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Abstract 

Predictors of Quality Improvement (QI) training transfer are lacking. This study aimed to 

identify the factors and attributes related to QI training transfer in healthcare 

professionals who participated in the Clinical Safety and Effectiveness (CS&E) QI 

training program held at the University of Texas MD Anderson Cancer Center (MDACC) 

between 2005 and 2014; and to develop insight into how these factors and attributes 

facilitate or impede QI training transfer. The Success Case Method (SCM) was used to 

identify trainees with high and low levels of training transfer based on a screening 

survey. Semi-structured interviews were conducted with a sample of survey respondents 

to document how training transfer was achieved and how lack of that transfer could be 

explained. The survey’s response rate was 43%. Interview transcripts for 16 out of 17 

physicians interviewed were analyzed using the thematic analysis method. The analysis 

confirmed the conceptual model used in this study which categorizes QI training transfer 

factors under three different domains: trainees’ characteristics, training course, and work 

environment. Under the trainees’ characteristics domain, attitude towards change; 

motivation; mental processing skills; interpersonal skills; and personality characteristics 

(curiosity, humility, conscientiousness, resilience, wisdom and positivity) were identified. 

The training project, team-based learning, and didactics were identified under the training 

course domain. Work culture, work relationships, and resources were identified under the 

work environment domain. Implications and future research ideas are discussed. 
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Chapter I 

Introduction 

Healthcare costs are rising rapidly in the United-States (U.S.) and throughout 

the developed world. In 2012, the estimation of total U.S. healthcare expenditures was 

$2.8 trillion with a projected increase to $3.4 trillion in 2016 (Center for Medicare & 

Medicaid Services, 2013). According to a recent literature review, every year in the 

U.S. , 400,000 hospitalized patients die due to preventable medical errors (James, 

2013). This crisis has been referred to by some healthcare experts as the “quality 

chasm” and was acknowledged by many stakeholders, who have suggested solutions 

to solve this problem (Institute of Medicine, 2001). These efforts have increased 

dramatically within healthcare systems since the Institute of Medicine published “To 

Err is Human” and “Crossing the Quality Chasm” more than a decade ago. These 

reports showed that while some of the healthcare expenditures are beyond the control 

of the healthcare professionals, other expenditures are related to waste, redundancy 

and fear of lawsuits (Institute of Medicine, 2001; Kohn, Corrigan, & Donaldson, 

2001). The last two decades have witnessed a dramatic increase in Quality 

Improvement (QI) initiatives. One example for these initiatives is the development of 

the Institute for Healthcare Improvement (IHI) which has sponsored many QI projects 

that involved more than 2,000 teams from 1,000 different healthcare organizations 

(Institute-for-Healthcare-Improvement, 2003). In 2002, the Institute of Medicine 

committee on the Health Professions Education convened a meeting which included 

150 healthcare professionals. The summit issued the “Health Professions Education: 

A Bridge to Quality” report in 2003, which called for the integration of a core set of 
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competencies including QI into health professions education (Institute of Medicine, 

2003). 

Quality Improvement in Healthcare 

In 2003, the Institute of Medicine recommended that all medical students and 

working health professionals should develop and maintain proficiency in quality 

improvement. As a response to these recommendations, training programs teaching 

QI methods to health professionals have been implemented by many healthcare 

organizations (Boonyasai et al., 2007; Windish, Reed, Boonyasai, Chakraborti, & 

Bass, 2009; Wong, Etchells, Kuper, Levinson, & Shojania, 2010).  To advance 

research in that field, in 2007, Batalden and Davidoff (2007) defined QI in healthcare 

as: 

The combined and unceasing efforts of everyone - healthcare professionals, 

patients and their families, researchers, payers, planners, educators - to make 

the changes that will lead to better patient outcomes (health), better system 

performance (care), and better professional development (learning) (Batalden, 

2007, p.2)  

This definition emphasizes the complexity of QI in healthcare and the important role 

healthcare professionals and educators play to achieve the desired outcomes.  

Statement of the Problem 

Due to the substantial amount of time, effort, and funding that health professional 

trainees have to invest to attend the QI training, objective evidence regarding these 

programs’ effectiveness becomes very important. However, little is known about how 
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effective teaching QI to students and working health professionals is. It is also not clear 

whether the educational methods used in this teaching have meaningful clinical benefits.  

Clinical Safety and Effectiveness Course 

The Clinical Safety and Effectiveness (CS&E) course is a QI training program 

designed and offered by the University of Texas MD Anderson Cancer Center 

(MDACC). This course aims at training physicians and other healthcare professionals to 

integrate quality and safety concepts into the way they do their work and enhance 

organizational knowledge in the form of QI projects done as part of the training course. 

The course consists of eight full day instruction sessions over a period of six months. It 

requires participants to work in small teams (3-4 trainees) and to complete a practicum 

with a QI project. At the conclusion of the CS&E the trainees are expected to (1) learn to 

improve healthcare systems’ processes; (2) identify, measure and reduce variation; (3) 

understand the need for multi-professional and interdisciplinary teamwork towards 

improvement and patient care; (4) improve healthcare outcomes; (5) increase 

organizational learning by sharing knowledge of best QI practices. These objectives are 

in alignment with the American Association of Medical Colleges (AAMC) “Teaching for 

Quality” report discussed in Chapter Two (AAMC, 2013). The CS&E program is 

currently offered twice a year and is evaluated by a yearly questionnaire sent to the 

program alumni asking them about what they have implemented from the skills they have 

learned in the program. 

Purpose of the Study 

The purpose of this study is to identify the factors and attributes predicting 

transfer of QI training among the CS&E QI training participants using the Success Case 
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Method (SCM). Another aim of the study is to develop insight into how these factors 

facilitate or impede the transfer of training among the healthcare professionals who 

participated in the CS&E QI training program.    

Research Questions 

1- What factors and attributes relate to the transfer of training in healthcare 

professionals who participate in QI training? 

2- How do these factors and attributes relate to QI training transfer? 

Significance of the Study 

Identifying the factors and attributes relating to transfer of QI training in 

healthcare professionals participating in the CS&E course will help better design future 

QI training courses at MD Anderson Cancer Center and other healthcare institutions that 

are using similar programs to increase the QI training effectiveness.  

Educational Value of the Study 

This study will hopefully also help to develop more insight into the attributes that 

affect the research area of healthcare professionals’ training and learning transfer. This 

area of research has been considered important for developing better training programs, 

and for advancing the science of training (Burke & Hutchins, 2007; Kontoghiorghes, 

2014; Salas & Cannon-Bowers, 2001). 

Definitions 

Healthcare professional. Trained person who delivers medical care in a 

systematic way, following prescribed protocols and procedures. The term "healthcare 

professional" covers everything from a doctor, nurse and physical therapist to a 
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pharmacist and nutritionist. 

QI training. Any activity that explicitly aims to teach professionals about 

methods that could be used to analyze and improve quality. 

Factors 

Conceptual definition: A circumstance, fact, or influence that contributes to a 

result or outcome. 

Operational definition: Elements identified using qualitative data analysis from 

surveys and interviews. 

Attributes 

Conceptual definition: Qualities, characters, or characteristics attributed as 

belonging to a person or a team.  

Operational definition: Characteristics identified using qualitative data analysis 

from surveys and interviews. 

Training Transfer 

Conceptual definition: Achieving the correct or desired transfer and result of the 

training. Training transfer is defined in terms of two factors: (1) maintenance of new 

knowledge and skills in time; and (2) generalization of new knowledge and skills. 

Operational definition: Using the knowledge, skills and attitudes acquired during 

the CS&E course, the trainee is able to: 

1- Conduct improvement in trainee’s own practice. 

2- Conduct improvement in trainee’s own department. 

3- Start/Implement other QI projects different than the QI project required from 
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the CS&E class. 

This operational definition for training transfer is based on an impact model that was 

developed with the help of two Healthcare QI experts, John Bingham and Dr. Doris 

Quinn (Appendix A).  

Summary  

The significance of the well-recognized U.S. healthcare quality crisis referred to 

by some experts as the “quality chasm” has been recognized by many stakeholders, who 

have responded with Quality Improvement (QI) solutions to solve this problem. In 2003, 

the Institute of Medicine recommended that all medical students and working health 

professionals should develop and maintain proficiency in QI. In spite of the substantial 

amount of time, effort, and funding that health professional trainees have to invest to 

attend the QI training, little is known about the effectiveness of health professionals’ QI 

training and the predictors of QI training transfer in the healthcare field. 

The purpose of this mixed study is to identify the factors and attributes that relate 

to training transfer among the CS&E training participants using the Success Case 

Method. A screening survey followed by semi-structured interviews of a sample of the 

training participants were planned to develop better understanding of the situational 

factors that facilitate or prevent the transfer of training among the healthcare 

professionals who participated in the CS&E QI training program.    

Findings from the study will help organizational leaders better evaluate the 

organizational learning environment and QI training programs, and increase training 

effectiveness. These findings will also contribute to the literature in the fields of 
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healthcare QI training evaluation and transfer in particular; and the science of training in 

general.  



Chapter II 

Literature Review 

This chapter is divided into five sections. The first section focuses on reviewing 

the research conducted in the area of Quality Improvement (QI) in healthcare; the second 

section discusses the factors influencing Healthcare QI success and sustainability; the 

third section reviews the literature of health professionals’ QI training and research done 

to evaluate this training; the fourth section discusses the factors that predict the success 

and transfer of training in general; and the fifth section discusses the factors that predict 

the success and transfer of QI training in particular. The last part of this chapter discusses 

the literature gap, justification of methodological choices, review of the Success Case 

Method (SCM) used in this thesis, and the search methodology used in this literature 

review. 

Quality Improvement in Healthcare 

Batalden and Davidoff (2007) advocated that healthcare QI initiatives will not 

realize their anticipated effect until improvement becomes part of everyday life of all 

healthcare professionals (Batalden & Davidoff, 2007). Fernie and Shortell (2001) 

suggested a multilevel model of change consisting of the individual healthcare 

professional, the team, the organization or institution, and the larger healthcare system 

(Ferlie & Shortell, 2001). In order to achieve QI in healthcare, many initiatives have been 

conducted with various outcomes (Elliott, McKinley, & Fox, 2008; Pronovost et al., 

2006; Wentworth, Fox, Kahn, Glaser, & Cadzow, 2011). Some showed modest success 

(Bond et al., 2011; Mittman, 2004; Schonlau et al., 2005; Sibanda et al., 2009; Woo et al., 

2011), while others failed to show any improvement in outcomes (Landon et al., 2004; 
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Van Hoof et al., 2012). The mixed results of these QI initiatives were the subject of many 

research activities that attempted to identify the factors that influence QI success.  

Factors influencing Healthcare QI Success and Sustainability 

While efforts have been made in other fields to explore the effects that individual 

and organizational factors have on recognizing opportunities for improvement by 

employees (Mirabella, 2012), little has been published about this topic in the healthcare 

field. Kaplan et al. (2010) conducted a review of the literature that identified some  

factors for QI success such as executive level leadership, organizational culture, data 

infrastructure and information systems, duration of QI experience, degree of physician 

involvement in QI initiatives, motivation to change, available resources, and 

effectiveness of QI team leaders. After conducting this review the authors concluded: 

Our review also revealed that much of the current research suffers from 

conceptual ambiguity and methodological weaknesses. The principal 

methodological weaknesses we identified in these studies were the use of poorly 

validated measurement instruments, the failure to use multivariable analyses or 

other methods (e.g., path analysis, structural equation modeling) to understand the 

combined and relative effects of multiple factors together, and the use of 

subjective measures of QI success. (Kaplan, 2010, p.521) 

In a more recent publication, Kaplan et al. (2012) provided QI experts with the outcomes 

of their previous study discussed above in order to identify and define important 

contextual factors likely to influence QI success. QI training of healthcare professionals 

was one of the 25 contextual factors identified (Kaplan, Provost, Froehle, & Margolis, 

2012). 



10 

 

 

Dixon-Woods (2012) looked into the challenges facing QI in Healthcare 

initiatives and identified some challenges related to QI training such as: convincing 

people about the existence and relevance of the needed change, getting data collection 

and monitoring systems right (Dixon-Woods et al., 2012). Similarly, to identify common 

factors which appeared to influence success in QI implementation Ovretveit and Klazinga 

(2012) evaluated national health and social care quality programs in the Netherlands. 

Among the factors identified and related to QI training were acquiring the skills to 

manage projects,  and to execute change (Ovretveit & Klazinga, 2012). To identify 

factors contributing to sustainability of QI in healthcare, Hovlid et al. (2012) took a 

learning theory perspective and suggested that the change in the organization 

performance is based on improved understanding of the clinical system by the 

organization employees. According to the authors this improved understanding requires a 

change in the employees’ mental models.  (Hovlid et al., 2012). 

Health Professional QI Training 

In recent years, QI training programs have been developed to help healthcare 

professionals and students learn QI methods and skills. The Practice-based Learning and 

Improvement (PBLI) competency is one of the six core competencies of the American 

Council of Graduate Medical Education (ACGME). PBLI requires the physicians to 

evaluate their own practice, gather and analyze scientific evidence, and enhance patient 

care (American Council for Graduate Medical Education (ACGME), 2011).  

In 2013, the AAMC issued a report labeled “Teaching for Quality” to draw the 

path to Mastery in Quality and Patient Safety. This report advocated that quality 

improvement (QI) must align scholarship, clinical care, and education with improvement 
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as a foundational science integral for healthcare and healthcare education. The expert 

panel who prepared this report stated that all health profession clinical faculty members 

need to practice and teach QI and Patient Safety (PS) principles in the context of their 

everyday work. The report panel recommended a classification for Practice-Based 

Learning and Improvement (PBLI) that included different levels of competency: 

competent, proficient, expert and master. Based on this classification, the panel 

recommended that some faculty become expert QI educators who are skilled in formal 

teaching of QI/PS principles, in creating and disseminating curricula, and in assessing 

physician development. Finally the expert panel recommended that few faculty become 

masters or scholars in QI/PS, whose accomplishments include research and discovery in 

QI/PS education in addition to their expert status (Association of American Medical 

Colleges, 2013). 

Although training health professionals in QI can positively impact attitudes, 

knowledge and behaviors (Grimshaw et al., 2001) , little is known about the best ways to 

train those health professionals in QI, and some authors suggested that financial 

incentives for improving the quality of healthcare may be just as effective as QI training 

(Epstein, 2008). 

Health Professional QI Training Evaluation 

The effect of teaching QI methods to clinicians is unclear and published evidence 

about its effectiveness is lacking (Patow et al., 2009; Rotthoff T, 2009). Most reviews of 

QI training initiatives have described QI training programs that were planned to help 

clinicians’ acquire QI knowledge and adhere to guidelines instead of helping them 

acquire the skills that would allow them to make system and process changes themselves 
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(Evans, Sheares, & Vazquez, 2004; Gilbody, Whitty, Grimshaw, & Thomas, 2003; 

Oxman, Thomson, Davis, & Haynes, 1995). A systematic review looking at the 

effectiveness of QI teaching to clinicians was conducted by Boonyasai et al. (2007) and 

concluded that the reviewed studies presented heterogeneous outcomes and that relatively 

weak study designs and evaluation instruments hampered the programs’ assessments 

(Boonyasai, 2007). While some studies evaluating QI training of healthcare students, 

postgraduate trainees, and professionals had negative results (Filardo et al., 2009; Grol, 

2002; Morrison & Headrick, 2008), other studies suggested that many types of QI 

training improve healthcare professionals’ QI knowledge and skills, and have beneficial 

impact on healthcare processes (Applin H, 2011; O'Connor, Mahvi, Foley, Lund, & 

McDonald, 2010; Rana et al., 2011; Splaine et al., 2009; Tomolo, Lawrence, & Aron, 

2009; Varkey, Gupta, Arnold, & Torsher, 2009). Several studies and reviews suggested 

that the impact of QI training may be mixed and variable (Abbas, Quince, Wood, & 

Benson, 2011; Chakraborti, Boonyasai, Wright, & Kern, 2008; 2003; Nie et al., 2011; 

Ogrinc et al., 2003). 

Mittman et al. (2004) reviewed the evidence supporting the Quality Improvement 

Collaborative QIC, one of the widely used and presumed most rigorous QI training 

methods. They concluded that standard measures for assessing effectiveness of QI 

curricula do not exist and therefore called upon the users, researchers, and other 

stakeholders of QI training to commit to rigorous and objective evaluation of their 

interventions. According to the authors, these evaluations should document and elucidate 

improvement processes and their determinants such as identifying the attributes, actions 

and behaviors of successful trainees (Mittman, 2004). 
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More recently, Ogrinc et al. (2008) similarly recommended investing in QI 

program evaluation to continuously improve the learning experience of care 

improvement. They suggest that teachers creating learning experiences in healthcare 

improvement should focus on a few key outcome measures and work to collect those in a 

way that will give feedback to both the learners and the teachers. They argue that a 

helpful question might be "What is the single most important attribute I'm trying to 

engender in these learners? How can I measure that in a way that will be useful?" 

(Ogrinc, 2008, p.130) 

Predictors of Training Transfer 

Research has shown that only 15 percent of the knowledge and skills acquired 

during training are sustained one year after the end of the training (Facteau, Dobbins, 

Russell, Ladd, & Kudisch, 1995). Baldwin and Ford (1988) define the training transfer in 

terms of two factors: (1) maintenance of newly acquired knowledge and skills; and (2) 

application of newly acquired knowledge and skills to new areas. According to the 

authors, transfer of training occurs when the trainee finishes the training session and 

applies what was learned to work. (Baldwin & Ford, 1988). Studies distinguished three 

different groups of factors affecting training transfer at work: (1) factors related to the 

trainee; (2) factors related the training program; and (3) organizational factors related to 

training transfer and affecting both the training and the trainee (Baldwin & Ford, 1988; 

Grossman & Salas, 2011; Kontoghiorghes, 2002, 2004, 2014; Nikandrou, Brinia, & 

Bereri, 2009). Studies also showed that, in order to understand the training transfer 

process, we need to understand all the factors affecting trainees before, during, and after 
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training. (Nikandrou et al., 2009; Salas & Cannon-Bowers, 2001; Salas, Tannenbaum, 

Kraiger, & Smith-Jentsch, 2012).  

The literature review of the training transfer research showed few applications for 

the research that explored predictors and conceptual models for training transfer. Holton 

et al. (2000) developed the Learning Transfer System Inventory (LTSI). The LTSI is a 

diagnostic and evaluative tool and serves to help training and organization leaders know 

the extent of training transfer happening after the training takes place (Holton III, Bates, 

& Ruona, 2000). Kirwan and Birchall reviewed the different models of training transfer 

including the Holton model and made suggestions for changes in the current models 

(Kirwan & Birchall, 2006). 

Factors Predicting QI Training Transfer 

Wong et al (2010) conducted a recent systematic review of QI curricula for 

medical students and residents and found that the factors that affected the success of QI 

curricula were (1) having enough teachers that are familiar with QI concepts, (2) 

managing other competing educational demands and, (3) ensuring enthusiasm from the 

learners (Wong et al., 2010). With a goal to enhance this enthusiasm and buy-in from the 

QI trainees, Watts et al. (2009) used a qualitative grounded-theory approach by 

interviewing physicians and identifying themes that are relevant to the success or non-

success of QI programs. The use of a qualitative method in this study allowed the authors 

to better understand the ways quality improvement programs have been successful and 

the ways they have been counterproductive (Watts et al., 2009). In areas different than 

healthcare, studies found that if interpersonal human system skills are taught with links to 

quality endeavors, the instruction of the quality methods will likely be easier and the skill 
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transfer will likely be more effective (Dumas, Cushing, & Laughlin, 1987; Salas & 

Cannon-Bowers, 2001).   

