and assessed adaptive reserve,
which is a composite measure of available resources that
could help practices adapt and change.** Details about sur-
vey development and collection are described elsewhere.®

Number of Practices from the Same Organization We determined
the number of practices recruited from the same organiza-
tion, which we defined as an entity that shared the same
administrative and functional structure, because qualitative
findings suggested that the number of practices from the
same organization participating in EvidenceNOW influenced
facilitation in those practices. To do this, we used coopera-
tive-provided organization-level identification numbers.
We developed four multivariable linear regression mod-
els, sequentially adding groups of independent variables to
understand the effect of each on the association between
practice ownership and participation in facilitation (more
details in Appendix). The first was an unadjusted model,
only including ownership type. The second added indica-
tor variables for each cooperative. The third added practice

characteristics. The fourth added the interactive effect of
practice ownership and number of practices recruited from
the same organization. An alternative specification with
organization fixed effects led to specification instability and
highly imprecisely estimates. We clustered standard errors
at the cooperative level using bootstrapping because of the
small number of cooperatives, which allowed for correlated
error terms at the organization level (nested within coopera-
tives) and at the cooperative level. Quantitative analysis was
conducted using R version 3.5.1.

Qualitative Data Collection, Management,
and Analysis

Qualitative data were collected during intervention
implementation via site visits to the seven cooperatives
(2016-2017).

Interviews and Observations ESCALATES team members
experienced in qualitative methods, primary care, practice
change, and QI conducted site visits to explore the coop-
eratives’ experiences recruiting, engaging, and working
with practices. We interviewed leaders of each cooperative
(n=14) and worked with them to identify facilitators for
field observation (25 clinician-owned, 24 system-owned, 15
FQHC practices) and interviews (n=51). We often spent a
day with the facilitator, conducting an interview and observ-
ing their work. Interviews were approximately an hour in
length, audio recorded, and professionally transcribed; tran-
scripts were reviewed for accuracy. Field researchers took
detailed field notes. Interview transcripts and field notes
were entered into Atlas.ti (Atlas.ti Scientific Software Devel-
opment GmbH, Berlin, Germany) for management, coding,
and analysis.

We used an iterative, immersion-crystallization process
for analysis,” analyzing qualitative data as they were col-
lected. This process includes reading the data (immersion)
to identify patterns for organizing (crystallization); coding
data and organizing by themes,*® comparing across cases;
and corroborating findings with other data sources. In an
initial immersion-crystallization cycle, a qualitative team
developed a coding structure. This team worked closely
with a quantitative team, regularly sharing emerging find-
ings. We learned early that system-owned practices partici-
pated differently in EvidenceNOW, and we modified our
interview guides to better understand cooperative leaders’
and facilitators’ experiences working with practices of dif-
fering ownership.

In a second immersion-crystallization cycle, we analyzed
site visit field notes and transcripts. First, one qualitative
researcher (CKP) analyzed the coded data related to prac-
tice ownership and identified preliminary findings that sug-
gested a relationship between ownership and participation
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Table 2 Practice Ownership Distribution by Cooperative

Cooperative Clinician FQHC System All
owned owned

1 75(52.4%)  37(259%) 31(21.7%) 143 (100%)
2 59 (38.6%) 42 (27.5%) 52 (34%) 153 (100%)
3 138 (93.2%) 9 (6.1%) 1(0.7%) 148 (100%)
4 78 (45.9%) 23 (13.5%) 69 (40.6%) 170 (100%)
5 48 (31.8%)  25(16.6%) 78 (51.7%) 151 (100%)
6 66 (40.2%) 70 (42.7%) 28 (17.1%) 164 (100%)
7 83 (44.1%) 40 (21.3%) 65 (34.6%) 188 (100%)
All 547 (49%) 246 (22%) 324 (29%) 1117 (100%)

Source: ESCALATES practice survey. Notes: Percentage values in
round brackets denote row percentages

in facilitation. Second, two qualitative researchers (CKP,
JDH) examined field notes and interview transcripts in their
entirety to further identify how practices with different own-
ership participated in facilitation, conducted cross case com-
parison, and organized the data by themes. Throughout this
process, they met with each other to corroborate, discuss,
and refine the findings. Third, the final thematic structure
was discussed by the team until all members agreed.