Literature Gap  

Findings in few publications discussed the attributes of healthcare professionals 

that may correlate with patient safety and healthcare QI (Ibrahim, Jeffcott, Davis, & 

Chadwick, 2013). However, there is a gap in the literature pertaining to the attributes, 

actions and behaviors that correlate with transfer of training in healthcare professionals 

who participated in QI training. The goal of this project was to fill this gap by conducting 

a research study using the Success Case Method (SCM) method, a process which consists 

of a quantitative screening survey followed by qualitative interviews. In this research 

study, the SCM identified factors and attributes related to training transfer among 

healthcare professionals who participated in The Clinical Safety and Effectiveness 

(CS&E) QI training at MD Anderson Cancer Center (MDACC) between 2004 and 2014.          

Success Case Method 

 The Success Case Method (SCM) is a relatively new training evaluation method 

that was initially used in human resource development to rapidly assess the effect of a 

training program on trainees’ performance. The SCM involves two basic steps: (1) to 

identify training successes, usually by sending a screening survey to the trainees, and (2) 

to understand how the trainees’ successes were achieved, usually by conducting 

interviews with a sample of the most and least successful trainees (Brinkerhoff, 2005). 

Only one report of the application of SCM in health profession education training was 

found (Olson, Shershneva, & Brownstein, 2011).  
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Literature Review Search Method 

Relevant studies were searched using electronic databases, including MEDLINE, 

the Cumulative Index of Nursing and Allied Health Literature (CINAHL), the Education 

Resource Information Center (ERIC), and ProQuest (Dissertations & Theses Database). 

Summary 

Mixed results of success among Quality Improvement (QI) initiatives were the 

subject of many research activities that attempted to identify the factors that might 

influence QI training transfer. Many training programs have been conducted in the last 

decade to teach healthcare professionals and students QI methods. The effect of teaching 

QI methods to healthcare professionals is not clear cut. Research is lacking in the area of 

identifying predictors of QI training transfer. The literature review also indicated, as 

discussed in more details in chapter 3, that few transfer researchers used mixed 

methodologies to capture and triangulate training transfer data. The purpose of this mixed 

study was to identify the factors and attributes that relate to training transfer among the 

CS&E QI training participants using the Success Case Method. A screening survey was 

followed by semi-structured interviews of a sample of the training participants. These 

interviews aimed to identify the factors and attributes related to training transfer among 

healthcare professionals who participated in QI training, and to develop insight into how 

these factors and attributes facilitate or impede the transfer of training among those 

healthcare professionals.  

 



Chapter III 

Methods 

The purpose of this mixed but predominantly qualitative study was to identify the 

factors and attributes that relate to training transfer among the Clinical Safety and 

Effectiveness (CS&E) training participants using the Success Case Method (SCM).  This 

chapter describes the methods that we have used to conduct this research study starting 

with the research question and the research variables’ definitions.  We then discuss the 

study research design and the reasons we decided to use a mixed method for this study.  

Following this step we describe the study participants, their recruitment process, and the 

eligibility criteria for the study. Next we discuss the study survey, the interview protocol, 

the data collection process, and the data analysis plan. At the end of the chapter we 

discuss the potential limitations of this research, the problems faced during the study, and 

the alternate approaches we used to solve these problems. 

Dissertation Research Questions 

1- What factors and attributes relate to the transfer of training in healthcare 

professionals who participate in QI training? 

2-  How do these factors and attributes relate to QI training transfer? 

Research Variables 

Dependent variable. QI training transfer 

Independent variable. Factors and attributes related to participants who took the 

QI training. 
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Research Design 

This study included both quantitative and qualitative methods using a Success 

Case Method survey that was designed to identify the participants who benefited the most 

and the least from the Clinical Safety and Effectiveness (CS&E) course given at MD 

Anderson Cancer Center since 2005. We were hoping that by analyzing the factors that 

led to both transfer and lack of transfer of QI knowledge and skills, we could identify the 

factors and attributes that relate to the success of healthcare professionals participating 

in Quality Improvement (QI) training. Based on the literature review discussed in the 

previous chapter, we conceptualized that these factors will fall into one of the following 

three categories: trainee, training and work environment. These are illustrated in Figure1. 

 

Figure 1. Research conceptual model  

Method Choice 

A mixed method with more emphasis on qualitative methodology was used in this 

study to provide rich information regarding the training transfer process.  While the 

Training 
Transfer

Trainee

Training

Work 
Environment
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majority of research studies in the field of training transfer are purely quantitative, few 

studies included qualitative methods to the quantitative methods used (Burke & Hutchins, 

2008; Clarke, 2002b; Cromwell & Kolb, 2004; Lim & Morris, 2006), and very few 

studies used predominantly qualitative methods (Hawley & Barnard, 2005; Lancaster, Di 

Milia, & Cameron, 2013; Rodríguez & Gregory, 2005) 

Burke and Hutchins (2007) conducted an integrative and analytical review of 

factors impacting transfer of training. The authors concluded this review with the 

following statement: 

A few transfer researchers are using mixed methodologies to capture transfer data. 

The pairing of qualitative methods such as focus groups, fieldwork, and 

interviews with quantitative methods allows social science researchers to study 

cultural and social phenomena and triangulate data from an interpretive approach, 

while providing alternative sources for data and theory generation”.  (Burke & 

Hutchins, 2007) 

This statement shows the importance of using a mixed quantitative and qualitative 

approach such as the Success Case Method (SCM) used in this study to explore the 

factors that relate to training transfer in QI training. 

Participants Identification and Recruitment 

After obtaining approvals from MD Anderson Cancer Center (MDACC) and 

University of Houston (UOH) Institutional Review Boards (IRBs), all participants of the 

Clinical Safety and Effectiveness (CS&E) courses given at MD Anderson Cancer Center 

since 2005 were identified from the training program and institution human resources 
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databases. The program director, Dr. Doris Quinn and her staff kept track of the program 

Alumni information. The following participants’ information were searched: name, email 

address, office phone number, credentials, institution, department, title, position and 

CS&E cohort number. A survey notification message (Appendix B) and a recruitment 

script (Appendix C) were sent to the identified participants. The recruitment email 

message contained the link for the survey questionnaire. This link contained the consent 

form with the option to participate or not participate in the study (Appendix D).  

The participants were asked to approve an informed e-consent which explained to 

them that their participation was voluntary. A separate consent form for the interview 

(Appendix E) was offered to the participants who participated in the interview. In face to 

face interviews, the consent was signed by the participant(s) before the interview. For 

phone interviews, the consent was sent by email to the participant to sign. The participant 

returned the signed consent by email as a scanned document to the PI before conducting 

the phone interview. 

Inclusion Criteria 

All participants who currently work at MD Anderson Cancer Center and who took 

the Clinical Safety and Effectiveness (CS&E) courses given at MD Anderson Cancer 

Center between 2005 and 2014. 

Exclusion Criteria 

1- Participants who left MD Anderson Cancer Center after taking the training. 

2- Participants from other institutions who took the training at MD Anderson 

Cancer Center. 

3- Non clinicians (e.g. non practicing administrators) 
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4- Participants who did not agree for audiotaping the interview could still take 

part in the research (survey part) but were not able to participate in the 

interviews. 

Survey Design 

Using the SCM, The survey was designed based on the critical applications 

(intended behavioral applications of the program capabilities) identified in the CS&E 

training impact model (Appendix A). The survey tool Qualtrics was used to host and 

deliver the survey. The survey had a total of nine questions (Appendix D). The first part 

of the survey explained the research study and asked the participants to consent to 

participate in the study. The second part of the survey included the three screening survey 

questions; a consent to be interviewed, and a consent to permit access to the previous 

yearly alumni surveys. The last part of the survey included three questions designed to 

collect demographic and professional information including age group, gender, and years 

of experience at MDACC.  

Face and content validity of the survey were conducted by getting feedback about 

the survey items from two quality experts at MD Anderson Cancer Center:  John 

Bingham, vice president and chief quality officer; and Dr. Doris Quinn, director of 

process improvement and quality education. One of my advisors, Dr. Lori Williams, who 

has expertise in survey methods, also reviewed the survey. 

The survey questionnaire was sent to the participants using the MD Anderson 

Cancer Center survey tool Qualtrics. Weekly email reminders were sent through 

Qualtrics only for those research participants who did not respond to the survey. A total 

of three reminders were sent to the participants.  
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Based on a survey scoring sheet (Appendix F), the respondents’ scores were 

added and respondents with highest and lowest scores were selected for interviews as 

described below. In case the participants’ scores were equal, more weight was given to 

the questions in the following order: question 3, then question 2, then question 1 (for 

example if two participants had equal total scores, the participant with a higher score on 

question 3 was selected and if both participants had the same scores on question 3, the 

participant with a higher score on question 2 was selected). In case participants had 

identical total and question scores, both participants were offered interviews. The weight 

of the scoring was reached by consensus between the researcher and one of his advisors, 

Dr. Doris Quinn, who is a QI expert and the CS&E training course director. Variables 

with potential impact on participants’ training transfer and success were collected from 

the survey (age, gender, length of professional experience) and training database 

(credentials, specialty, professional and CS&E training cohort). 

Survey Data Analysis 

Data obtained from the online survey were analyzed using IBM SPSS Statistics 

(Version 21.0). Descriptive statistics were used to illustrate the distribution of the survey 

respondents. Survey missing data were replaced by conventional -99. Correlational 

analyses using Pearson r test were used to examine the relationship between the 

participants’ characteristics (age, gender, profession, years of experience at MDACC, 

CS&E cohort) and the survey questions’ scores (individual questions and sum of the 

question scores). For the purpose of this analysis, the profession variable was grouped 

into two groups: physicians and non-physicians. Statistical power analysis was not 

performed as the primary analysis of the study is qualitative. 
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Interview Design and Protocol 

The semi-structured interviews (45 – 60 minutes) were conducted face to face or 

over phone, and the factors and attributes leading to application of knowledge and skills 

learned at the CS&E course were explored. At the end of the interviews we collected 

socio-demographic data (age, gender, profession, specialty, years of experience, 

leadership responsibilities, degree of involvement in improvement work).      

The interview protocol (Appendix G) was developed based on the method 

described by Carspecken (1996) in his book: Critical ethnography in educational 

research: A theoretical and practical guide (p. 157-158). Based on the research conceptual 

model (Fig. 1) two topic domains were identified: training issues and work environment 

issues. Start off questions, covert categories and follow up questions were designed for 

each domain. Questions about the interviewees’ attributes and characteristics which is the 

third component of the research conceptual model in Figure 1, were embedded into these 

two domains instead of creating a third separate domain.  

Selecting Interview Participants 

According to the SCM, the interviews were offered based on the survey scoring 

system detailed in Appendix F. A purposive sample of participants, selected based on 

survey responses using the SCM as explained in previous sections, was interviewed to 

identify the factors and attributes that correlate with transfer of QI training. The scores 

were added and participants with highest and lowest scores were selected for interviews 

in the following manner: 15% of participants with highest scores and lowest scores 

(estimated total sample of approximately 15-20 participants) were invited to participate in 

an interview. The exact sample size was determined by saturation.  Saturation is a method 
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of determining sample size based on informational considerations. The goal of saturation 

sampling is to obtain the maximum amount of information possible.  Data is collected 

until no new information is found from newly sampled participants (Lincoln & Guba, 

1985).  Other descriptive exploratory studies guided us to believe that dialogues with 10 

to 20 participants will be sufficient to obtain saturation.  For example, Hovlid et al. 

(2012) interviewed 20 employees to identify factors contributing to sustainability of 

healthcare improvements.(Hovlid et al., 2012)  If saturation was not reached with the 

analysis of the first group of interviews (approximately 15- 20 participants) more 

participants would be invited for interviews based on the survey scores as explained 

above.  

Interview Data Collection 

All interview sessions were digitally recorded using a Panasonic RR-XR800 

digital audio recorder. A field note, dictated by the PI after each interview, was also 

digitally recorded. The field note (appendix H) was anonymous and contained the 

following information: participant’s code; interview date and time; place of the interview; 

informant description and demeanor; circumstances of the interview: and any additional 

comments related to the interview. The interviews and field notes were then transcribed 

for content analysis by a professional transcriptionist. An agreement of confidentiality 

(Appendix I) is maintained by the PI and a copy of the signed interview consent form was 

sent to the interviewees along with a copy of the transcriptionist confidentiality 

agreement. 

The recording and transcribed documents were all saved in a password protected, 

encrypted computer in the PI office with a code given to each participant. Copies of the 
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code list were saved in a separate password protected file on the PI encrypted computer 

and in a locked cabinet in the PI office. The interview consent documents and the 

interview field notes were kept in a locked cabinet in the PI office. 

Interview Data Analysis and Interpretation 

Qualitative data analysis. The thematic analysis method described by Braun and 

Clarke (2008) was used. This method includes the following main steps (Braun & Clarke, 

2006): 

1- Initial codes are generated.  

2- After the initial data has been initially coded and collated, a search for themes 

and subthemes is conducted.   

3- More reviewing and refining of themes is done. 

4- Themes are then defined and named.   

The details of how this method was applied to this research are explained in the 

following section. Each interview’s recording and transcript were repeatedly reviewed 

multiple times by the PI. As the transcripts were read, expressions in the participants’ 

language descriptive of factors and attributes correlating with training transfer were 

coded using the qualitative analysis software MAXQDA version 11.1.0.("MAXQDA, 

software for qualitative data analysis (Version 11.1.0)," 1989-2015). Each step in 

identification of themes and elements was summarized in written memos in MAXQDA.  

The backup versions of this project on MAXQDA and the memos served to document the 

coding and thematic analysis process. Raw codes as well as low and high level codes 

were explored. The initial codes were data driven except for the fact that the conceptual 
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framework was used to host domains for the codes (Individual characteristics, training, 

and work environment). A miscellaneous category was also used to host codes that did 

not fit into any of the categories. 

In an effort to answer our second research question and to develop insight into 

how the identified factors and attributes facilitate or impede the transfer of QI training 

among the research participants, the interview transcripts were further coded and 

thematically analyzed to identify the antecedents of some of these factors and attributes. 

These were selected based on appropriateness and availability of the research data.   

Additional interview data analyses 

Quantitative analysis.  Correlational analysis using Pearson r test was used to 

examine relationships between the interviewees’ characteristics (age, gender, profession, 

years of experience at MDACC, CS&E cohort) and the survey questions’ scores 

(individual questions and sum of the questions scores). 

Mixed methods analysis. The interviewees’ characteristics (age, gender, 

profession, years of experience at MDACC, CS&E cohort) and their survey questions’ 

scores (individual questions and sum of the questions scores) were imported to 

MAXQDA and linked to each interviewee’s transcript to conduct mixed methods 

analysis. This was done by comparing the interview transcripts ‘coded themes, which 

represent the potential factors and attributes related to QI training transfer, to the 

interviewees’ survey scores. The interviews were put in different sets based on their 

sociodemographic characteristics and survey scores as shown in (Appendix K) to allow 

comparing different variables. 
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Bias Control 

Bias control is achieved in qualitative research by opening all decision making to 

inspection by participants, peers, and others who have no special attachment to or interest 

in the specific results of data analysis.  This was accomplished through the use of the 

following procedure described by Lincoln and Guba.(Lincoln & Guba, 1985) Analysis 

and identification of themes and categories by the researcher were reviewed by advisors 

experienced in qualitative analysis and QI training.  

1. An advisor experienced in qualitative research reviewed extracts of the 

dialogues to confirm that the participants’ expressions highlighted are descriptive 

of factors and attributes correlating with the transfer of QI training; and that 

descriptive expressions were not missed.  Additional dialogues were planned to be 

reviewed if the researcher or advisor felt that there were questions about the 

appropriateness of the participant expressions highlighted.  

2. An advisor experienced in qualitative research reviewed extracts of the 

dialogues to confirm the appropriateness of the themes identified in the 

researcher’s language for the highlighted training categories.  Additional 

dialogues were planned to be reviewed if the researcher or advisor felt that there 

were questions about the appropriateness of the themes identified. 

3. A minimum of two advisors reviewed and confirmed that the themes accurately 

reflect factors and attributes correlating with the success of healthcare 

professionals participating in QI training.  

4. A minimum of two advisors reviewed and confirmed that the themes were 
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naturally and accurately grouped in trainee characteristics, training course, and 

work environment categories. 

5. All advisors reviewed and confirmed the construction of the unified description 

of factors and attributes correlating with the transfer of QI training. 

6. All advisors reviewed and confirmed the refined model of QI training transfer 

reflected the description. 

Disagreements among the researcher and advisors were discussed and analysis 

was refined until consensus was reached. In case consensus was not reached the reasons 

and justifications were listed. The researcher coordinated this procedure.  Written records 

of all analysis, identification of themes and elements, and reviews were kept.  Written 

notes of all discussions of disagreements, refining of the analysis, and reaching of 

consensus were kept.  The procedure created a written record of all the decisions made 

during the research project and justification for each decision.  This record also included 

written communications between the researcher and advisors and minutes of all meetings 

with the researcher and advisors.  The researcher will maintain this record as part of the 

study archive along with all data and the analytic memos at the office of the chair of the 

dissertation committee, Dr. Margaret Watson, in office 431 in Farish Hall on the 

University of Houston campus. This decision record in conjunction with the other 

materials will provide an audit trail to answer any questions about the reasoning or 

justification of any decisions made during the study. Other methods of triangulation that 

were discussed to be potentially used to increase trustworthiness of research results were 

peer debriefing, interviewing the training course leaders and analyzing alumni survey 

data. 
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Potential Problems and Alternate Approaches 

A potential problem predicted for this study was difficulty in recruitment.  If 

recruitment did not proceed as planned, the reason for poor recruitment was to be 

explored.  Possible alternate approaches planned to deal with this problem included: (1) 

analyzing alumni survey data, and/or (2) analyzing screening survey data. 

Another potential problem, encountered after the study started, was the fact that 

many survey respondents (n=32) had the highest possible scores on the three main survey 

questions. Since it was not possible to interview all of the respondents who achieved the 

highest score and a similar or approximate number of respondents who achieved the 

lowest survey scores, a discussion took place between the PI and the research advisors 

and methodologists to find an alternate approach. Different approaches were discussed 

such as purposeful sampling of different respondents from both groups (high and low 

scores) versus offering the interviews only to physicians. Consensus was reached to 

follow the later alternate approach and the interviews were planned to be offered only to 

physicians. 

A timeline for the conducted research is presented in Table 1:  



30 

 

 

 

Table 1 

Thesis timeline  

2014 

May June - August 

July 

August 

Candidacy 

Defense 

Survey Writing, Interview Protocol Writing, Interviewing Skills 

Training, IRB Applications  Submission 

September October November December 

Finalizing surveys Reviewing Surveys and Interview 

Protocols 

Proposal Defense 

2015 

January - March 

February 

March 

April - August 

Conducting and Analyzing Survey and  Interview Data 

(interviews’ transcription, coding, identifying themes, bias 

control) 

Finalizing Data 

Analyses & Thesis 

Writing 

September 

  
Defending Final Thesis 

 

Figure 2 below illustrates the roadmap for the research project: 

 

Figure 2.Reasearch road map 

Reports of  
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(individual 
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Summary 

This mixed but predominantly qualitative study used a Success Case Method 

(SCM) survey that was designed to identify the participants who had highest and lowest 

transfer of Quality Improvement (QI) training after participating in the Clinical Safety 

and Effectiveness (CS&E) course given at MD Anderson Cancer Center since 2005. A 

sample of physician participants, selected based on survey responses’ scores using the 

SCM, were interviewed to identify the factors and attributes that correlated with their QI 

training transfer. Semi-structured (45 – 60 minutes) interviews were conducted face to 

face or over the phone, where factors and attributes leading to transfer of knowledge and 

skills learned at the CS&E course were explored. The demographic data from the surveys 

and interviews were analyzed using quantitative descriptive statistics. The interview 

audio recordings and transcripts were analyzed using qualitative data analysis using low 

and high level coding; and thematic analysis. IRB approvals were obtained from 

MDACC and UOH IRBs. Consent forms were approved and signed by research 

participants. The confidentiality of the responders and responses were ensured by 

replacing all identifiers by codes that had no relation to the responders’ identities. 

 



Chapter IV 

Findings and Discussion 

The main purpose of this mixed but predominantly qualitative study was to 

identify the factors and attributes that relate to training transfer among the Clinical Safety 

and Effectiveness (CS&E) training participants using the Success Case Method (SCM). A 

screening survey followed by semi-structured interviews given to a sample of the training 

participants were planned and conducted to identify the factors and attributes related to 

training transfer among healthcare professionals who participated in Quality 

Improvement (QI) training. Another purpose of this study was to develop insight into 

how these factors and attributes facilitated or impeded the transfer of training among 

those healthcare professionals.  

The research questions that provided the framework for the study were:  

1- What factors and attributes relate to the transfer of training in healthcare 

professionals who participate in QI training? 

2- How do these factors and attributes relate to QI training transfer? 

The first part of this chapter will describe the steps followed during the study and 

how the participants were selected for the online survey and the interviews. The second part 

will present the data that were gathered from the online survey and the semi-structured 

interviews that were conducted with sixteen physicians who took the CS&E training 

course. The last part of the chapter will describe the procedures that were undertaken to 

minimize bias and to assure trustworthiness of the results. 

The following figure (Figure 3) illustrates the study consort diagram.  
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Figure 3. Study Consort Diagram 

Assessed for eligibility (n= 1044) 

Excluded (n= 714): 

   Not meeting inclusion criteria (n=712): 

- MDACC (n = 598): 

 Clinicians who left MDACC (n= 150) 

 Non clinicians (n= 421)  

 ATP cohort  (n= 27) 

- Other UT institutions (n = 114):  

 Clinicians (n= 86)  

 Non clinicians (n= 28) 

   Other reasons (n=2) one research advisor, one did 

not finish training 

Survey respondents (n= 155) 

Analysed (n= 16) 

 Excluded from analysis (n= 1)  Reason: audiorecording 

not available due to instrument failure  

Offered Interviews (n= 29 physicians) 

- High Scores: (n= 18) 

- Low Scores:  (n= 11) 

 

Survey non respondents 

(n= 174) 

Interviewed (n= 17) RR 59% 

- High Scores: (n= 8) 

- Low Scores:  (n= 9) 

 

Not interviewed (n = 

12): 

-  Interview invitation 

non respondents: 

 High scores (n= 9) 

 Low scores (n= 1) 

- Incomplete Survey in 

low score group (n=1) 

-  Non physician in high 

score invited by error 

(n= 1) 

- Did not agree for 

research (n=2) 

- Did not complete 

survey (n=11) 

Offered Survey (n = 330) 
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Survey Data Analysis 

The survey was sent to 330 research participants and was completed by 142 

participants (43%). Two participants (1.3%) did not agree to participate in the research.  

The respondents’ age, gender, and experience distribution results are shown in Figures 4-

6. The majority of the responders were between age 40 and 59 years old (n = 95; 67 

percent). Sixty-six percent were females. Eighty-eight percent worked with their current 

institution for more than five years. Physicians represented 50 percent of the respondents, 

nurses (RNs, BSNs, MSNs) 39 percent, physician assistants (APNs, PA-Cs) six percent, 

and PharmDs five percent. Ninety-nine respondents (66 percent) were from more recent 

training cohorts (cohorts 11-21) and 52 respondents (34 percent) were from older training 

cohorts (cohorts 1-10). 

Figure 4. Results for survey respondents’ age distribution 
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Figure 5. Results for survey respondents’ gender distribution 

 

 

Figure 6. Results for survey respondents’ experience distribution             

Figures 7 and 8 show the respondents’ profession and training cohort distribution 

respectively. 
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Figure 7. Results for survey respondents’ profession distribution. MD = Medical Doctor; 

RN = Registered Nurse; APN = Advanced Practitioner Nurse; PharmD = Pharmacy 

doctor; BSN = Bachelor of Science in Nursing; MSN = Master of Science in Nursing; 

PA-C = Certified Physician Assistant 

 

 

Figure 8. Number of survey respondents per cohort. 
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The results of the three core survey questions are shown in Figures 9 – 11: 

 

Figure 9. Results for question about degree of training transfer to participants’ practices 

 

 

Figure 10. Results for question about degree of training transfer to participants’ 

departments 

 

 

Figure 11. Results for question about conducting a QI project different than the course 

project 
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Survey Correlation Data Analysis 

As shown in Figure 12 below, no correlation was found between the survey 

respondents’ characteristics (age, gender, profession, years of experience at MDACC, 

CS&E cohort) and their survey question scores (individual questions or sum of the 

questions scores). No difference was seen based on respondents’ credentials (physicians 

versus non-physicians). 

Figure 12. Pearson r correlational analysis for survey respondents’ demographic and 

professional characteristics. 

 

Survey Scoring Data Analysis 

Forty-four respondents had a summed score range of three to eight. Twenty-one 

out of those 44 respondents (47.7%) agreed to be interviewed. Based on a consensus 

between the researchers, a score range of (3-6) was considered low, and a score range of 

(7-8) was considered intermediate. Table 2 summarizes the data of those respondents. 
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Table 2 

Respondents with lowest transfer of training scores agreeing to be interviewed      

Code Credentials Cohort 

Transfer of 

Training to 

Practice 

Transfer of 

Training to 

Department 

Other Project Score-Sum 

P0303 MD 19 2 1 0 3 

P0318 RN 17 1 1 1 3 

P0242 RN 18 0 2 1 3 

P0266 PA-C 14 1 1 1 3 

P0234 MD 18 0 4 0 4 

P0317 RN 16 2 2 1 5 

P0261 PharmD 18 2 2 1 5 

P0315 RN 9 4 -99 1 5 

P0192 MD 15 2 3 1 6 

P0179 RN 21 2 2 2 6 

P0028 MD 19 0 2 5 7 

P0237 MD 12 2 2 3 7 

P0055 BSN 20 3 3 1 7 

P0025 RN 21 3 3 1 7 

P0129 MD 20 3 3 2 8 

P0145 MD 10 4 4 0 8 

P0190 MD 8 3 4 1 8 

P0024 PA-C 21 3 3 2 8 

P0264 MD 1 4 4 -99 8 

P0300 MD 4 1 3 4 8 

P0207 MD 19 3 2 3 8 
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Fifty-one respondents scored the highest score on the three main survey questions. 

Thirty-two out of those 51 respondents (62.7%) agreed to be interviewed. Table 3 

summarizes the data of those respondents. 

Table 3 

Respondents with highest transfer of training scores agreeing to be interviewed. 

Code Credentials Cohort 

Transfer of 

Training  to 

Practice 

Transfer of 

Training to 

Department 

Other 

Project 

Score-

Sum 

P0221 RN 21 4 4 5 13 

P0143 PharmD 21 4 4 5 13 

P0023 RN 21 4 4 5 13 

P0029 MD 20 4 4 5 13 

P0227 MD 20 4 4 5 13 

P0236 MD 19 4 4 5 13 

P0133 MD 19 4 4 5 13 

P0324 MD 18 4 4 5 13 

P0220 MD 18 4 4 5 13 

P0072 MD 17 4 4 5 13 

P0008 MSN 17 4 4 5 13 

P0279 MD 17 4 4 5 13 

P0152 MD 16 4 4 5 13 

P0222 PA-C 16 4 4 5 13 

P0141 BSN 16 4 4 5 13 

P0233 MD 15 4 4 5 13 

P0243 RN 14 4 4 5 13 

P0109 MD 14 4 4 5 13 

P0004 MD 13 4 4 5 13 

P0195 PharmD 13 4 4 5 13 

P0224 BSN 12 4 4 5 13 
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P0287 RN 11 4 4 5 13 

P0093 RN 11 4 4 5 13 

P0297 PharmD 8 4 4 5 13 

P0018 RN 7 4 4 5 13 

P0031 PA-C 7 4 4 5 13 

P0314 MD 6 4 4 5 13 

P0014 MD 5 4 4 5 13 

P0106 MD 4 4 4 5 13 

P0120 RN 4 4 4 5 13 

P0059 RN 3 4 4 5 13 

P0312 MD 3 4 4 5 13 

P0130 MD 2 4 4 5 13 

P0276 RN 2 4 4 5 13 

P0248 MD 1 4 4 5 13 

 

Survey Reliability 

Cronbach’s alpha for the survey was .89. 

Interview Data Analysis  

Eighty-six out of 142 (60.5%) survey respondents who agreed to be part of the 

research consented for the interview. Twenty-nine physicians within the highest and 

lowest score groups were invited for interviews (18 in the high score group and 11 in the 

low score group). Seventeen physicians (eight in the high score group and nine in the low 

score group) were interviewed. The reasons for excluding the rest of the physicians from 

the interview are cited in Figure 3. All interviewees agreed to have the interviews audio 

recorded. One of the interviewees did not agree to use the audiotape for publication. 

Sixteen out of the 17 interviews were transcribed and analyzed, since one interview was 

not audio recorded due to failure of the recording device. Three different types of 
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analyses of the interview participants and transcripts were performed: quantitative, 

qualitative, and mixed data analyses. The results of these analyses are summarized in the 

following sections. 

Interview quantitative data analysis. The sample of 16 physicians whose 

interview transcripts were analyzed included different sociodemographic characteristics. 

There were eight men and eight women; seven younger than 50 and nine 50 or older; six 

from cohorts 1-10, and 10 from cohorts 11-21; seven with fewer than 10 years of 

experience at MDACC, and nine with 10 or more years of experience at MDACC; and 

five professors, five associate professors, four assistant professors, and two fellow 

trainees. 

As shown in Figure 13 below, the quantitative correlational analysis of the 

interviewees’ socio-demographic variables (age, gender, work experience) found no 

correlation between these variables and the interviewees’ survey scores. 
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Figure 13. Pearson r correlational analysis for interviewees’ demographic and professional characteristics.
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Interview qualitative and mixed data analysis. The qualitative and mixed 

analysis of the interviews identified the themes and subthemes shown in Figure 14 as 

factors and attributes related to QI training transfer within this research cohort.  These 

final themes and subthemes were the results of the evolution of the coding and thematic 

analysis shown in Appendix L and the evolution of the visual thematic maps shown in 

Appendix M. The definitions of some selected attributes and factors shown in Figure 14 

are listed in Appendix N. 

It is noteworthy that all identified themes fell into one of the three categories 

(trainee, training and work environment) which further supports the conceptual model 

used in this study (Figure 1). The identified themes and subthemes will be discussed in 

the next part of this chapter.  

 

Figure 14. Final thematic analysis map 

Trainee’s Characteristics 

The effects of trainee characteristics on training transfer were investigated in 

many research studies and reviews (Baldwin & Ford, 1988; Burke & Hutchins, 2007; 

Colquitt, LePine, & Noe, 2000; Kontoghiorghes, 2014; Salas et al., 2012). Our research 
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confirmed the importance of trainee characteristics in the setting of Quality Improvement 

(QI) training and identified new characteristics thought relevant to QI training. As shown 

in Figure 14, five trainee characteristics related to QI training transfer were identified 

from the thematic and mixed data analyses of our study cohort’s interview transcripts. 

These characteristics were the trainee’s attitude toward change; mental processing skills; 

personality characteristics; interpersonal skills; and motivation to learn and transfer. 

These are discussed in more details in the next section. 

Trainee’s attitude towards change. The theme “Trainee’s attitude towards 

change” refers in this research to the degree of the trainee’s favorability to change and the 

degree of the trainee’s belief in change. Much research has been done in order to define 

human attitudes. Social psychology and attitudinal researchers have recently reached a 

consensus to define attitudes as evaluative judgments with separate, though related, 

evaluative, affective, and belief components (Crites, Fabrigar, & Petty, 1994; Petty, 

Wegener, & Fabrigar, 1997; Weiss, 2002). 

Human attitudes have been the subject of significant research for more than a 

century. Allport (1935) characterized human attitudes in the following manner: 

 Because of historical considerations it is necessary to include a wide range of 

subjective determining tendencies under the general rubric of Attitude. Yet it is 

both possible and desirable to distinguish between attitudes and many correlative 

forms of readiness-for-response. Attitudes proper may be driving or directive, 

specific or general, common or individual. They characteristically have a material 

or conceptual object of reference, and are "pointed" in some direction with respect 

to this object. If they are so generalized that the object and the direction are not 
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identifiable, they then merge into what may be called the "traits" of personality. 

(Allport, 1935, p. 839)  

This characterization is important and relevant for this research study for many 

reasons as it differentiates between attitudes and personality characteristics, clarifies that 

attitudes can be specific or general, and underscores the significance of attitudes in 

human life.  In a more recent review about the nature and operation of attitudes, Ajzen 

(2001) stated that attitudes denote the overall degree of favorability of a psychological 

object and explained the relationship between beliefs, attitudes, intentions, and actions. 

(Ajzen, 2001).  

As shown in Figure 15 below, our research identified two dimensions under the 

theme of trainee’s attitude towards change: Nature of attitude toward change (Positive 

and Conditional/Situational) and Intention/Behavior based on attitude toward change 

(Early Adopter, Late Adopter, Not Early or Late Adopter). The subthemes under these 

two dimensions are discussed in in more details in the following section. 

 

Figure 15. Thematic analysis map for the theme “Trainee’s attitude towards change” 
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Positive attitude towards change. The subtheme “Positive attitude towards 

change” refers in this research to a high degree of the trainee’s favorability to change. 

Lau and Woodman (1995) showed that individuals who felt in control of the changing 

work situations had more positive attitude towards change in general and a strong belief 

about how they reacted to a specific change (Lau & Woodman, 1995).  

When asked about the individual attributes or characteristics that would make 

someone benefit the most from the training course and would apply the skills learned to 

the job, one participant responded: “I think the people who are believers in change are 

the ones that tend to get the most out of the course and are most likely to apply their 

tools.” When asked to further elaborate on believing in change this participant gave the 

following example:  

I think a really great example that we see a lot is the surgical checklist. When I 

was a resident, they first implemented the surgical checklist, and you have the 

surgeons who take it, follow the directions, implement it in their OR, and it’s not 

a big deal, and people move on, and it becomes like a normal part of your flow.  

- P227 

It was interesting to find that all seven participants with highest transfer score of 

13 who were interviewed showed positive attitude towards change. Those participants 

were also represented in all sociodemographic categories such as age, gender, profession, 

years of experience at MDACC, training cohort which shows that this characteristic of 

“positive attitude towards change” is not restricted to any of those categories. 



48 

 

 

Conditional/Situational attitude towards change. The subtheme 

“Conditional/Situational attitude towards change” refers in this research to a changing 

degree of the trainee’s favorability to change depending on certain conditions and 

situations. Organizational psychology researchers emphasized the importance of 

differentiating between general and specific work attitudes (Fisher, 1980; Lau & 

Woodman, 1995).  Lau and Woodman (1995), using a quantitative and qualitative 

empirical approach, suggested that organizational change can be better understood from a 

schematic perspective and hypothesized that the change schema plays a mediating role 

between individual differences, organizational commitment, general attitude toward 

change, and attitudes toward specific changes. (Lau & Woodman, 1995). The authors 

summarized their findings in the following paragraph: 

This research enabled us to begin to understand how people evaluate changes. 

When a person faces change, various attributes of the change and their 

relationships are brought to mind. These key attributes help to define the problem 

and give meaning to the change issue. With this meaning in mind, the individual 

forms a specific attitude toward the change. (Lau, 1995, p. 549) 

Our research supports this view showing that the attitude towards change may depend on 

certain conditions and situations. This was manifested in one of the participants’ answer 

about how ready are people in their group to changing the way they do things. The 

participant responded: “It’s hard to get them to initiate change” then explained her 

attitude from a change experience taking place in her work environment by saying:  

So I’m the one who—although I would love to see this change happen, I’m one of 

the people who won’t do it because the way I like to do things is not—it will end 
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up taking me as much time as to invest in letting someone else do it.” - P303.  

When asked about his attitude towards change, another participant responded by saying: 

“You know, so—I fluctuate actually, up and down. Sometimes, depending on the topic—

what is it that we’re talking about—I may just jump in and do it. Sometimes I’m more 

conservative.” - P145 

Early Adopter. The subtheme “Early Adopter” refers in this research to a high 

degree of the trainee’s intention to adopt change. One participant said about her 

experience with changes at work: “but also things are changing, and so we need to adapt 

to those changes. I’ve had the opportunity to make a lot of changes.” This participant also 

added: “People need to be open to that. Somebody that’s not open to change or thinking 

about a new way of thinking will not do well.” – P029. 

Late Adopter. The subtheme “Late Adopter” refers in this research to a low 

degree of the trainee’s intention to adopt change. One participant contrasted early and late 

adopters by saying:  

We talk about sort of barriers to change within the course, and those late adopters 

are the type of people that I think don’t necessarily value what they’re getting out 

of the course and may participate but don’t necessarily feel like it’s a good use of 

their time or whether they’ll actually get anything out of it.   

This participant elaborated more on her perception of late adopters:  

But then there is the subset of people who sort of ridicule that change and feel like 

it’s a personal attack on them, and they’re the ones that are, I think, what we call 

the late adopters or the ones that can sort of potentially block an improvement 
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process. And so that’s the—and part of the science of quality and change is kind 

of using those quick adopters and getting them to help you and then have it 

become part of culture and then sort of the late adopters ultimately follow. And so 

that’s sort of the analogy. – P227 

When a mixed analysis was conducted to look at the three participants with 

lowest transfer scores (3-6), two of those participants had “early adopter” characteristics.  

One of those participants agreed that the QI course should be offered to all employees 

reflecting belief in change by stating: “If it’s walking a certain way through the hallways, 

if it’s cleaning something at a certain time of day as opposed to other times—I mean 

there’s always something to improve around here”. It is noteworthy to mention here that 

this same participant manifested concerns about being judged by others as manifested in 

the following quote:  

It’s hard. We had a member of our team feel really threatened with their job when 

we started to go through and analyze what each of us did. They were worried that 

it was going to—that it was going to expose weaknesses or redundancies of their 

role such that they would either be fired or their role significantly changed …..It 

would feel a little bit like being on a stand in a trial, and oh, you should have done 

this, or ninety-nine percent of people answered differently than you just answered. 