QUANTITATIVE RESULTS

In our final sample, the three ownership types were repre-
sented in each of the cooperatives (Table 2). Half the prac-
tices were clinician owned, 22% were FQHCs, and 28%
were system owned. Clinician-owned practices were more
likely to be smaller and located in urban areas; FQHCs were
more likely to be larger (> 11 clinicians), located in rural
and medically underserved areas, and with a greater num-
ber of patients on Medicaid or without insurance. On aver-
age, FQHC and system-owned practices had more practices
belonging to the same organization that participated in Evi-
denceNOW compared with clinician-owned practices (11.9
and 14.9, respectively, versus 1.7 practices). Mean levels
of the adaptive reserve scores were lower for FQHCs and
system-owned practices compared with clinician-owned
practices. The distribution of our full set of practice char-
acteristics across ownership types is listed in Appendix A,
Table 1. On average, clinician-owned practices received

20.9 h, system-owned practices received 14.9 h, and FQHCs
received 14.7 h of facilitation (Table 3).

Regression results are presented in Table 4 (additional
details available in Appendix B). In unadjusted regres-
sion models, FQHCs had significantly lower participation
in facilitation than clinician-owned practices across two
measures. There were no significant differences between
system-owned and clinician-owned practices. Adjusting for
cooperative fixed effects and practice characteristics did not
substantially change the difference across the three measures
by ownership. Adjusting for number of practices belonging
to the same health system/FQHC resulted in non-significant
differences across the three measures by ownership.

QUALITATIVE FINDINGS

Qualitative analysis identified three contextual factors that
describe different patterns of participation in facilitation by
ownership: recipient of the intervention, practice decision-
making authority, and centralized health information tech-
nology. We did not identify any differences in participation
patterns between system-owned and FQHC practices.

Recipient of the Intervention In clinician-owned practices,
office managers, clinicians, practice staff, and/or a QI team
participated in facilitation. In system-owned and FQHC
practices, who the facilitators worked with varied. In some,
facilitators met with leaders representing several practices at
the same time; those leaders worked with practices to imple-
ment changes. In others, facilitators worked with practice
members and system-level QI administrators or just with
system-level QI administrators to understand system goals,
the usefulness of facilitators, and how to integrate system
goals within the practices. Facilitators presented ideas based
on identified practice needs to the system-level QI team
for approval before working with practices to implement
changes. Some facilitators, working with practices in the
same system/FQHC, coordinated with each other. Facilita-
tors occasionally collaborated with central QI to implement
changes that then spread across that systems’ practices. “We
implemented a CVD risk calculator. They weren’t using one.
And that went system wide.” (cooperative 7, facilitator inter-
view). Facilitators often saw themselves as “as a messen-
ger [...] where [their] job is to hear what they [the practice
members] say and take it up a level, and hope that the system

Table 3 Participation in

Lo Participation in external All practices Clinician owned FQHC HMO/hospital/
External Facﬂltatlon by facilitation [mean (sd)] health system
Ownership owned
Number of hours 17.8 (17.3) 20.9 (15.8) 14.9 (20.7) 14.7 (15.9)
Number of encounters 10.0 (6.5) 11.3(5.8) 8.4 (6.6) 9.1 (7.2)
Number of months with at 7.3 (3.4) 83 (3.1 6.3 (3.4) 6.5 (3.3)

least one encounter
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Table 4 Regression Results of External Facilitation by Ownership

Unadjusted

Estimate (SE)  Estimate (SE)

Adjusted for cooperative Adjusted for cooperative

Adjusted for cooperative, practice
and practice character- characteristics, and number of practices
istics from the same organization

Estimate (SE) Estimate (SE)

Number of facilitation hours

Clinician owned (mean) 20.94 (4.40)

FQHCs (mean difference) —-6.05 (3.31) —-1.91 (4.29)
System owned (mean difference) —6.21 (3.23) —1.80(1.49)
Number of facilitation visits (encounters)

Clinician owned (mean) 11.27 (1.78)

FQHCs (mean difference) —2.83%%(0.98) —2.10%* (0.65)
System owned (mean difference) —2.17 (1.60) —0.59 (0.40)