You know what I mean? So it can be a little intimidating - P192 

The other participant with a low transfer score that manifested “early adopter” 

characteristics said: 

Because when I see something that needs to change, I will say, ‘Okay, this needs 
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to make a change’ and I will go to my Chair and I will talk to other people and 

then I’ll say, ‘I will take a step. I will move ahead and arrange a meeting and meet 

this guy to make a change in the department’, for the benefit of everyone, for the 

benefit of the patient, for the benefit of our faculty. But that takes a lot of time and 

stress. And I try to—whenever I see something, I—without thinking—this is my 

weakness—without thinking whether should I take this project on or not, I do 

accept that.” - P234 

These two examples of participants with low transfer scores in spite of “early 

adopter” characteristics reflect the complexity of training transfer drivers and shows that  

neither being an “early adopter” nor believing in a specific change are sufficient in 

themselves  to carry out a change and that this will be determined by other factors related 

to the individuals’ motivation, personality characteristics, work environment, and 

relationships with peers as it will be explained later in this chapter. 

Not Early or Late Adopter. The subtheme “Not Early or Late Adopter” refers in 

this research to an intermediate degree of the trainee’s intention to adopt change.  When 

one the participants was asked where he considers himself on the scale of change 

adoption, he responded:  

I think I actually-I’m somewhere in the middle. You know, I’m not the first one 

ready to jump and do things usually. But I’m not like the last one” This 

participant justified his view of his attitude towards change by believing in the 

value of  having teams consisting of members with different attitude towards 

change as manifested in the following quote: “To sort of give each person their 

own value, I guess, on the team, you know. They’re not all early adopters. 
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They’re not all latecomers. They’re not all in the middle. There are some here, 

some here, and some there. They all have their own—for instance, just to use that 

example we were talking about. The early adopters would help it to get going, to 

get moving. The people who are like somewhere in the middle are the ones that 

we need and that doing it and working with you back and forth adjusting and that. 

The latecomers are the ones who are watching, and then you’re going to hear 

what they have to say because they usually are—they’re watching, right. - P145 

Antecedents for attitude towards change. The underlying factors explaining the 

trainee’ attitude towards change were identified by coding and thematic analysis of the 

interview transcripts and are summarized in table 5.1. These identified antecedents were 

either related to the trainee (trainee’s mindset, seniority, and the alignment between the 

individual and department philosophies regarding change) or to the change itself (the 

preparation preceding the change, and the nature of the change in terms of amount, 

frequency, complexity, feasibility).  

Table 4 

Antecedents of Attitude towards Change   

Factors related to the change agent: 

- Mindset of the change agent 

- Seniority of the change agent 

- Alignment of the change agent and the department philosophies 

- Career track chosen by the change agent 

Factors related to the change: 

- Preparation preceding the change 

- Amount of the change 

- Frequency of the change 

- Complexity of the change 

- Feasibility of the change 
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One of the antecedents of the attitude towards change identified was the trainee’s 

mindset. This was reflected in one of the participants’ answer to a question that asked 

whether he thought the tools and the skills he learned from the CS&E course have been 

helpful in his professional role. The participant responded: “Very much. Absolutely. 

Directly and indirectly. Directly and indirectly. I’m quite sure. Definitely. I won’t 

officially use them every time, but my mindset has changed to look for change and look 

for variation and things like that. Definitely.” - P237. This answer also reflects the 

potential of a QI course in changing the trainees’ attitude towards change. 

Seniority and age were mentioned by some interviewees among the reasons 

affecting attitude towards change and implementation of change. When asked to 

elaborate on openness to other ways and receptiveness for new ideas, one participant 

said:  

Yeah, so a big challenge I found is that when people are used to a certain system 

or a certain way or practice, they can become defensive sometimes when you 

propose a new way or running certain things, especially if it falls in their domain 

or if it involves them directly. So sometimes they require some convincing in 

talking to—before they just shoot down an idea. So I find that the higher up or the 

more senior or the longer you’ve been at a certain place, you tend to kind of get 

set in your ways sometimes.” - P152  

When a different participant was asked about how ready people in her group were to 

changing the way they do things, she responded: 
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Well, it is a mindset. People may or may not want to change anything. Okay? So, 

I mean, they need to have proof before they change anything, because they’ve 

been doing the certain things for the past thirty years, and it just doesn’t seem 

normal for them to change their ways. So it takes a lot of coaxing and telling them 

that this is—that we need to change. - P028  

Seniority as a determinant of attitude towards a recently implemented change was 

also mentioned by one participant who stated: “There’s one person who won’t engage, 

but this person is the old chair, and they’re not comfortable doing this kind of thing, and 

that’s why. Everybody else is engaged.”- P029 

One participant emphasized the importance of the alignment between the 

individual and department philosophy regarding change by saying:  

And sometimes you have to say maybe this is not your department .........A good 

fit is very important to bring about change because they obviously have to be 

bought into the philosophy—of your own philosophy. If not, then there’s always 

going to be hard feelings, and nobody will be happy. - P237 

Another interesting antecedent of the attitude towards change is the career track 

chosen by the change agent. This was manifested in the following quote from one of the 

interviews:  

I have a feeling some people have that tendency to bring about change. And with 

the different tracks. In private practice—probably people do it more than we 

realize they do—adapt to their own practice. But in academics, we are more 

interested in research and studying a new drug and things like that, not necessarily 
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practice. Right? You’re not interested in changing practice that much. Basic 

scientists really aren’t involved at all. Of course, it’s a different kind of QI for 

them. I understand. But this is like— it is not a patient-related project. Right. I 

don’t want to sound biased here because I recognize only some people can do it. 

But at the same time, I also realize, in fact, we should be talking to people who 

don’t do it. – P237 

Some antecedents of attitude towards change identified in this research cohort 

were related to the change process itself. Among those was the preparation that preceded 

the change. When asked about the reason resistance was not encountered in a certain 

change process, one of the participants responded:  

Yeah, and I think it was because it was rolled out sort of step wise, and that’s the 

other thing. We’ve learned from talking with different people that you have to 

kind of maybe take smaller bites. And the other thing is talking before this rolls 

out is kind of spreading the word—kind of sort of planting the seed that, hey, 

what do you think about this? Or this is something that we want to do. What are 

your thoughts about that? And preparing the ground for the seed. - P190. 

The amount, frequency, complexity, and feasibility of change where among other factors 

related to the change process that affected the participants’ attitude towards change as 

manifested in the interview quotes displayed in Appendix J. 

Motivation to learn and transfer QI skills. In relation to transfer, various ways 

were used by training transfer researchers to conceptualize and study trainees’ motivation 

(Colquitt et al., 2000; Kontoghiorghes, 2014; Noe & Schmitt, 1986). In their integrative 
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literature review about training transfer mentioned in previous chapters, Burke and 

Hutchins (2007) found that, an important relationship existed between pre-training 

motivation, motivation to learn and motivation to transfer; and training outcomes. The 

authors also found that pre-training motivation had a relatively strong relationship with 

transfer. (Burke & Hutchins, 2007).  

It is noteworthy that when a mixed analysis was conducted between the subtheme 

“Degree of motivation to learn and transfer QI skills” and the interviewees surveys’ 

scores, none of the three participants with lowest transfer scores (3-6) were in the 

motivated group, and none of the seven participants with highest transfer score (13) were 

in the group who lacked motivation.  

Antecedents of motivation to learn and transfer QI skills. The self-

determination motivational theory was used to understand the antecedents of the motives 

for QI learning and transfer in our study cohort. This theory differentiates between 

intrinsic motivation and several forms of extrinsic motivation mainly autonomous and 

controlled. According to this theory, these two forms of extrinsic motivation originate 

outside the self with the difference that autonomous motivation is initiated and governed 

by the self and controlled motivation is regulated by external rewards or sanctions (Deci 

& Ryan, 2000; Gagné & Deci, 2005). Gegenfurtner et al (2009) studied the relationship 

between different motivational theories, including self-determination theory, and training 

transfer using a multi-item questionnaire given to 444 subjects who participated in 

different occupational health and safety training courses, and concluded that the two 

motivational dimensions, autonomous and controlled motivation to transfer, are helpful to 

address the different dimensions of trainees motivation to transfer learning 
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(Gegenfurtner, Festner, Gallenberger, Lehtinen, & Gruber, 2009).  

Applying the self-determination motivational theory model to our coding and 

thematic analysis resulted in different autonomous and controlled motivation antecedents 

discussed further in the following section. These are summarized in table 5. 

Table 5 

Antecedents of motivation to learn and transfer QI skills   

Autonomous motivation: 

- Conviction about QI value  

- Relevance of training to trainee’s professional role and responsibilities 

- Making own decisions about QI metrics (and not to be imposed by regulatory 

agencies) 

- Networking with other trainees 

- Sense of recognition by others (e.g. superiors) 

- Achievement of career goals  

Controlled motivation: 

- Need for the change to happen  

- Mandating the course (or some of its components e.g. project) 

- Fulfillment of  licensure/recertification requirements 

 

Antecedents for autonomous motivation to learn and transfer QI skills. As 

shown in table 5, six antecedents for autonomous motivation to learn and transfer QI 

skills were identified from the qualitative analysis of the interviews’ transcripts: 

conviction about QI value, training relevance to professional role and responsibilities, 

making own decisions about QI metrics (and not to be imposed by regulatory agencies), 

networking with other trainees, the sense of recognition by others (e.g. superiors), and the 
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achievement of career goals. These will be discussed in more details in the following 

section. 

Conviction about QI value was one of the important antecedents of trainees’ 

autonomous motivation to learn and transfer QI skills. When asked about what drives the 

motivation of health professionals to learn QI training, one participant responded:  

I think the physicians who—and I’m talking about physicians who voluntarily 

participates, or physicians that feel that patient safety and improved quality is the 

most important goal that they have. So I think it’s an internal motivation that 

quality is important, that safety is important. - P106  

Another participant who believed that all physicians should acquire the skills taught in 

this QI training course added: 

I think that all trainees would benefit from it. I don’t think it matters if you’re 

going into academics or you’re going into private practice. The way medicine is 

changing, these principles are very important. It just has to be somebody willing 

to learn…I think that the person that will fail is the person that just looks at this as 

another box they need to tick off and doesn’t think about applying it to their life, 

in general - P029.  

Conviction about QI value was not limited to motivation to learn QI skills but was 

also associated with the motivation to transfer those skills to the work environment in 

spite of some barriers such as significant work load. When one of the participants was 

asked about her workload in regard to allowing her to try the new things she has learned 

in the QI training course, she responded: 
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 It’s a challenge. But it’s a pleasure though when you see a change and see it 

adopted. I think it’s a real pleasure to see that things have improved. So every 

year we did something. We kept improving, improving, improving, and 

improving. It’s nice to see that. It helps both patient care as well as our own 

lives—the time management and saving—in terms of saving time in clinical 

practice – P237.  

Another participant also manifested conviction of the importance of QI value to by 

saying: “it’s not just going to be taking a course and doing the one project. You’re taking 

the course to continue work.” – P072.  

It is noteworthy to mention here that when a mixed analysis was conducted 

between the antecedents of autonomous motivation and the participants with lowest 

transfer scores (3-6), one participant mentioned this antecedent of “Training relevance to 

professional role and responsibilities” by stating:  

I’m not good enough at analyzing the return on investment angle. So I have no 

answer for you on that. I feel stuck. And that’s why I was trying to sort of take the 

CS&E course to break that cycle, and to some extent, it did. – P 192 

Another important antecedent of trainees’ autonomous motivation to learn and 

transfer QI skills was the relevance of this training to their professional roles and 

responsibilities. When a participant was asked about how he got involved with the 

training course and about his expectations from attending this course, he responded: “It 

was to gain skills to help me with my leadership style and my analyzing, processing 

abilities”. – P300. Another participant answered that question by saying: 
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I had a particular interest in quality improvement areas in our department, and I 

thought it would be a good way to possibly use the CS&E course to kind of equip 

myself with the tools and personnel in a more formal organized manner, so I 

could better present a way to improve certain areas in our clinical activities…. I 

thought it was a very unique combination because it’s kind of a managerial class, 

but it also applies to healthcare. So I thought that would be relevant to me and my 

practice.” - P152 

A third participant reflected on his motivation to attend the course by saying: 

So my own set of motivations was how I could make the clinic experience where 

I am and the patient experience where I’m working better. And I knew that we 

would figure out a way to do that through the context of the course one way or the 

other. - P129 

Some participants explained that their motivation to learn QI skills and take the 

course was to make their own decision about QI metrics and guidelines and not to have 

these decided and imposed by regulatory agencies that lack health professionals’ 

representation. One of the participants explained this by stating:  

And one thing that kind of motivated me early on is that we—there’s a big 

emphasis on AHRQ and the quality metrics that they use. I think it’s funny that 

when you actually do a little bit of research—it doesn’t take much—that all the 

quality metrics done by AHRQ, there was not a physician on the panel. It was 

mainly not even really clinically practicing people. So there wasn’t even a nurse. 

They were basically epidemiologists and methodologists that said this would be a 
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good thing to measure. And stuff—so—and if that doesn’t motivate you to be 

involved, because I mean here you have somebody that has never seen a patient in 

their entire life, and they think they can determine what a quality encounter would 

be. – P072 

Another antecedent of autonomous motivation to learn and transfer QI skills in 

our analysis was networking with other trainees as stated by the following participant: “It 

was also for getting personal skills in understanding Lean methods and working with—

networking with a group of people who I would not have an opportunity to do—make 

that happen.” – P300 

The sense of recognition by others (e.g. superiors) was identified as a powerful 

motivator by one participant who said: “And the third highlight was the possibility that 

your project could win—could be awarded. Our project received that award. So 

obviously recognition of the award that is done by participants of the course was also 

powerful.” This participant elaborated further on the nature of this award by saying:  

But recognition will be very important too because for many of us where money 

is not the main motive, the satisfaction comes from recognition from your leaders. 

It could be such as, ‘Great job’, or sending emails to other leaders telling about 

the great job that you are doing, or giving you—recognizing and letting you be 

promoted based on those initiatives that are not the classic ones for promotion. – 

P106 

Another important antecedent of trainees’ autonomous motivation to learn and 

transfer QI skills was achieving career goals. When asked to elaborate on his expectations 
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from the CS&E QI course, one participant responded:  

My expectations were that this was going to be a formal training process in the 

methodology of quality and implementation science and that I would get not only 

the skills but the theory and the background information as to how and why to 

make quality improvement projects work and to be an expert in the field.” - P227  

Another participant said: “And so the Chairman kind of encouraged those that had an 

interest in improvement or supplementing for promotion reasons to take the CS&E 

course. So that was the reason for my interest in it.” – P072 

Antecedents for controlled motivation to learn and transfer QI skills.  Three 

antecedents for controlled motivation to learn and transfer QI skills were identified as 

shown in table 5: need for the change to happen, mandating the course (or some of its 

components e.g. project), and fulfillment of licensure/recertification requirements. These 

will be discussed in more details in the following section. 

The need for the change to happen was identified as an antecedent of trainees’ 

controlled motivation to learn and transfer QI skills. One participant responded to the 

question about his motivation to attend the training by saying: “So we had some 

processes we had to work on, and some policies and procedures and changes.” – P145. 

Another antecedent of controlled motivation to learn and transfer QI skills in our analysis 

was regarding whether the course or some of its components such as the project were 

mandated.  One of the participants answered the question about how he got involved with 

the QI training course by saying: “Actually, I was asked to take a course… I was asked 

by somebody very high in authority.” - P234. Another participant commented on the 



63 

 

 

course project selection by saying:  

I would think ideally you would want somebody to pick their own project rather 

than impose a project upon them, because then they have interest and they 

actually have excitement about it. We see that this is broken, and we want to fix 

this. So they have the impetus to carry them through instead of saying, “Okay, 

you guys are going to work together in your group, and this is your project.” 

People may or may not be that interested.  – P190 

The last antecedent of controlled motivation to learn and transfer QI skills in our 

analysis was the fulfillment of the licensure and recertification requirements. This was 

manifested when one of the participants said: “We have this MOC [Maintenance of 

Certification] exam where we do the process improvement as a part of our exam, so it’s a 

part of our exam. So this was really helpful for the exam, too” – P028.  

It is also noteworthy to mention that when a mixed analysis was conducted 

between the antecedent of controlled motivation “Mandating the course or one of its 

components” and the interviewees surveys’ scores, one of the three participants with 

lowest transfer scores (3-6) was mandated to attend the training, another one was asked to 

change their project midway through the training; while none of the seven participants 

with highest transfer score (13) were mandated to take the training course or one of its 

components.  Two of them, interestingly, had different opinions about whether the course 

should be mandated or not with one participant stating “I would say that first of all, I’m 

not going to mandate it on anybody. I mean I think it needs to be a volunteer role.” - 

P072; while the second participant saying: “I also mentioned those resistant ones that 

might need to be forced to take a course like that.” When this participant was asked to 
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elaborate more on this statement and whether he thinks people who will be mandated to 

participate in the training will be motivated to learn and transfer the knowledge, he 

responded: “No, absolutely. If you want champions, you need to find the ones that are 

motivated. But if you want to change cultures, you might need to offer something similar 

that they can learn.” P-234 

Personality characteristics. Personality characteristics refer to the relatively 

stable attributes of individuals that influence their cognition and behavior. As shown in 

(Appendices L and M), the coding and thematic analysis of the theme “Trainee’s 

Characteristics” and the subtheme “Personality Characteristics” went through different 

phases. At one of these phases a subtheme “Divergent Characteristics” was created. This 

subtheme included characteristics such as: “Lack of Wisdom”, “Lack of Resilience”, 

“Lack of Conscientiousness”, and “Negativity & Skepticism”. These subthemes 

contrasted with their counterpart subthemes: “Wisdom”, “Resilience”, 

“Conscientiousness”, and “Positivity” respectively. Together these divergent 

characteristics and their opposite characteristics represented a continuum for each of 

these characteristics allowing to contrast the characteristics and to increase the rigor of 

the thematic analysis. The characteristics “Humility” and “Curiosity” did not have 

opposite personality characteristic subthemes.  

As shown in Figure 16, six personality characteristics relating to Quality 

Improvement (QI) training transfer were identified in our research cohort: curiosity, 

humility, conscientiousness, resilience, wisdom, and positivity. These characteristics will 

be discussed in more details in the following section.   
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Figure 16. Thematic analysis map for the theme “Personality Characteristics” 

 

Curiosity. Curiosity was identified as an important personality characteristic that 

would facilitate QI training transfer. It also included attributes such as open-mindedness 

and ability to reflect on self and others. When asked about what attributes should be used 

to select individuals for the Clinical Safety and Effectiveness (CS&E) QI course, one of 

the participants said: “I think people that are curious and open minded would probably be 

more amenable to receiving new ideas”. This participant then added his explanation to 

the importance of these characteristics by saying:  

If you’re not willing to be open minded and curious then you can’t really deliver 

care because things never happen the way that you think they’re supposed to, and 
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either the plans are changing and there’s a lot of factors that you don’t have to 

deal with in a lot of other contexts. And I feel like I try to always step back if 

something doesn’t go the way that I thought it should have and try and figure out 

what I did that got in the way because you can’t really control what everybody 

else does all the time. But you can usually control what you do and see what part I 

played. – P129   

A different participant said that he would select for the course individuals who are: 

“Always curious to improve their practice” – P237, while another one said:  

Well, I think in a lot of ways—first of all, there’s no crystal ball. But the other 

thing is that if you look at their current interests and what have they done in the 

past. So have they been a problem solver or do they ask the right questions. Not 

so much of the, ‘I complain because my clinic runs late every day.’ But they’re 

saying, ‘How can I improve it?’ - P072 

When mixed analysis was conducted between the personality characteristic 

“Curiosity” and the interviewees surveys’ scores, one of the three participants with 

lowest transfer scores (3-6) talked favorably about curiosity and open mindedness; while 

five of the seven participants with highest transfer score (13) had coded segments 

showing the personality characteristic or talking positively about it. 

Humility. Another personality characteristic that was identified from the analysis 

of the interview data was humility which included attributes of humbleness and 

willingness to learn from others. This was manifested in the response of some of the 

interviewees such as the following participant who shared her opinion about leadership 
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by saying:  

I think the leaders that are honestly interested in what the people who they’re 

leading think and honestly interested in objectively evaluating what’s going on 

around them and are willing to critically evaluate their own policies and their own 

decisions and admit when some of those decisions are not working out the way 

that they had wanted and then are willing to change them. That’s somebody who’s 

open minded, is curious, who’s humble.  

This participant elaborated more on this by saying:  

I think part of the reason that some people don’t like this or fear it is because the 

analysis tells them something that they don’t want to do or don’t want to believe 

(laughs) And so that’s pretty tough when you get stuck in that situation if you’re 

somebody that doesn’t want to see that the sky is blue. That makes it very, very 

difficult to effectively participate in this type of process…I suppose in our group 

everyone was willing to say that we were the problem, (laughs) and that the best 

solution was that we fix ourselves essentially. – P129 

Another participant who had the highest transfer score on the survey and was the team 

leader for the training project exemplified the personality characteristic of humility when 

he described himself by saying: 

I’m not a very creative person. What I think has been really wonderful on the 

teams that I’ve worked on is that everybody has different skillsets that they bring 

to the team. And I am a physician, so I do sort of have some leadership skills to 

help. But I’m definitely sort of a process, rule type of person. But then there’s 
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other people on our team that are very creative and I think have brought new 

perspectives. I think that’s been helpful to have—just like you want a 

multidisciplinary team of physicians, nurses—like you want a multidisciplinary 

team of attributes of people who have different skills that they will help to 

accomplish a project. – P227 

When mixed analysis was conducted between the personality characteristic 

“Humility” and the interviewees surveys’ scores, it was interesting to see that none of the 

three participants with lowest transfer scores (3-6) had coded segments related to this 

personality characteristic; while all seven participants with highest transfer score (13) had 

coded segments showing the personality characteristic or talking positively about it. 

Conscientiousness. Another personality characteristic identified through the 

interview data analysis was conscientiousness which included attributes of being 

organized, responsible, efficient, committed and focused. An example for this was 

manifested in an advice given by one of the participants to new individuals taking the 

course:  

I think that while you have the attention and not a mistake to participate in the 

course, you’re endorsed by your Chairman, and a lot of time your Division 

Chairman. So take advantage of something that they have endorsed and actually 

to improve something and not just take a course. - P072 

Another participant said about the team he led during the course: “I had a great team 

because it was people that were really committed” – P029. A third participant 

recommended the following for selecting training projects: “When you look at the 
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projects themselves, like when they pick the projects, they need to make sure that it’s 

really going to make a difference to the institution or to the patients or whatever they are 

looking at.” – P028 

When mixed analysis was conducted between the personality characteristic “Lack 

of Conscientiousness”, which is on the opposite side of the spectrum of the 

conscientiousness personality characteristic, and the interviewees surveys’ scores, it was 

interesting to find that all three participants with the lowest transfer scores (3-6) had 

coded segments related to this personality characteristic; while none of seven participants 

with the highest transfer score (13) had coded segments showing this personality 

characteristic. 

Resilience. Resilience was another personality characteristic identified as 

important to facilitate QI training transfer in this research and it included attributes 

related to persistence, courage and self-confidence. When mixed analysis was conducted 

between the interviewees surveys’ scores and both characteristics representing the 

extremes of the resilience Spectrum (“Resilience” and “Lack Resilience”), it was 

interesting to find that all three participants with the lowest transfer scores (3-6) had 

coded segments related to “Lack of Resilience” and none of them had coded segments 

related to “Resilience”; while none of seven participants with the highest transfer score 

(13) had coded segments related to “Lack of Resilience”, and six out them had coded 

segments related to “Resilience”. The following quotes for participants of both groups 

illustrate the importance of this personality characteristic and its role in the transfer of 

training especially when other factors are not conducive to this transfer to happen such as 
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lack of cooperation or support in the work environment as shown in the following 

examples. 

The first example is that of participant from the high training transfer group who 

described his experience with applying the skills he learned during the training by saying:  

After the course, I kind of set up a taskforce to continue on with additional 

projects that now we meet monthly. And, you know, it wasn’t smooth sailing 

from the get-go, but I think we definitely have gained ground and we’re now 

growing and we have   a lot of team members who are very interested and vested 

into the group.  

When asked to elaborate more on the difficulties he encountered, this participant said:  

Some people are very resistant. Some people have kind of shot back saying I’m 

just giving them more work. But I always try to take a neutral stance and just say 

my motivation is not to give you more work or more burdensome—first it’s for 

patient’s safety, second it’s to improve workflow and efficiency and the way 

we—the clinical care of patients. Not just for us, but for you guys and for 

everybody, so we improve the outcomes for these patients. And you know—I 

don’t think anybody can argue against that. 

He reflected further on this experience by saying:  

I’ve had to make some cold calls to like where I actually just set up meetings 

with—you know—I just send an email to a Chair of a department or a division 

and say, ‘Hey, I’d like to discuss with you an issue that we’re having in the 

institution.’ And sometimes they will talk to me directly. Sometimes they will 
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refer me to their quality officer or somebody. – P152 

Another participant from the high training transfer group stated: 

I was always kind of taught in life, and somebody told me early on that hurdles 

are formed for people that can’t get over hurdles. And I always kind of looked at 

things like that and if I run up against a situation and it doesn’t work for me, I can 

still be persistent. I can say what can I do? And it doesn’t necessarily—sometimes 

it just means a little different strategy. Sometimes it means an introspective look 

and say why wasn’t a person interested in it? Was it something I could have done 

better? Did I do my best pitch? Did I do this thing right?” - P072 

A third participant from the high training transfer group said: 

 I figured that regardless of how the course worked, we were going to make this 

work, and it was going to get better and that however that process occurred that it 

would be something that we could probably mimic to create pathways in other 

tumor types.” – P129 

When one of the participants with a lower transfer score (7) was asked about how he 

dealt with the resistance to change within his department he said: “Well, you just keep 

quiet [laughs]” and when asked if that will change things, he added: “No, it doesn’t. It 

doesn’t. So that’s what I said. It’s very hard to change things here, in this department at 

least.” P-028 

When another participant from the lowest transfer score group was asked about 

his experience when his project was not adopted, he said: 

I did talk a little bit to the [Information Technology] people, but they really 
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weren’t going to develop it to that point, probably because they knew that [current 

electronic medical records] was on its way out, and I think partly because it would 

require a huge investment of resources to do. So it’s understandable. I can see that 

at a bigger level, it didn’t make a lot of sense to invest in that project, and 

certainly those of us who were using it quickly got tired of doing all the data 

entry. – P192  

It is noteworthy to mention here that, while this participant stated that he had minor 

participation in other Quality Improvement (QI) projects after this experience, two 

participants from a different department and who both were in the highest transfer score 

group continued to lead other QI projects in spite of facing similar challenges with their 

projects. One of those two participants described his experience by saying: 

Well, I think that avenue we really did hit a brick wall, to where they said, ‘We’re 

not going to make any changes to our current electronic medical records.’ You 

know, and this was a pretty high up person that said this. And so at that point, 

you’ve either kind of done this—but then when a problem came about a few years 

later and then they’re looking for a solution, it was very easy to put, I mean I just 

basically emailed my PowerPoint from CS&E. And I’m like this would be a fix.” 

When this participant was asked how come this experience has not discouraged him from 

doing more QI projects, he said:  

Oh, it’s still important. I mean it would be like if I applied for a job and didn’t get 

it, that doesn’t mean that I don’t ever apply for another. If I apply for a promotion 

and I’m overlooked, I don’t say I’m never going to apply for another promotion in 
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my life—I mean just me personally. And so I think it’s kind of the same thing 

with quality initiatives.” – P072. The other participant who had the same 

challenge with his project said: “So we have 70 people and I had a great 

project….It got absolutely killed by one person – the Informatics person. And you 

know, so it’s like – this person has never been through CS&E. He doesn’t have 

any interest in going through CS&E. Yet he plays the ‘Petite Fonctionnaire’. He 

plays a gatekeeper role of what can and can’t be done. So we won’t see any 

improvement until he either gets education or gets moved out from that position 

and it’s just not my battle to fight.” P – 248 

The fact that these two participants continued to be active in QI projects after facing 

those challenges while the participant with the low transfer score did not pursue other QI 

projects reflects the importance of “Resilience” as a personality characteristic in 

overcoming some of the common challenges faced in the day to day work environment 

such as lack of supervisor or peer support, and work culture that is non-conducive to QI. 

It is important to mention here that some of the codes were initially put under the “Lack 

of Resilience” subtheme and then subsequently changed after discussions with other 

researchers to the subtheme of “Wisdom” which is discussed next.  The difference 

between these two attributes was manifested in situations when a conscious decision was 

made by the participant not to get involved in a non-winning battle. This brings us to the 

next personality characteristic identified as important to facilitate QI training transfer 

which is “Wisdom”.   

Wisdom. Wisdom was identified as an important personality characteristic to 

facilitate QI training transfer and included personality characteristics such as patience and 
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maturity. This personality characteristic manifested in contrasting participants’ reactions 

and behaviors when facing similar challenges. One participant who was asked to change 

the training project midway, responded to the question about his involvement as a leader 

for future QI projects, he responded: “No way. Because I learned that lesson the hard 

way, and I just really need to—honestly, I felt like I was stabbed in the back, and I don’t 

want to—I don’t need that again.” - P303. This reaction can be contrasted with the two 

participants in the previous section, whose projects were blocked by high authority 

departmental or institutional leaders, and continued to lead other QI projects. One of 

those participants reflected on this situation by saying:  

I’m always of the kind of mind set that I need to try to make the right decision. 

And if somebody above me makes a wrong decision, that’s not my—that’s not my 

fault. And so there will be—you know—if everything runs its course, and I think 

that if you’re patient enough, eventually something will happen with that. Or that 

you come up with a problem that came up, and I was like I’ve already got the 

solution. - P072 

When mixed analysis was conducted between the personality characteristic 

“Wisdom” and the survey scores, it was interesting to find that none of the participants 

with the lowest transfer scores (3-6) had coded segments related to this personality 

characteristic; while five out of seven participants with the highest transfer score (13) had 

coded segments showing this personality characteristic. 

Positivity. Positivity was another personality characteristic identified as important 

to facilitate QI training transfer in this research and it included attributes related to 

acceptance and flexibility. An example of positivity from an interview with one of the 



75 

 

 

participants with the highest training transfer score was:  

I’ve had more projects fail because I didn’t have the right people in the 

committee, and all my failures were just as important as all the successful 

projects. You know, I think I have three or four successful projects and probably 

an equal number, if not more, projects where I got people together, I got some 

data, and we needed more data, but they didn’t do their job and it just failed.  

- P 248 

When mixed analysis was conducted between the personality characteristic 

“Positivity” and the survey scores, it was interesting to find that five out of seven of the 

participants with the highest transfer score (13) had coded segments related to this 

personality characteristic; and that two out of the three participants with the lowest 

transfer scores (3-6) had coded segments showing this personality characteristic. It is 

worth mentioning here that the personality characteristic “Positivity” was identified based 

on the identification of its counterpart subtheme “Negativity & Skepticism” discussed in 

the following section. 

Negativity & Skepticism. When asked about the characteristics that can help 

select the trainee for the Clinical Safety and Effectiveness (CS&E) Quality Improvement 

(QI) course, one of the participant in the highest transfer score group differentiated 

between two different types of people:  

I guess do people find issues just to complain or do they find issues with the hope 

of a solution? And is it a—you know—I mean it is one thing to just constantly 

find problems. And I think there are people that do that. And then there are people 
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that are kind of constantly—they do it for negative reasons. And so that seems to 

be their—their inward focus is to find a lot of negativity. And then you have folks 

that really want to improve things. - P072 

When mixed analysis was conducted between the personality characteristic 

“Negativity & Skepticism” and the survey scores, it was interesting to find that none of 

the participants with the highest transfer score (13) had coded segments related to this 

personality characteristic; while two out of the three participants with the lowest transfer 

scores (3-6) had coded segments showing this personality characteristic. Examples are 

discussed below. 

One of the participant in the low training transfer group responded to the question 

about availability for departmental support for QI initiatives by saying:  

I think when people bring up certain ideas at our faculty meeting, they’re 

encouraged to provide data for whether their idea can take hold. So there’s some 

support. I just think that the skeptical side of me says, ‘Well, it’s very easy to 

support something because they know that we’re never, ever going to get around 

to actually providing data because we’re too busy to do it’”.  

The same participant added talking about his view of the future Electronic Medical 

Records (EMR): “…although I’m optimistically skeptical, I guess you could say. I’m 

hopeful, but I have my doubts based on what I’ve seen.” When asked about his view 

about teaching QI skills to departmental leaders, he said:  

I think that QI is helpful in that it helps us to measure—to try and quantify 

qualitative things, but I would think that any leader—especially leaders among 
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doctors who aren’t necessarily people who got to where they are based on 

administrative skills to start with but more based upon other skills—it might be 

giving them tools that are difficult to use. And I think that—so I think that the 

more the merrier regarding QI, but I think that they would have to do it in such a 

way that it wasn’t reducing things to RVUs and etcetera, etcetera. So I think that’s 

the danger.  

This participant also showed skepticism about the choice of some of the external training 

speakers by stating:  

It was kind of amazing to all of us that somebody that bad at communicating 

potentially achieved what he said he achieved and was invited to speak. It seemed 

political. Like he was invited because it sort of was maybe a contractual 

agreement of the course existing, or something like that.   

It is noteworthy that this participant concluded the interview with more positivity by 

saying:  

Oh, my pleasure. No, again, I think that it’s an excellent course. I want it to 

continue. I hope that they use the feedback to continue to make it better. I would 

love to be involved in it at a higher level. – P192 

The other participant with the lowest transfer score when asked to describe his work 

environment said:  

But it’s something that I did not expect in academia was the degree of—

everybody kind of has their own agenda, and I did not expect that degree of it, and 

I certainly didn’t expect it, even amongst the nursing. You can tell the difference 
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between just the day shift and night shift. The night shift nurses are there to take 

care of patients. The day shift nurses have an agenda. Every one of them is doing 

something, and I think that that negatively affects the care that they give. And I 

feel like it negatively affects the care that we provide as well because I’m learning 

that everybody has an agenda, and it kind of shocked me. I thought that it would 

be a more collegial group. – P303 

Interpersonal skills. Another trainee’s characteristic related to transfer of 

training was effective interpersonal skills such as effective communication with others 

and team building skills. One participant emphasized the importance of selecting 

candidates with good communication skills for QI training: 

But you see those physicians typically are working longer to be sure that 

communication is clear, working with nursing and communicating with nursing 

instead of those physicians that just come to their job and keep moving and going. 

And there’s no—we don’t see any communication, any concerns. If I—for 

instance, I have sent emails to physicians … there’s a concern on patient care in 

this issue, and the physicians ignore my letter. I might need to go back and said, 

you know, ‘This is an important issue that we need to address.’” - P106 

Another participant explained the importance of good communication by saying:  

And you need somebody who can communicate and can sort of rally the troops 

behind your idea. And I think that’s the other thing to teach, I guess, is that part of 

this whole thing is that it’s not just that you have a great idea that you think is the 

best thing since sliced bread, but how do you sell that? How do you convince 
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other people that this is a good thing and it’s not just going to increase their 

workload?  - P190 

Team building skills was another social skill identified and illustrated participants ‘quotes 

such as:  

Like I said, I think if you try to implement a project or a change that falls under 

somebody else’s jurisdiction or their managerial territory, then I think the first 

reaction most people will give is a defensive. They are like, ‘Why are you trying 

to change something? Are you saying that I’m not doing my job adequately?’ But 

if you actually bring them in as a team member and then say, ‘Hey—you know—

how can we handle this problem?’ Then it’s not you versus them. It’s you guys 

together trying to improve something, to make something more efficient, or to 

address a problem. – P152 

Mental processing skills. Different mental processing skills were included under 

this trainee’s characteristic such as evidence based, problem solving, critical thinking, 

maintaining focus, and creativity.  It is important to mention that all participants who 

were interviewed are academic physicians who were involved in regular patient care and 

difficult decisions making. In spite of this highly selected sample of participants in terms 

of mental processing skills, when mixed analysis was conducted between the theme 

“Mental Processing Skills” and the survey scores, it was interesting to find that none of 

the participants with the lowest transfer scores (3-6) had coded segments related to this 

subtheme; while six out of seven participants with the highest transfer score (13) had 

coded segments showing this personality characteristic. 
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One of the participants in the highest transfer score group gave the following 

feedback about the training by saying: “…and I think the things that were wonderful 

about it are that I can apply the logic and the thinking to many of the things I do now. So 

it was a great experience.” - P029. Another participant within that group explained the 

importance of gathering, analyzing, and discussing hard data:  

And sometimes you have to show them hard data. So you have to say, ‘Well, you 

may be right, I may be right, or you know, that person may be right. Let’s do this. 

Let’s collect data and then let’s meet back in two weeks and see what the data 

shows, if this is an issue.’ And then once they see those numbers, then we know—

you know—maybe you were right. Maybe it’s not an issue. Maybe I’m right it is 

an issue and we’re having problems with that. So that’s—I think people are more 

receptive to data rather than to just opinions. – P152  

This participant also mentioned his view regarding problem solving skills in the 

following quote: 

But it was nice in two fronts—because one, it was nice to kind of learn the tools 

to organize and analyze a problem and—you know—how to—you know-

brainstorm solutions and how to—you know—label those solutions in different 

aspects of the tackling a problem. – P152 

Summary of trainees’ characteristics. Our research identified different trainees’ 

characteristics related to Quality Improvement (QI) training transfer. Some of those 

characteristics such as motivation to learn and transfer, trainee’s mental processing skills, 

and conscientiousness were identified as important factors for learning and training 
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transfer in other research studies (Baldwin & Ford, 1988; Burke & Hutchins, 2007; 

Colquitt et al., 2000; Kontoghiorghes, 2014; Tziner, Fisher, Senior, & Weisberg, 2007). 

In addition to those previously described trainees’ characteristics, new characteristics 

related to QI training transfer were identified in our research study. These were trainee’s 

attitude toward change; trainee’s interpersonal skills; and certain trainee’s personality 

characteristics: curiosity, humility, resilience, and wisdom. These new characteristics will 

require further research and validation in future research studies to confirm whether their 

relationship is restricted to QI training transfer or training transfer in general. If their 

relationship with QI training transfer is established this would help in the process of 

selecting trainees as advocated for in the past by some training researchers (Salas et al., 

2012; Tannenbaum & Yukl, 1992). 

Training Course 

The second domain in our training transfer conceptual model that was related to 

Quality Improvement (QI) training transfer in our research cohort was the training course 

itself. Three main themes were identified under this domain as shown in Figure 17 and 

these were: “The Project” required during the training course, the “Team-Based 

Learning”, and the training course “Didactics”. These themes are further discussed in the 

following section. 
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Figure 17. Thematic analysis map for the theme “Training Course” 

 

The project. As described earlier, the Clinical Safety and Effectiveness (CS&E) 

QI training course that is the subject of this research required its participants to complete 

a practicum with a QI project. This project is selected before the course started, approved 

by both the participant’s departmental and training course leadership; and is considered 

the main experiential component of the training course. The project aim is to transfer the 

knowledge, skills, and attitudes acquired during the course to the work environment. The 

effect of the project on longer term and sustainability of training transfer was manifested 

in our data analysis as discussed in the following section. 