Number of months with at least one facilitation visit

8.30 (0.93)

—2.04%%(0.72) —1.04* (0.43)
—0.44**(0.16)

Clinician owned (mean)
FQHCs (mean difference)
System owned (mean difference) —1.82 (0.93)

—6.03% (2.47) —3.38 (3.65)
—3.33% (1.45) —2.59 (2.15)
—2.80%* (1.08) —1.51 (1.00)
—0.61 (0.51) 0.21 (0.57)

— 1.41% (0.70) —0.54 (0.61)
—0.55%* (0.21) —0.05 (0.36)

The table shows mean values (for clinician-owned practices, the reference group) and mean differences for (FQHCs and HS practices) and standard
errors (SE) for the following outcomes: number of practice facilitation hours, number of practice facilitation encounters, and months with practice
facilitation encounters. The first column shows averages (clinician-owned practices) and unadjusted mean differences (FQHCs and HS practices).
The second column shows regression-adjusted mean differences for FQHCs and HS practices, adjusting for cooperative fixed effects and practice
characteristics. The third column shows regression-adjusted mean differences for FQHCs and HS practices, adjusting for cooperative fixed effects
and practice characteristics. The fourth column shows regression-adjusted mean differences for FQHCs and HS practices, adjusting for cooperative
fixed effects, practice characteristics, and size of a practice’s organization. Standard errors were clustered at the cooperative level using bootstrap-
ping with 1000 repetitions. Source: ESCALATES practice survey and practice facilitation information

*p<0.05; ##p <0.01; ***p <0.001

now hears that enough [to make a change].” (cooperative 2,
facilitator interview). Another described working with both
system QI administrators and the practice,

I do a lot with the CQI [central QI] director. She and
I will sit down. I will have an idea, and I’ll see what
she thinks. Then I present it to [the practice] and say,
“Do you want to do it?” I can take things to leadership,
which I have done, but [system leaders] have the right
to refuse it. (Cooperative 7, facilitator interview)

Facilitators needed to balance differing practice and sys-
tem goals to keep practices participating in facilitation while
also being responsive to system-level goals.

Practice Decision-Making Authority and Autonomy Clinician-
owned practices had greater decision-making authority and
autonomy than system-owned and FQHC practices. The
practice lead, often the lead clinician and office manager,
made the decision to enroll in the initiative because they saw
a benefit to participation, including working with a facilita-
tor. Clinician-owned practices had autonomy to prioritize
and implement QI work that was relevant and meaningful
to them.

System-owned and FQHC practices often were enrolled
by organizational administrators not located at the practice
and did not get practices’ agreement regarding participation.

Health system and FQHC administrators wanted Evidence-
NOW facilitators to help practices follow system-developed
procedures and QI priorities and reach practices that were
further from the administration hub or had recently been
acquired. A cooperative 1 leader described, “We’ll kind of
work with [the health system] to spread the [health system]
way.” And a cooperative 5 leader stated:

Most of the systems that we are partnering with, they
have purposefully selected or encouraged their newer
practices to be the one to participate. One of them
refers to it as those that are a little further away from
the mothership, that need to be brought into the family
and they’re using us to do that.

This lack of autonomy in the decision to enroll influenced
practices’ participation in facilitation: “They [practices] did
not want to participate and were frustrated that [the health
system] had ‘signed them up,” because they were feeling
understaffed and overwhelmed and felt like they didn’t have
time for this.” (Cooperative 6, site visit field notes).

System-level QI administrators often decided what prac-
tices were worked on, provided workflows to implement,
directed practices to focus on a specific measure (e.g., blood
pressure), and/or wanted standardized strategies adopted.
“They want to implement everything in all of those prac-
tices, the same standardized process, which is a task in itself”
(cooperative 1, facilitator interview). This system desire
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for standardization influenced participation in facilitation;
facilitators reported practice frustration with their inability
to work on what was important to them,

[The health system] want[s] [the practices] to be on
the same page and working on the same things and
putting effort into the same areas, but that can be really
challenging. The central administration is trying to get
us [the facilitators] to coordinate, but the individual
sites sometimes don’t want to. They want to focus on
what’s important to them at the time. (Cooperative 4,
Facilitator Interview).