When one of the participants in the highest training transfer score (13) group was 

asked about how he got involved with QI, he said:  

I remember what I wanted to do at that point was (very) focused. I wanted to 

improve care of pneumonia in patients with cancer. That’s what I wanted to do. 

And after that, it seems to me that I was good at it, I liked it, and I wanted to 
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continue this as a career path. Since then, right now I’m a student also. I’m doing 

a Masters in Patient Safety and Healthcare Quality. So it has been my passion, 

and—as I told you—career path, even though it’s not a career path recognized in 

MD Anderson.  

This participant clarified the role of the training project in his decision to pursue QI as a 

career path by saying:  

Being part of the initiative. So that was probably the highlight of the course. The 

other highlight of the course is preparing the project and presenting it to leaders of 

the institution. And the third highlight was the possibility that your project could 

win—could be awarded. Our project back in 2007 received— that award. So 

obviously recognition of the award that is done by participants of the course was 

also powerful. – P106 

It can be inferred from this participant’s opinion about the course that the project he 

selected and conducted during the training was an important determinant of his decision 

to continue applying the skills learned through the course.  

When another participant in the highest training transfer score (13) group was 

asked about her experience with the training course, she responded:  

And so I think the same is true for quality. When I started to take some of those 

IHI modules, a lot of them didn’t mean anything to me because I didn’t have a 

real application for them. But then once you start a project, I think you recognize 

the application for some of those tools. – P227 

The role of the project was also mentioned by a third participant with the highest 
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transfer score who said: “I think a formal course is very important because you 

understand about process maps and those kinds of things. But I think that if you don’t 

connect that with a real-day project, it’s not helpful. It’s too theoretical.” – P029. This 

meaning was also reinforced by a fourth participant within that same highest transfer 

score group who said: “And I liked the fact that you had a project to do and that you had 

to actually implement and mobilize the project. So it was a little bit of a stimulus to keep 

going.” – P072 

The importance of the project as an instructional component of the CS&E training 

was also manifested by one of the participants with an intermediate training transfer score 

of eight who attributed the lack of achieving maximum benefit from the training course to 

his choice of the training project: 

So for the project—and this is just going to be completely honest—I wanted to do 

CS&E, but if I had spent a bit more time thinking through the project and vetting 

it deeply ahead of CS&E I would have been more successful in making that a 

much bigger impact. I felt that the way I took it was that we will manage the 

project. It will happen, and the course is fun. But what should have probably 

happened, if I had to do this all over again, is I would first think of a project, 

literally spend six months on getting a good idea about it, vetting it with the right 

people, understanding where am I going to get all that data from, how am I going 

to show that change?”  

When this participant was asked about how important he thought the project was for his 

learning, he responded: “It’s hard to say. I think it’s an important part, but it is a very big 

part of CS&E, which I did not really grasp. I knew it was a part but not as much - P 300 
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Team-based learning. Another component of the CS&E QI training course that 

was related to training transfer in our study cohort was team-based learning. The CS&E 

participants were required to work in small teams (3-4 trainees) while completing the 

practicum with the QI project. When one of the participants in the highest training 

transfer score (13) group was asked about his opinion about the training course, he said: 

I think, for me, the biggest take-home message is the importance of teamwork and 

making sure that you have enough—one, establishing a team to actually help you 

carry out a project; and two, to have varying levels of people so if you want to do 

a transfusion project—having somebody from the blood bank, from anesthesia, 

nurses—sort of a multidisciplinary team. So for me, that was sort of the biggest 

take-home point. 

This participant elaborated further on this by adding: “I think that’s been helpful to 

have—just like you want a multidisciplinary team of physicians, nurses—like you want a 

multidisciplinary team of attributes of people who have different skills that they will help 

to accomplish a project.” When this participant was asked if he continued team-based 

work in other QI projects after the course, he responded: 

It’s been sort of the less formal team. We didn’t do the same process of sort of sit 

down and have a project chart or have everybody sign off on it, although that was 

sort of one of our goals. But we also recognized that, in the interest of time, we’ve 

gotten buy in from different people but haven’t formally done anything yet. But 

our plan is to actually have a more formal team in order to do the widespread 

implementation.” – P227 
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It could be inferred from this that the team-based learning during the training constituted 

the foundation to continue working in teams after the training is accomplished. 

Another participants in the highest training transfer score (13) group emphasized 

that the value of teamwork as part of the training extended beyond his own team to 

interacting with other teams: 

And also it was nice to kind of build a show—like in the teamwork and leadership 

activities working—not just with my own team, but actually we had seminars 

where we had to interact with other teams and other members in other teams. So it 

was kind of nice to meet people from other departments, and I think even from 

other organizations—other hospitals in Texas. So that was kind of a nice 

experience. – P152 

Besides working as team to conduct the QI project mandated by the CS&E 

course, the course also included sessions about the importance of team-based work. One 

participant in the highest training transfer score (13) had a positive perception about these 

sessions as shown in the following interview quotes: 

I think the team-based learning was very good. I mean, there was one session 

where we were told to make thing—make—I’m not exactly sure what it was, but 

we were supposed to make airplanes I think. We were asked to make airplanes. 

And initially like we were disorganized. We weren’t in a team. We were trying to 

do it ourselves. And they said, ‘Well, if you’d organize yourself and do—each 

one gets a job—and you streamline the process, maybe you can do it faster.’ And 

we figured that out. Like one person doing everything doesn’t really work 
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because the outcome is not that fast or it’s not that good, but when you have 

multiple people involved in the process and you designate people to do 

something, and once they do it over and over again, they get perfect at it. Rather 

than everybody doing the same thing at the same time, each person gets a 

different job to do, and then the outcome is much better. So that’s—that really 

helped me. And right now, like when I think about it, like process improvement, 

it’s like everybody working together, because everybody has their own qualities. 

– P028 

Another participant in the highest transfer score group confirmed the importance of team-

based work by saying: 

I thought that some of the team-based exercises—at first I thought they were silly. 

One of them was making an airplane and flying it or something. But it was good 

because it proved a point. So it was very good. - P029 

An interesting subtheme identified under the theme of “Team-Based Learning” 

and not considered within the scope of this research was participants’ perception of 

whether physicians should be the QI project team leader during and after the training. 

Some participants supported this view. An example for that was in the following quote 

from one of the interviews: 

We had one session of the CS&E that was sort of dedicated to leadership skills, 

which was a really great lecture. It was an outside speaker that came in, and I 

thought that was really impressive. I really enjoyed that component of the CS&E 

course. That was more the didactic component….I think most physicians have 
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some inherent leadership skills. They just need to be fostered. And I would say 

the same is true for myself … walking that fine balance of having some leadership 

skills but not being sort of too bossy or know it all is tough.”– P227 

A different participant, who is also a physician, had a different view about this subject: 

I don’t care to lead a team. I don’t want to go out there and present. I don’t want 

to collect the data. But I have certain skill sets because of my patient interaction, 

because of understanding safety, understanding quality that I can bring to the 

table as a team member. – P 300 

Didactics.  The third and last component of the CS&E QI training course that was 

related to training transfer in our study cohort were the course didactics which consisted 

of lectures given by speakers from within and outside our institution. Although many 

participants perceived the lectures given during the course to be useful, the relationship 

between the transfer of QI training and the didactics was less evident than its relationship 

with the course project and team-based learning discussed in the previous sections.  

The didactics were identified to be useful by the following participants who had 

the highest training transfer score (13). The first participant commented on his experience 

by saying: “the didactic was really interesting and enticing — I mean engaging. It made 

you want to improve. But I think it’s — it needs — it’s a bit redundant sometimes” – 

P248. The second participant was able to remember some of the materials taught in some 

of the lectures that he could relate to his current QI work:  

I remember one of the lecturers mentioning that he was trying to get an initiative 

passed and—I think there was a lot of resistance from I think surgeons or a lot of 
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physicians. So what he did is he asked his CEO to come to the meeting. He didn’t 

even have—he said, “You don’t have to say anything or do anything. You just 

have to sit there.” So he said what happened was when he presented the topic to 

the group, when they saw the CEO came in with him, then they all kind of –they 

all kind of became quiet and then they kind of associated that the two were in 

agreement. Which was—I mean—not necessarily true, but they made that 

association in their minds. And then after that, then he said he saw much more 

fluid results and much more agreement. Because when they made the association 

that oh, the CEO is backing this guy. So yeah, that’s been kind of helpful. I mean 

I don’t like the way that people sometimes namedrop and stuff. But sometimes I 

think it’s helpful to kind of tell people that hey, this has been vetted through the 

VP so-and-so or by the Director so-and-so or by the Chairman so-and-so, you 

know, or to even have them at the meeting or to speak up for you on your behalf. 

Then I think a lot of other people kind of say, “Oh, this is a big issue”. – P152 

When a participant with an intermediate training transfer score of eight was asked about 

the advice he would give to other trainees taking the course, he responded:  

And then also to just make an effort to attend the outside lectures when they’re 

there, because that was by far—in my mind, that was by far the best part of the 

course. The invited speakers were just—they really changed the way that I 

actually thought about how we deliver healthcare and sort of what we might think 

about doing moving forward. – P129.  

When asked about the expectations he had from the CS&E training course, this 

participant contrasted this experience with his previous QI learning experience in his 
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previous residency training by saying: 

I didn’t really know what to expect, to be honest with you, because my 

experiences with quality improvement and practice improvement were different 

from what was taught in the course in a very good way. The people that did 

quality where I trained—I’m trying to figure out a nice way to say this (laughs)—

they were kind of annoying, and I felt like what they were focusing on didn’t 

really matter. What they were talking about didn’t really encapsulate a lot of the 

bigger issues, and what was really being focused on—and what I think they did an 

excellent job of in the [CS&E] course—they really talked about change 

management and how to sit down and do a complex analysis with multiple 

stakeholders. That was not something that was part of the quality training that I 

had before, and it actually kind of turned me off to the whole field previously. – 

P129 

Work Environment 

The third and last domain in our training transfer conceptual model that was 

related to Quality Improvement (QI) training transfer in our research cohort was the work 

environment. Work environment related factors such as training transfer climate, 

supervisory support, peer support, and opportunity to perform, among others, were 

identified in multiple previous research studies and reviews as important factors 

influencing training transfer (Baldwin & Ford, 1988; Burke & Hutchins, 2007; Clarke, 

2002a; Ghosh, Chauhan, & Rai, 2015; Holton III et al., 2000; Kontoghiorghes, 2014; 

Lancaster et al., 2013; Salas et al., 2012; Tracey, Hinkin, Tannenbaum, & Mathieu, 2001; 

Velada, Caetano, Michel, Lyons, & Kavanagh, 2007). No empirical studies discussed the 
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effect of work environment on QI training transfer. James Bagian (2015) recently 

commented on the effect of organizational and institutional work culture as a potential 

obstacle to QI and patient safety learning by physicians and medical trainees by stating: 

The most significant obstacle is not one of a lack of knowledge but one of a 

cultural nature and a lack of desire or sense of urgency to move from the status 

quo. It has been reported that it takes around 17 years before 50% of clinicians 

actually adopt clinical practices that have been conclusively demonstrated to be 

the treatment of choice. This discouraging statistic suggests a culture in which 

clinicians paradoxically profess that they value research and well-run studies that 

produce reliable evidence but then do not incorporate this evidence into their own 

clinical practice. (Bagian, 2015, p. 3)  

This statement emphasizes the effect of work culture on QI learning and the need to 

better understand the nature of the relationship between the work culture and QI training 

transfer. 

Three main themes were identified under the “Work Environment” domain as 

shown in Figure 18: “Work Culture”, “Work Relationships”, and “Resources”. These 

themes are further discussed in the following section. 
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Figure 18. Thematic analysis map for the theme “Work Environment” 

 

Work culture. The first theme that was identified in our research study under the 

work environment domain was “Work Culture”. Work culture in this study referred to 

values and behaviors that contribute to the unique social and the psychological 

environment of the trainee’s department or the institution. Two subthemes were identified 

under this theme: “Work Culture and Change” and “Work Stress”. We will discuss these 

two subthemes in the section below. 

Change Driven Culture. The first subtheme that was identified in our research 

study under the “Work Culture” theme was “Change Driven Culture” which is a culture 

described by our participants to be conducive to the occurrence of change and Quality 

Improvement (QI). It is important to differentiate this subtheme from the closely related 

subtheme “Trainee’s Attitude toward Change” that was discussed earlier in this chapter 

under the trainees’ characteristics domain. The difference between these two subthemes 
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is that the subtheme “Change Driven Culture” mainly operates at the organizational and 

departmental level while the subtheme “Trainee’s Attitude toward Change” mainly 

operates at the individual trainee’s level. While this distinction is important for the 

purpose of this analysis, many studies showed that the two factors represented by these 

subthemes influence each other (Colquitt et al., 2000).   

Since change is considered an essential component of QI learning and transfer, it 

is hard to imagine any improvement to happen without change to occur. Therefore, 

although this lacks empirical validation, change may be considered as a reasonable 

surrogate for QI training transfer perceived capacity. One caveat for using change as a 

surrogate marker for QI training transfer is the false perception of any change as 

improvement. 

Edgar Schein (2010) discussed the relationship between the organization work 

culture and change by stating at the beginning of his  book “Organizational Culture and 

Leadership”  : 

As managers, when we try to change the behavior of subordinates, we often 

encounter ‘resistance to change’ at a level that seems beyond reason. We observe 

departments in our organization that seem to be more interested in fighting with 

each other than getting the job done. We see communication problems and 

misunderstandings between group members that should not be occurring between 

‘reasonable’ people. We explain in detail why something different must be done, 

yet people continue to act as if they had not heard us. (Schein, 2010, p.8) 

The relationship between organizational culture and change was also studied by other 
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researchers. Using an interpretive qualitative approach, Lancaster et al (2006) 

interviewed 24 Australian employees who participated in leadership training courses to 

explore the factors that facilitated or hindered their training transfer. Among the 

perceived hindrances to training transfer identified were culture factors such as lack of a 

culture of change across the organization (Lancaster et al., 2013). Zabid et al (2004) 

conducted a survey based study in 258 Malaysian companies to study the effect of 

organizational culture on attitudes toward organizational change and concluded that 

certain type of cultures would facilitate the acceptability of change, while others would 

not (Zabid Abdul, Sambasivan, & Azmawani Abdul, 2004). Similarly, Kontoghiorghes 

(2014) identified “Change Driven Culture” and “Quality Driven Culture” as important 

components of his proposed systemic training transfer model (Kontoghiorghes, 2014). 

Two different work cultures were identified in our research study: cultures that 

are conducive to change and cultures that are non-conducive to change. Examples from 

both groups are discussed here. Some participants described their work culture as 

conducive to change. One participant who was asked about how ready people are in her 

department to change the way they do things responded: “There’s always resistance to 

change, and I think our department is set up in a way that allows for the opportunity to 

bring new ideas to help change.” - P227. One may infer from this quote that a positive 

departmental work culture may overcome the individual employee’s resistance and 

negative attitude towards change. Another participant from a different department 

described his work environment by saying: “We’re always keen to change things. We 

don’t mind doing that”, “We are—all of the faculty are open for a change” - P237 

On the other hand, some participants perceived their work environment to be non-
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conducive to change like this participant’s response when asked about his work 

environment: “Well, we’ve had this culture for the past thirty years or twenty-five years, 

and it’s the same people. They have the same mindset. And they just don’t want to 

change. So it’s very difficult”- P028 

It was also interesting to find that some participants described their clinical 

practice work environment to be conducive to change while their academic department 

environment to be resistant to change. When one of the participants was asked about his 

practice environment, he answered: “And then what we do is we discuss, and then we 

come up with a solution and we implement it.” When the same participant was asked 

about what happens if improvements are attempted in his department, he responded: “Oh, 

they try to stop you…. It happens at all the levels” - P028 

When mixed analysis was conducted between the subtheme “Culture Conducive 

to Change” and the survey scores, it was interesting to find that none of the participants 

with the lowest transfer scores (3-6) had coded segments related to this subtheme; while 

two out of seven participants with the highest transfer score (13) had coded segments 

showing this factor. On the other hand when mixed analysis was conducted between the 

subtheme “Culture Non-Conducive to Change” and the survey scores, it was found that 

all three participants with the lowest transfer scores (3-6) and all seven participants with 

the highest transfer score (13) had coded segments related to this subtheme. This again 

emphasizes the role of individual characteristics in overcoming change-resistant and 

unfavorable training transfer work environments. 

Work Stress. The second subtheme that was identified in our research study under 

the “Work Culture” theme was “Work Stress” which represented in this study the 
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harmful emotional response that occurred when the requirements of the job were not 

matching the needs of the trainees and associated by some of the participants to the 

organization and/or their department work culture. It is noteworthy that when mixed 

analysis was conducted between the subtheme “Work Stress” and the survey scores, it 

was found that all three participants with the lowest transfer scores (3-6) while none of 

the seven participants with the highest transfer score (13) had coded segments related to 

this subtheme. The following section has examples from these participants interviews 

related to their perception of the stresses in their work environment. 

The first participant with low training transfer score commented on the stress he 

perceives at work and its effect on applying the QI skills learned in the Clinical Safety 

and Effectiveness (CS&E) training course by stating:  

This place is a wonderful place to work, but a lot of pressure and burden…. And 

when a person is under stress, you have somebody—if I’m under stress, I don’t 

feel like doing the project I was supposed to do. I would rather—okay, I’m 

thinking about this—what happened yesterday. Or even if I’m working on a 

project, I’m not doing a good job. 

 This participant differentiated between two different work stressors by adding:  

The stresses are there. All the stresses are—there are two kinds of stresses. First is 

just work stress. Like—it’s a pressure, not a stress. It’s a pressure that you have to 

see so many patients. And we doing the … If somebody is saying something 

which is not right—you don’t believe in that—and you still have to tolerate it. 

That is stress. So the first stress or pressure is fine. We all face it. The second 
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pressure is not fine.” This participant then added her opinion about how to deal 

with work stress by saying: “Team play, team play, team play. This is hard 

world—I mean it’s a stressful job. So if you don’t work as a team, it will be 

difficult. – P234 

The second participant with low training transfer score described her job responsibilities 

by saying: “So the multiple requirements of the organization in terms of I need to be on 

committees, you need to do—they want that perfectly faceted, academic, administrative, 

clinical—they want that perfect employee, but we aren’t all perfect.” – P 303. When the 

third participant with low training transfer score was asked about her use of the skills 

taught during the CS&E course she said: “I’m not using CS&E for other things just 

because we’re all so darned busy around here that it’s hard to circle back to”. This 

participant also said when asked about his QI training experience by saying: 

So it can be very threatening to turn the lens on oneself…. It would feel a little bit 

like being on a stand in a trial, and oh, you should have done this, or ninety-nine 

percent of people answered differently than you just answered. You know what I 

mean? So it can be a little intimidating. – P192 

The perception of stress by the participants with the lowest training transfer scores 

mentioned previously was compared to that of one of the participants in the highest 

training transfer score group.  When this participant was asked to describe how she is 

described by others, she responded: “I am always smiling. I think I’m easy going. It looks 

like nothing is stressing me out.” – P106. This difference in the ability of different 

participants dealing with work stress emphasizes again the role of individual 

characteristics and trainees’ personality characteristics in overcoming a stressful work 
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environment. 

Work relationships. The second theme that was identified in our research study 

under the work environment domain was “Work Relationships”. This theme consisted of 

different subthemes related to the professional relationship between the trainee and others 

at work such the trainee’s supervisor and peers discussed in the following sections. 

Relationship with supervisor. The relationship between the trainees and their 

supervisors was identified as an important factor for QI training transfer in our study. An 

example for the importance of that relationship was the response of one of our research 

participants when asked whether training transfer can occur in the absence of support 

from his supervisor: “It is difficult and let me explain to you why. You could have all the 

motivation. However, if there is no alignment with what your supervisors, your managers 

have, you might not go anywhere with it—with this motivation.” – P106 

Another participant explained his experience with two different supervisors in 

relation to QI training transfer by saying: 

There was a period, as I had described, where I felt like there was no support for 

the work that I was doing, so I was ready to quit. But then we got a new Chairman 

and he said – he supports and he started talking to people – he started talking to 

all the faculty members and said, ‘No. These reports are important. You need to 

pay attention.’ And we’ve changed our compliance rate from like 68 percent to 

over 85 percent, which is where we’re happy to sit….We tried to tell people this 

is what the literature says. We tried to educate and then we tried to provide 

personal feedback and we saw some improvement. But we didn’t really make the 
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big jump until the leadership got involved and said, ‘No, this is important. I want 

you to do this.’ And he was doing that in appraisals.  

When that participant was asked about what happens when someone does or tries things 

to improve her performance in his department and practice, he responded: 

My opinion is that if it’s somebody that the Chairman likes, then that person is 

kind of given carte blanche. I think we’ve had several projects where – you know 

– they’ve given it to younger people that they don’t necessarily know what 

they’re doing, and so their projects don’t really kind of come to fruition, or at 

least something that we can see clinically. – P248 

A third participant said: “I think our current chairman is very supportive of folks that go 

for CS&E.” - P072. And a fourth one said: 

I think that’s part of it. My leadership also has—several of them have participated 

in Michael Porter’s value healthcare course up at Harvard, and so they have that 

vision of standardizing, improving, and one of sort of the missions is if a patient 

comes to Anderson, we have so many different providers but they should all get 

the same sort of recommendation, or we should all—patients should have a 

similar experience regardless of which provider they see. And so I think the 

leadership within our group has been instrumental in sort of moving that forward. 

- P227 

It is important to highlight the fact that all of those participants had two things in 

common. They were all in the group with the highest QI training transfer survey score 

(13), and they all had supervisors that took a QI training course in the past.  
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Relationship with peers. The relationship between the trainees and their peers 

was also identified as an important factor for QI training transfer in our research cohort. 

When one of the participants with the highest training transfer survey score was asked 

about what happened when someone did or tried things to improve her or his 

performance in his department or practice, he responded: 

I think our group is fairly receptive to quality improvement projects. You know—

there was initially some resistance, but I think all of us kind of know each other 

well enough where we know that we’re not trying to increase our own workload 

or make our lives more difficult. - P152 

When another participant from the highest training transfer group was asked about the 

support she gets in her department from her supervisor and peers, she responded: “Oh, we 

have a lot of support, like at least from the department chair and the section chief and 

everybody else, yeah. But not—the peers, it just depends. You know, I said it’s a 

mindset. Nobody likes change.” – P028 

Resources. The third theme that was identified in our research study under the 

work environment domain was “Resources”. This theme consisted of factors related to 

availability of resources at work to enable QI training transfer such as time, human 

resources, and financial resources. 

Time and human resources. All 16 physicians interviewed said that lack of time, 

due to work responsibilities and lack of human resources, was one of the main barriers to 

transfer the skills learned in the CS&E QI training to work. When one of the participant 

with the highest transfer score (13) was asked about the importance of resources to apply 
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what he has learned in the Clinical Safety and Effectiveness (CS&E) QI training, he 

responded:  

The main resource I would say is time. It’s difficult to find the time to do these—

to even go to these meetings, to come up with ideas and to organize ideas, and do 

data collection if we need to. In terms of the human resources, I have an 

administrative assistant that I share with three other physicians in our department, 

so it’s difficult to give her—you know—set up this meeting and—you know—I 

ask her to set up like five or six different meetings for me. So what I’ve done 

now, since our group is a little bit more settled and we have some buy-in—some 

other people from higher up than me invested into it—that I’ve asked them—you 

know—to—can I have some administrative assistance with these meetings, 

because I’m basically typing out the agenda every month and I’m typing out 

action items and having to send emails to people. It would be helpful if somebody 

can help me with that, so I don’t have to overburden my assistant. So I basically 

do it myself and then she kind of sends out the email.  

This participant also added: 

I did not take any other formalized courses after CS&E. I was contemplating 

maybe enrolling in like an MBA course or something. But I’m on 80% clinical, so 

it’s very difficult to find time to do that. And I just kind of bounced the idea with 

our Chair, and it seemed like they wanted more focus on kind of our clinical 

activities and just our current projects that I’m working on. So I think he—he was 

afraid I was going to stretch myself too thin trying to do more courses. But 
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yeah—so maybe in the future when things are a little bit more settled. But yeah—

I haven’t had a chance to really take a formalized course. – P152 

When a different participant with the highest transfer score (13) was asked whether she 

considered to decrease her clinical activities to spend more time with QI, she responded:  

Yes, I would love to, but I haven’t been approved to. So I’ve requested it. I’ve 

requested it and I thought that—my thought was okay, well this is something that 

will benefit the department. I have proved to my senior leaders that I can do it and 

that I can make a difference, but I need time. However, because we don’t have 

enough faculty to cover the clinical area, it was not given to me. So yes, I want 

more time and I think we all can benefit from that, not only me. But with the time 

limitation, I need to also take care of myself and be sure that my clinic has been 

done, my other responsibilities are taken care of. And when I’m done with my 

work, then I have to go home and study.  

When this participant was asked to give recommendations to trainees attending the CS&E 

QI training course, she said: 

So when I work on that course, one of the difficulties that I had was that I didn’t 

have dedicated time to do it. So I worked many, many hours—my own hours, my 

private time—into this course. And that all was because of the love of—wanted 

that—you know—that was what I needed to do and wanted to do. However, I 

think it is important that quality is recognized as a discipline that requires that if 

you are going to create more leaders through the CS&E course, you need to 

provide time. So my recommendation for the—for fellows or faculty that wants to 
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do it, number one is select a project that you feel passionate about, because you 

are going to be using some of your own time to work on it. The number two is be 

sure that you have some time that you can dedicate to put it together to think 

about this and make this happen. – P106 

Financial resources. While some participants mentioned financial resources to be 

important for QI training transfer, other participants, mostly from the high training 

transfer group thought that applying the QI skills will increase the efficiency of using 

resources. When one of those participants was asked how important resources were to 

apply what she has learned in the CS&E course, she said: 

They definitely are, although I think one of the goals should be figuring out how 

to do quality without having dedicated resources because I think it’s unrealistic in 

today’s climate that you will have anything you want at your fingertips. Learning 

to be resourceful is a skill that is necessary to make projects succeed. We didn’t 

have funding or support for the initial project. People sort of helped us out in 

different places, which I think has been a great experience. But I think, obviously, 

if you could have as unlimited resources, that would make everything better. But 

it’s just not a reality of moving forward, and I think being able to improve 

something without depending on money or support is important, so I think that’s 

my lesson. You’re not going to have unlimited resources. If you want to make 

stuff happen, you’ve got to figure out a way to do it. – P227  

Another participant from the high training transfer group said: “I think that the way 

medicine is going is if people don’t do this they’re not going to succeed, because it’s all 
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about time and money and resources now and quality of care. So it’s a perfect fit for us 

now.” – P029 

Interaction between Factors and Attributes              

As alluded to in some of the sections in this chapter, QI training transfer was 

related to a combination of different attributes and factors. The example shown in Figure 

19 below represents a section from one of the interviews conducted with a participant 

from the high transfer group. This section shows different coded segments under the three 

different domains of trainee’s characteristics (green color), training course (pink color), 

and work environment (blue color). Although most interviews had a predominant theme 

related to one of these three domains, all interviews reflected this interaction between 

factors and attributes to a certain degree.  

 

Figure 19. Interaction between QI Training Factors and Attributes 

 

Summary of Research Findings 

The screening survey was sent to 330 Clinical Safety and Effectiveness (CS&E) 

Quality Improvement (QI). One hundred forty two participants completed the survey (RR 
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43%). No correlation was found between the survey respondents’ characteristics (age, 

gender, profession, years of experience at MDACC, CS&E cohort) and their survey 

question scores (individual questions or sum of the questions scores).  The survey’s 

Cronbach’s alpha was .89. Using the SCM, sixteen physicians from the highest and 

lowest training transfer survey scores’ groups were interviewed and the interview 

transcripts were analyzed using the qualitative thematic analysis method. The qualitative 

and mixed method analyses confirmed the conceptual model used in this study which 

categorizes QI training transfer factors under three different domains: trainees’ 

characteristics, training course, and work environment. Under the trainees’ characteristics 

domain, attitude towards change; motivation to learn and transfer; mental processing 

skills; interpersonal skills; and personality characteristics (positivity, curiosity, humility, 

conscientiousness, resilience, and wisdom) were identified. The training project, team-

based learning, and didactics were identified under the training course domain. Work 

culture, work relationships, and resources were identified under the work environment 

domain. In this next chapter we will examine, interpret, and qualify the results discussed 

in this chapter, and draw inferences from them with respect to our original research 

questions and hypotheses. We will also discuss the theoretical and practical implications 

of these results as well as the limitations of the study and suggestions for future research. 

 

 



Chapter V 

Conclusions 

This chapter summarizes key findings about the identified factors and attributes 

related to training transfer among healthcare professionals who participated in the 

Clinical Safety and Effectiveness (CS&E) Quality Improvement (QI) training between 

2004 and 2014. The chapter is broken down into four sections. The first section presents 

discussion of conclusions drawn from the research study; the second section presents the 

limitations of the study; the third section discusses the study results’ implications; and the 

fourth section suggests areas of future research. 

Discussion 

Reflecting on the results of our research study, we came up with conclusions in 

two different areas: (1) the specificity of some factors and attributes found in QI training 

transfer; and (2) the complexity of the interaction between these factors and attributes. 

Specificity of factors and attributes to QI training transfer. Using the mixed 

but predominantly qualitative Success Case Method (SCM) in this study, we identified 

factors and attributes that relate to training transfer among healthcare professionals who 

participated in the CS&E QI training held at MD Anderson Cancer Center (MDACC) 

between 2004 and 2014. Using interview coding and thematic analysis, the antecedents of 

some of these factors and attributes were also identified to develop insight into how these 

factors and attributes facilitate or impede QI training transfer. To our knowledge this is 

the first research study aiming at identifying the factors and attributes related to training 

transfer among healthcare professionals who participate in QI training. Based on the 

results of this study, we argue that some of the factors and attributes related to training 
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transfer are universal to any professional training (mental processing skills, motivation, 

training course design, supervisor and peers support, and resources); however, other 

factors seem to be more specific to QI training transfer. These were found in our research 

to be the trainee’s attitude towards change; certain personality characteristics such as 

curiosity, humility, and resilience; and the change driven culture. These factors are 

discussed further in the following section. 

The trainee’s characteristic “Attitude toward Change” was identified in our study 

as an important factor related to QI training transfer. The reason we believe that this 

characteristic is likely specific to QI training transfer is the fact that change, as mentioned 

in Chapter 4, is an essential prerequisite for QI since any improvement requires a positive 

change to happen. The organizational psychology literature contains a wealth of research 

discussing organizational change; employees’ reaction to change; and employees’ and 

organizational readiness for change (Armenakis, Harris, & Mossholder, 1993; Eby, 

Adams, Russell, & Gaby, 2000; Lau & Woodman, 1995; Oreg, 2006; Oreg, Vakola, & 

Armenakis, 2011; Rafferty, Jimmieson, & Armenakis, 2013). Some researchers 

developed scales to assess the employees’ beliefs toward change (Armenakis, Bernerth, 

Pitts, & Walker, 2007) as well as their readiness for organizational change (Holt, 

Armenakis, Feild, & Harris, 2007). Finally some researchers proposed solutions to 

overcome employees’ and organization’s resistance to change (Armenakis & Harris, 

2002) and to create readiness for organizational change (Armenakis et al., 1993). This 

body of research suggests that different factors are related to the attitude towards 

organizational change. These factors include individual differences (Coyle-Shapiro & 

Morrow, 2003) and organizational culture (Zabid Abdul et al., 2004). In a recent review 
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of empirical research conducted between 1980 and 2010, Vakola et al (2013) studied 

reactions to organizational change from the perspective of individual differences. The 

authors proposed a model of change recipient’s reactions to organizational change that 

describes the relationship between change recipient’s characteristics, explicit reactions 

(affective, cognitive, behavioral), and consequences of organizational change. (Oreg, 

2013, p.97).  Based on this research and our study results, we recommend including the 

trainee’s characteristic “Attitude toward Change” in the “Person Analysis” conducted 

before QI training courses as detailed later in this chapter about the implications of this 

study. 

Certain personality characteristics related to training transfer identified in this 

study seem to be also more specific to QI training transfer such as humility, curiosity, and 

resilience. We argue that these characteristics are all important in order to learn and 

transfer QI skills. Humility helps the trainees to self-reflect about their own deficiencies 

and to be willing to make a change; curiosity allows them to question the status quo and 

to seek explanations and solutions for existing process problems; and resilience helps 

them to face the resistance to change and the different challenges facing improvement. 

The relationship between resilience and change was described by the late Al Siebert 

(2005) in his book “the Resiliency Advantage”: 

Highly resilient people are flexible, adapt to new circumstances quickly, and 

thrive in constant change. Most important, they expect to bounce back and feel 

confident that they will. They have a knack for creating good luck out of 

circumstances that many others see as bad luck. (Al Siebert, 2005, p.2)   

This flexibility and quick adaptation to new circumstances make resilience, in our 
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opinion, an important personality characteristic in learning and transferring QI training as 

well as in managing and leading QI projects. 

Complexity and interaction between factors and attributes. Another 

conclusion drawn from our study is the complexity of the interaction between the 

different factors and attributes related to QI training transfer. This complex interaction 

led some training researchers to call for a systematic approach in explaining and 

analyzing training transfer (Kontoghiorghes, 2004, 2014). Our research also shows that 

work environment factors have a strong relationship with training transfer and the 

trainees’ motivation to learn and transfer QI skills which supports the need for a 

systematic model for QI training transfer. It is also important to point to a body of 

research that suggests that this interaction and the effect of organizational characteristics 

on employees’ characteristics are situational. Colquitt et al (2000) meta-analytically 

studied the effect of these “Situational organizational characteristics” on trainees’ 

motivation and attributes and found that “Work Climate” was only partially mediated by 

trainee characteristics such as self-efficacy, valence, and job involvement (Colquitt et al., 

2000), reflecting the multifactorial and systematic nature of training transfer.  

Limitations to the Study         

The main limitation of our study is that the screening survey had not been 

psychometrically validated. Face and content validity of the survey were conducted by 

getting feedback about the survey items from two healthcare quality experts. One of the 

research collaborators, who has expertise in survey methods and who took the Clinical 

Safety and Effectiveness (CS&E) QI training in the past, reviewed the survey for 

accuracy and content validity. The Success Case Method (SCM) used in this study uses 
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interviews of the selected participants to ensure the survey validity. This was done in our 

study by comparing the qualitative data collected during the interviews to the survey 

scores to make sure the interviewees, who scored the highest and the lowest on the 

transfer of training survey, had enough evidence, based on the interview data, about 

transfer of training or lack of respectively. It is worth mentioning here that the 

concordance between the survey scores and the interviews was established for the low 

scorers (3-6) and high scorers (13). The only exception for that was one senior 

participants in the high score group who took the training many years ago, after taking 

other QI training courses, and was not able to remember all the details of the CS&E 

training or clearly relate the skills he acquired to the CS&E training and not to his 

previous QI training. Although this is a potential limitation in our research design, we 

think this had limited effect on the study results. Interviewing trainees who, for the most 

part, had taken the CS&E QI course more than one year before this study started is a 

strength of this study, as we believe that this has allowed enough time since training 

completion and revealed important factors affecting the training transfer process.  

Although the concordance between the survey scores and the interview data was 

high for participants with low (3-6) and high scores (13), this concordance was not as 

high in the interviewees with an intermediate score (7-8). The lower concordance 

between the survey scores of those interviewees and the interviews were related to 

different reasons. One of the interviewees finished the course recently and did not get an 

opportunity to conduct another QI project that is different than the one required by the 

training course which led to a lower score on the third question of the survey (Appendix 

F). Another  interviewee in this intermediate score group misinterpreted the first question 
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asking whether he has used the QI training tools or methods he learned in the CS&E 

training to conduct improvement in his practice. The reason for misinterpreting the 

question was that this interviewee worked in the radiology department and did not 

consider his work environment as a “practice”. It is also important to highlight that no 

participants with scores (9-12) were selected for interviews since the SCM is based on 

only interviewing participants with the highest and lowest survey scores. These 

limitations in the survey design and validity should be taken in consideration in designing 

future training transfer surveys. It was reassuring though that these limitations did not 

affect the survey’s ability to separate the survey respondents into two different groups 

based on their QI training transfer. 

Another limitation in our research was that the source of information about 

training transfer was based on collecting data exclusively from the training participants. 

This may have introduced subjectivity and biases into the research data. Valuable data 

could have been obtained from other sources such as the trainees’ peers and supervisors 

as well as the training instructors. These would have been good sources for data 

triangulation and control of biases. Another way of achieving this could have been 

through observing the participants who were interviewed using ethnography and 

collection of thick data before or after the interviews. We think that this subjectivity bias, 

although not eliminated, was diminished as the survey was designed based on the impact 

model shown in (Appendix A) evaluating application of skills and production of 

deliverables instead of evaluating trainees’ satisfaction or knowledge acquisition. 

A further limitation of our research included the small sample and the fact that the 

data was only collected from physicians and in a single institution which reduces the 
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generalizability of the results. Confirming the results of this study in other healthcare 

professionals and other institutions is important. Also the fact that the data were gathered 

from individual and not group interviews. Valuable data about team characteristics and 

dynamics could have been explored by interviewing teams (e.g. a focus group with 

CS&E team members). Although these are potential limitations to our study, we believe 

we collected enough data about training’s team dynamics as well as participants’ 

perception about their teams from the individual interviews. As we will be discussing 

later in this chapter, future research should explore the role of teams in training transfer 

which should include collecting group data in addition to individual date. 

The last point we would like to discuss as a potential limitation of this research is 

the fact that some of the previously identified characteristics related to training transfer in 

the training literature such as self-efficacy, goal orientation, and others were not found in 

this study. Although some transcripts’ coded segments reflected some of these factors, we 

did not think that there was enough of them to be considered as themes. The fact that 

these factors were not found in our study could be due to different reasons. One 

explanation could be that the survey and interview protocol used in this study were not 

able to capture these factors. Another explanation could be that some of these factors 

were embedded in some of the characteristics identified in this study. An example for that 

is “Motivation to learn and transfer QI” characteristic identified under the trainee’s 

characteristics domain, which may include some factors such as self-efficacy and goal 

orientation and which are included in motivational theories such as Vroom’s (1964) 

expectancy theory and Dweck’s (1986) theory of goal orientations respectively (Dweck, 

1986; Vroom, 1964). Both of these theories were associated with training transfer in a 
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recent meta-analysis about training transfer (Gegenfurtner, 2011). 