Centralized Health Information Technology (HIT) Clinician-
owned practices tended to have less sophisticated electronic
health records (EHRs) and varied in the extent to which they
could use their EHR to generate data for QI. Some coopera-
tives had HIT experts who supported practices (not counted
as facilitation hours), but facilitators still dedicated time in
many clinician-owned practices, to teach staff how to vali-
date their data and use chart audits to inform QI. There was
less of a need to focus on these activities in system-owned
and FQHC practices because they tended to belong to larger
organizations with standardized, robust EHRs, HIT, and
reporting infrastructure. Reporting was generally managed
centrally, which could delay the receipt of audit and feedback
data. As one facilitator described,

The health system [has] one person who does the
reporting for all four clinics. I’ve been working with
them for a little over six months and every meeting I
say, “It would be great if you could have that report
that has your measures with you every time, we meet
so we [can] see how that blood pressure’s doing.” And
every time they say, “Yes! I've got to get with [central
administrator] and get that report.” [...] But we haven’t
gotten there yet. (Cooperative 1, facilitator interview)

In system-owned and FQHC practices, oftentimes, the
individuals who generated reports were not part of the local
team, which decreased their comprehension of how the data
reports should be generated to be meaningful.

DISCUSSION

There were no differences in the amount of facilitation across
all three measures in the fully adjusted model. However, our
quantitative and qualitative analyses highlight differences in
the patterns of participation by ownership. The quantitative
data suggests that the number of practices participating from
the same health system/FQHC on average lowered participa-
tion in facilitation because adding this variable erased the
significant differences in facilitation by ownership types.
Our qualitative data found that QI participants in system and
FQHC practices experience a lower level of local autonomy

for carrying out QI, and a higher level of organizational
complexity, than participants in clinician-owned practices.
These more complex contexts required involvement of peo-
ple at multiple organizational levels; more steps and time
were needed to obtain data, make decisions, and implement
changes. In the clinician-owned practices, the lead clinician
and manager did not need to consult higher management
levels. However, clinician-owned practices required more
facilitator help with QI skills including use of information
technology for producing QI data. In some system-owned
and FQHC practices, external facilitators worked with indi-
vidual practices. In others, they worked with system-level QI
leadership. Centralized data management and infrastructure
had advantages; yet, they also resulted in data that were less
useful for QI due to time lags and lack of tailoring to QI
project need.

Intervening within a complex system to encourage and
support practice participation in facilitation requires buy-
in and commitment across layers and divisions of leader-
ship within the system including within local practices.?’~’
While a single clinician-owned practice can be considered
a complex system, embedding a single practice within a
larger system with multiple practices increases complexity.
Some of the differences may have been due to differences in
study recruitment. Health systems and FQHCs purposively
emphasized enrolling practices that were newly acquired or
further from the administrative hub to enhance standardiza-
tion across their practices, and system and FQHC practices
had limited decision-making authority. Using QI to enhance
standardization resulted in pushback from some practices.
Clinician-owned practices, in contrast, volunteered to par-
ticipate in the initiative. According to the Practice Change
Model, it is critical that key stakeholders, such as practice
leaders, are energized and motivated to bring about change.?®
A study with one EvidenceNOW cooperative found there
were greater odds of practices engaging with facilitators and
QI with greater practice leadership support for QI.*

Our data are consistent with the Model for Change and
CFIR in pointing to organizational context as a key determi-
nant of healthcare provider behavior and behavior change.
Approaches to QI facilitation may need to be tailored dif-
ferently across types of organizational ownership. For
example, one way to stimulate stakeholder motivation is for
system-level QI leadership to collaborate with practice-level
stakeholders and align practice and system-level QI priori-
ties so there is commitment at the practice. This collabora-
tive “bottom-up” process was successful in obtaining local
buy-in for a “top-down” QI initiative in a large health sys-
tem.*! External facilitators could support this collaborative
approach®>*? and act as a link for communication between
different organizational stakeholders,** supporting trusting
relationships between practice members and system-level
leaders.?2***% In EvidenceNOW, facilitators often served
as the trusted conduit between practice and system-level QI
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leadership. For clinician-owned practices, in contrast, our
data suggest that a greater proportion of external facilita-
tor efforts may need to be directed toward producing and
interpreting QI data. Future studies are needed to under-
stand whether substantially different facilitator skill sets are
needed to achieve optimal results in practices with different
ownerships.

A key role of the facilitator is to stimulate reflective, criti-
cal thinking that challenges organizational and individual
values and assumptions, allowing for insights into current
ways of doing things and identification of areas needing
change.?!** The Practice Change Model suggests that mul-
tiple internal and external factors can block or foster stake-
holders’ ability to see opportunities for change, influenc-
ing this learning process and motivation for change.”® How
these factors influence practice and system-level stakehold-
ers’ learning process is likely to vary. In health system and
FQHC practices, this learning process would likely need to
occur within the various layers of leadership, which could
result in divergent decisions on how to effect change. In
clinician-owned practices, this learning process might also
occur with various leadership roles, such as the clinician
owner and the practice manager. Researchers could explore
how this learning process is coordinated within local practice
leadership and between individual practices and the larger
system.

Health systems can provide the needed expertise and
resources (e.g., QI resources, HIT expertise, and infrastruc-
ture) to promote change and use of QI, but these larger sys-
tems can also have processes that hinder change and use
of QI, like requiring centralized approval for changes.***’
Timely, reliable, and credible data that measure performance
are needed to inform data-driven QI.48’49 In EvidenceNOW,
facilitators provided technology support, including teach-
ing staff how to extract data, generate reports, and use their
data in clinician-owned practices. System-owned and FQHC
practices centrally extracted data to generate reports; how-
ever, reports were not always timely or perceived as useful
to inform the QI process, influencing participation. In health
systems, facilitators should consider building relationships
between QI teams and central HIT leaders and staff.

Limitations

Our study had a number of limitations. Our measures of
facilitation might not fully measure all dimensions of par-
ticipation. Also, since health systems and FQHCs worked
differently with the external facilitators, our measure of
facilitation may not have captured the participation in facili-
tation at the practice level where the facilitator worked with
the system-level QI team or met with leaders from several
practices at the same time. In these situations, it is not clear
how facilitation was recorded. We determined the number

of practices from the same organization participating in Evi-
denceNOW; however, this measure understates the size of a
practice’s organization if not all practices from its organiza-
tion participated. We were not able to measure the influence
of organizational culture in our regressions. In our sample,
most FQHCs were affiliated with a large group/system and
governed by a central administration; this structure is not
necessarily the norm for FQHCs. We observed facilitators
in a small number of practices, which might not have been
representative of all the practices in the quantitative analysis.
While we have a large sample, it is not fully representative of
US primary care practices because EvidenceNOW operated
in selected states and we excluded some practices from our
analysis. We did not ask when a practice became affiliated
with a system/FQHC; therefore, we do not know the extent
to which a practice was integrated within a system/FQHC.
Finally, our analysis did not examine the influence of prac-
tice disruptions on facilitation.

Conclusions

This study shows that in a large national QI initiative, cli-
nician-owned practices, healthcare system practices, and
FQHCs accessed similar amounts of the available external
QI facilitator time. This similarity in quantity of use, how-
ever, masked different patterns of use, with facilitators for
clinician-owned practices reporting more encounters with
facilitators over more months of contact. These patterns may
have been due to the different types of challenges endorsed
by facilitators and practice or QI leaders across the differ-
ent types of ownership. Clinician-owned practices reported
more need for direct work with the practice, while health-
care system practices and FQHCs reported more time spent
communicating across system layers and units. Facilitation
is not a one-size-fits-all activity; continued scientific work
on this key element of healthcare improvement initiatives
is needed. Future work will assess the success of the Evi-
denceNOW initiative’s QI approach. Based on our study,
we expect results may differ by ownership as well as other
contextual factors. Our study also demonstrates the value of
mixed-methods research designs. Our quantitative methods
enabled us to assess the overall impacts of ownership on
facilitation, while our qualitative work enabled us to develop
solid hypotheses about the reasons for our quantitative find-
ings that can support future research.
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