Implications of the Study 

The implications of this study are both organizational and instructional. The 

organizational implications involve (1) better selection of candidates for QI training 

based on the identified factors and trainees’ personality characteristics; and (2) creation 

of a work environment that is conducive to training transfer by understanding the factors 

related to the work environment that affect QI training transfer. The instructional 

implications, on the other hand, involve the design of more effective QI training courses 

based on the trainees’ characteristics and the factors related to the QI course identified in 

this research; and the evaluations received from the trainees who evaluated the QI 

training as part of the interview process conducted in this study. These implications will 

be discussed with more details in the following section. 

Organizational Implications. The organizational implications for this study 

include the selection of healthcare professional trainees for the course and to ensure that 

the work environment is conducive to training transfer. These two points are discussed 

separately in the following section. 

Selection of Trainees. In their seminal article about factors affecting training 

transfer, Baldwin and Ford (1988) pointed to the following important deficiency in the 

application of training transfer research:  

The research on ability and personality characteristics has failed to identify those 

factors that are most critical in training context. In addition, the focus of this 

research has been on distinguishing between individuals who are successful and 
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those who are unsuccessful in transferring skills rather than on placing individuals 

into programs that optimally match their characteristics. (Baldwin, 1988, p.90-91) 

This statement underscores the importance of matching the trainees to the training based 

on their individual characteristics and personality attributes which led many training 

researchers to require that a pre-training “Person Analysis” be conducted as part of the 

“Training Need Assessment”. In a recent review of the Training literature, Salas (2012) 

included “Person analysis” as one of the best practices for maximizing training 

effectiveness. He further clarified this by saying: 

A person analysis identifies who has (and who lacks) the requisite competencies 

determined by the job–task analysis. With unlimited resources, it may be 

appropriate to train everyone, but with limited resources, training can be targeted 

to those with the largest gaps between actual and needed competencies. A person 

analysis can also be used to examine individual characteristics (e.g., goal 

orientation, personality) that may influence the relative effectiveness of various 

training strategies…….Thus, we recommend conducting a person analysis: 

Determine who will most likely benefit from training and whether training 

content or methods must be adapted for particular learners. (Salas, 2012, p. 82) 

Due to the substantial amount of time, effort, and funding that health professional 

trainees and healthcare organizations have to invest in QI training, assuring better 

selection of trainees will have a significant impact on maximizing the positive effect of 

the training and the return on investment from the training especially considering the 

budget’s constraints many healthcare institutions are currently facing.  
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Based on our study results, we recommend selecting the trainees for the CS&E QI 

course based on the trainees’ attributes and personality characteristics identified in this 

research. This can be done by asking training applicants and candidates to take surveys 

and personality inventories that allow their supervisors and institution QI leaders to select 

the appropriate trainees for the training. Another potential option is to offer pre-training 

sessions to the trainees who lack those attributes or characteristics. We finally suggest 

here that trainees with characteristics that are not conducive to QI training transfer such 

as negativity or skepticism should probably not be chosen as team leaders for their 

groups’ projects. 

Work environment. The second organizational implication of our study 

concerning healthcare institutions’ leaders involve understanding the factors related to the 

work environment that affect QI training transfer to help those leaders create a work 

environment that is conducive to training transfer. According to Clarke (2002): 

The ultimate aim of determining the mediating effects of organizational climate 

on training transfer should be to enable organizations to manipulate 

environmental conditions so as to make their workplaces far more conducive to 

facilitating behavioral change. (Clarke, 2002, p.158) 

The first step in this process according to Salas (2012) is to conduct an “Organizational 

Analysis” as part of the Training Needs Assessment to verify if the organization is ready 

to receive and support the training provided and to ensure that the environment is 

properly prepared for the training to succeed. This preparation is usually referred to in the 

training science literature as the “environmental readiness” (Salas et al., 2012). 
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The theme of “Work Culture” and its subtheme “Work Stress” were important 

factors related to QI training transfer identified in our research study. In order to ensure 

“environmental readiness” for QI training transfer and to maximize the training’s 

benefits, organizational leaders should establish a “Change Driven Culture” and at the 

same time implement procedures to reduce “Work Stress”.  

Instructional implications. The instruction implications will be of value to QI 

leaders in healthcare institutions and QI training designers. These implications involve 

better designing of future QI training courses based on the understanding of the trainees’ 

characteristics as well as the factors related to the QI training course identified in this 

study. Our study can help achieve this in two different ways. The first way is through 

designing pre-training sessions to target the trainees based on their baseline “Person 

Analysis” as previously mentioned, and the second way is through the evaluations 

received from the trainees who evaluated the QI training as part of the interview process 

conducted in this study. These evaluations about redesigning the whole course or making 

changes to some of its contents such as the course project were compiled and classified in 

(Appendix O). These evaluative comments and suggestions support what Patton (2003) 

mentioned about the strength of qualitative methods, like the Success Case Method 

(SCM) used in our research, in evaluating training programs: 

Qualitative methods are often used in evaluations because they tell the program’s 

story by capturing and communicating the participants’ stories. Evaluation case 

studies have all the elements of a good story. They tell what happened when, to 

whom, and with what consequences. The purpose of such studies is to gather 

information and generate findings that are useful. Understanding the program’s 
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and participant’s stories is useful to the extent that those stories illuminate the 

processes and outcomes of the program for those who must make decisions about 

the program. The methodological implication of this criterion is that the intended 

users must value the findings and find them credible. They must be interested in 

the stories, experiences, and perceptions of program participants beyond simply 

knowing how many came into the program, how many completed it, and how 

many did what afterwards. Qualitative findings in evaluation can illuminate the 

people behind the numbers and put faces on the statistics to deepen 

understanding.” (Patton, 2003, p.2).            

We believe that each interviewee in our research cohort had a unique training and transfer 

story and that the data from these stories helped illuminating the survey data and 

deepening our understanding of the factors and attributes related to QI training transfer. 

Recommendations for Further Research 

Many questions and future research ideas came up from our study results. One 

important future research question is to study the effect of teams and team dynamics, to 

identify the factors and attributes related to these dynamics in QI training, and to 

understand how those factors and attributes relate to QI training transfer.  Another 

research question based on one of this study’s findings is the participants’ perception of 

whether physicians should be the QI project team leaders. We think this is an important 

research question especially in this era when more interprofessional team work and 

collaboration are emphasized and encouraged in healthcare systems in general and in QI 

initiatives in particular. Another question along this line is to also identify the factors and 

attributes that relate to QI training transfer among other healthcare professionals beside 
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physicians and compare them to the results of this study. 

Summary 

This chapter outlined conclusions from this research study, including the 

specificity of some factors and attributes found in the study to QI training transfer. The 

study confirmed the complexity of the relationship between these factors and attributes 

that relate to training transfer and the need for a systematic model as described in recent 

training transfer literature. The final parts of this chapter presented instructional and 

organizational implications for QI training transfer, outlined limitations of the study and 

made recommendations for future research. 
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Table A1 

Success Case Method CS&E Training Impact Model 

Capabilities Critical 

Applications 

(intended behavioral 

applications of the 

program 

capabilities) 

Results 

(intended job/team 

application 

outcomes; 

performance 

objectives) 

Business Goals 

Appreciate the 

complexity of 

healthcare systems 

and learn how to 

improve the 

processes that make 

up these systems 

 

Identify, measure 

and minimize 

needless variation 

 

Apply the steps of 

Plan-Do-Study-Act 

(PDSA) cycle. 

 

Understand the need 

for an 

interdisciplinary and 

multi-professional 

approach to 

improvement and 

patient care 

Use QI methods 

learned in training 

to: 

 

Conduct 

improvement in 

trainee’s own 

practice 

 

Conduct 

improvement in 

trainee’s own 

department 

 

Start/Implement 

other QI projects 

different than the QI 

project required 

from the CS&E 

class 

 

Work as team, 

using the tools and 

methods of QI to 

improve a process 

of care 

 

Enhance 

organizational 

learning through 

shared knowledge 

of best practices 

based on 

improvements 

 

 

Provide services 

that are patient-

centered, safe, 

timely, equitable, 

effective and 

efficient (without 

rework) 

 

Decreased cost to 

institution 

 

Increased revenue 

to institution 
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Dear CS&E Alumnus: 

I am writing to ask for your help with an important study being conducted by 

Ahmed Eid, an MD Anderson faculty at the department of General Oncology, who is 

evaluating the Clinical Safety and Effectiveness (CS&E) course as part of his doctoral 

studies at the College of Education at the University of Houston. He has an on-line 

survey that takes 3-5 minutes to complete (3 multiple choice questions regarding the 

application of the CS&E training in your practice, department and other QI projects). 

This project has been reviewed by the University of Houston Committee for the 

Protection of Human Subjects (713) 743-9204 and the University of Texas at MD 

Anderson Cancer Center Institutional Review Board (713)792-2933. Since many people 

appreciate knowing ahead of time that they will be asked to fill out a questionnaire, this is 

to alert you that you will soon be receiving an email message  with a link to the survey to 

make it easy for you to participate in the study. Since CS&E training evaluation is such 

an important component of quality improvement at our institution, we would like to 

support him by encouraging you to participate in this study. Your timely input is 

extremely valuable to us. I hope you'll welcome the opportunity to tell us about your 

experiences. Taking part in the research project is voluntary and you may refuse to take 

part or withdraw at any time without penalty or loss of benefits to which you are 

otherwise entitled. 

 

Sincerely, 

 

Doris Quinn, PhD 

Director, Process Improvement and Quality Education  

Coordinator of Clinical Safety and Effectiveness 
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Dear [CS&E alumni], 

Ahmed Eid, an MD Anderson faculty at the department of General Oncology, is 

evaluating the Clinical Safety and Effectiveness (CS&E) course as part of his doctoral 

studies at the College of Education at the University of Houston.  He has an on-line 

survey (please find link below) that takes 3-5 minutes to complete (3 multiple choice 

questions regarding the application of the CS&E training in your practice, department 

and other QI projects ). Based on the survey analyses he is planning to interview a sample 

of the CS&E alumni. The confidentiality of the responders and responses will be ensured 

by replacing all identifiers by codes that have no relation to the responders’ identities. 

Since CS&E training evaluation is such an important component of quality improvement, 

we would like to support him by encouraging you to participate in this study. This project 

has been reviewed by the University of Houston Committee for the Protection of Human 

Subjects (713) 743-9204 and the University of Texas at MD Anderson Cancer Center 

Institutional Review Board (713)792-2933. 

If you have any questions, please contact Dr. Ahmed Eid at 713.794.1153, 713.743.9818 

or aaeid@uh.edu.  

Please kindly find the survey questionnaire at the following link: [Survey Link] 

Thank you for your consideration, 

Alma Rodriguez, M.D 

Vice President, Medical Affairs 

Ron Walters, MD 

Assoc VP, Medical Ops and Informatics 

Medical Director, Clinical Safety and Effectiveness 

 

John Bingham, MHA 

VP for Performance Improvement and Chief Quality Officer 

 

Doris Quinn, PhD 

Director, Process Improvement and Quality Education 

Coordinator of Clinical Safety and Effectiveness 

mailto:aaeid@uh.edu


 

 

 

 

 

 

 

 

 

Appendix D 

Qualtrics Survey   



143 

 

 

You are being invited to take part in a research project conducted by Ahmed Eid, MD, 

M.Ed. from the department of General Oncology at MD Anderson Cancer Center and 

supervised by Doris Quinn, PhD from the Office of Quality Improvement at MD 

Anderson Cancer Center as part of his dissertation for the Executive Doctor of Education 

Degree (Ed.D.) in Professional Leadership with an Emphasis in Health Science 

Education at the College of Education at the University of Houston. The project is being 

conducted under the supervision of Dr. Margaret Watson, Clinical Professor at the 

College of Education at the University of Houston. 

 

NON-PARTICIPATION STATEMENT 

Taking part in the research project is voluntary and you may refuse to take part or 

withdraw at any time without penalty or loss of benefits to which you are otherwise 

entitled. You may also refuse to answer any research-related questions that make you 

uncomfortable. If you are a trainee, a decision to participate or not or to withdraw your 

participation will have no effect on your standing. 

 

PURPOSE OF THE STUDY 

The purpose of the study is the evaluation of the Clinical Safety and Effectiveness 

(CS&E) Quality Improvement (QI) Training Program. 

The duration of the entire study and the length of time the subject’s participation will last 

are expected to be from the time the survey is completed until the interviews are 

concluded (about 2-3 months).  

PROCEDURES 

You will be one of approximately 1000 subjects invited to take part in this project.    

This link has a short survey questionnaire (3-5 minutes). If you agree to participate and 

after you submit the survey you may be contacted to schedule an interview (45-60 

minutes) that may be conducted by telephone or face to face according to your 

preferences.  

 

CONFIDENTIALITY 

Every effort will be made to maintain the confidentiality of your participation in this 

project. Each subject’s name will be paired with a code number by the principal 

investigator. This code number will appear on all written materials. The list pairing the 

subject’s name to the assigned code number will be kept separate from all research 

materials and will be available only to the principal investigator. Confidentiality will be 

maintained within legal limits. Only de-identified data will be kept at the College of 

Education at University of Houston as required for this dissertation.  
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RISKS/DISCOMFORTS 

No foreseeable risks or discomforts as being part of this research are anticipated. The 

only foreseeable inconvenience is the time committed to fill the survey and conduct the 

interview. 

 

BENEFITS 

While you will not directly benefit from participation, your participation may help 

investigators better designing future QI courses at MD Anderson Cancer Center, the UT 

system and other healthcare institutions that are using similar programs to increase the QI 

training effectiveness. 

ALTERNATIVES 

Participation in this project is voluntary and the only alternative to this project is non-

participation. 

 

COSTS  

No costs to subjects related to this project are expected. 

 

INCENTIVES/REMUNERATION    

No incentives or remuneration to subjects are planned for taking part in this research. 

 

PUBLICATION STATEMENT 

The results of this study may be published in scientific journals, professional 

publications, or educational presentations; however, no individual subject will be 

identified.   

 

CIRCUMSTANCES FOR DISMISSAL FROM PROJECT   

Your participation in this project may be terminated by the principal investigator if the 

principal investigator determines that staying in the project is not in your best interest  

1. Clicking on the "agree" button below indicates that:  

 You have read the above information 

 You voluntarily agree to participate 

 You understand that, if you have any questions, please contact Dr. Ahmed Eid 

at 713.794.1153, 713.743.9818 or aaeid@uh.edu.  

o Agree 

o Disagree 

mailto:aaeid@uh.edu
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2. I have used the QI training tools (Fishbone diagram, Flowcharts, Pareto charts, 

Run/Control charts) and/or methods (Team effectiveness, Customer focus, PDSA 

cycles, Completing a project) I learned in the CS&E training to conduct 

improvement in my practice. 

a) Yes, with clearly positive results.  

b) Yes, but I haven’t experienced any discernible results yet.  

c) No, not yet, but I expect to. 

d) No, and I do not expect to. 

e) Not applicable. 

3. I have used the QI training tools (Fishbone diagram, Flowcharts, Pareto charts, 

Run/Control charts) and/or methods (Team effectiveness, Customer focus, PDSA 

cycles, Completing a project) I learned in the CS&E training to conduct 

improvement in my department. 

a) Yes, with clearly positive results.  

b) Yes, but I haven’t experienced any discernible results yet.  

c) No, not yet, but I expect to.  

d) No, and I do not expect to. 

e) Not applicable. 

4. Which of the following best represents the extent to which you have implemented 

other QI projects based on the knowledge and skills you acquired from the CS&E 

training (different than the QI project required for the CS&E training)? 

a) I have completed a QI project that has since been put into action with 

clearly positive results.  

b) I have completed a QI project that has since been put into action but I 

haven’t experienced any discernible results yet.   

c) I have completed a QI project, but it has not been put into action yet.  

d) I have started a QI project, but it isn’t complete yet.  

e) I intend to develop a QI project, but haven’t started yet.  

f) I have no intentions of developing a QI project.  

5. What is your current age? 

a) 20 to 29 

b) 30 to 39 

c) 40 to 49 

d) 50 to 59 

e) 60 or over 
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6.  What is your gender? 

a) Male 

b) Female 

7. How many years of professional experience at MD Anderson Cancer Center you 

have? 

a) < 5 years 

b) 5-9 years 

c) 10-14 years 

d) 15-19 years 

e) 20-24 years 

f) 25-29 years 

g) 30 years or over 

8. If you are offered an interview after submitting the survey, do you agree to be 

interviewed and have your interview audiotaped? 

    (A separate consent for the interview will be offered before the interview. If you check 

the box below agreeing to possibly participate in the interview, you may change your 

mind at any time). 

o Agree 

o Disagree 

9. Do you agree to allow us access your yearly Alumnus Evaluation surveys' data 

that you completed to evaluate the Clinical Safety and Effectiveness training 

program at MDACC? 

o Agree 

o Disagree 
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PROJECT TITLE: Evaluation of the Clinical Safety and Effectiveness Quality 

Improvement Training Program 

You are being invited to take part in a research project conducted by Ahmed Eid, MD, 

M.Ed. from the department of General Oncology at MD Anderson Cancer Center and 

supervised by Doris Quinn, PhD from the Office of Quality Improvement at MD 

Anderson Cancer Center as part of dissertation for the Executive Doctor of Education 

Degree (Ed.D.) in Professional Leadership with an Emphasis in Health Science 

Education at the College of Education at the University of Houston. The project is being 

conducted under the supervision of Dr. Margaret Watson, Clinical Professor at the 

College of Education at the University of Houston. 

 

NON-PARTICIPATION STATEMENT 

Taking part in the research project is voluntary and you may refuse to take part or 

withdraw at any time without penalty or loss of benefits to which you are otherwise 

entitled. You may also refuse to answer any research-related questions that make you 

uncomfortable. If you are a trainee, a decision to participate or not or to withdraw your 

participation will have no effect on your standing. 

 

PURPOSE OF THE STUDY 

The purpose of the study is the evaluation of the Clinical Safety and Effectiveness 

(CS&E) Quality Improvement (QI) Training Program. 

 

The duration of the entire study and the length of time the subject’s participation will last 

are expected to be from the time the survey is completed until the interviews are 

concluded (about 2-3 months).  

 

PROCEDURES 

You will be one of approximately 20 subjects invited to take part in this interview 

process. Based on the survey questionnaire you filled you have been contacted to 

schedule this interview. I am likely to use the service of a professional transcriptionist to 

transcribe the interview from the audio tape. The professional transcriptionist will 

maintain an agreement of confidentiality.  

 

CONFIDENTIALITY 

Every effort will be made to maintain the confidentiality of your participation in this 

project. Each subject’s name will be paired with a code number by the principal 

investigator. This code number will appear on all written materials. The list pairing the 

subject’s name to the assigned code number will be kept separate from all research 

materials and will be available only to the principal investigator. Confidentiality will be 

maintained within legal limits. Only de-identified data will be kept at the College of 
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Education at University of Houston as required for this dissertation. 

 

RISKS/DISCOMFORTS 

No foreseeable risks or discomforts as being part of this research are anticipated. The 

only foreseeable inconvenience is the time committed to conduct the interview. 

 

BENEFITS 

While you will not directly benefit from participation, your participation may help 

investigators better designing future QI courses at MD Anderson Cancer Center, the UT 

system and other healthcare institutions that are using similar programs to increase the QI 

training effectiveness. 

 

ALTERNATIVES 

Participation in this project is voluntary and the only alternative to this project is non-

participation. 

 

COSTS  

No costs to subjects related to this project are expected. 

 

INCENTIVES/REMUNERATION    

No incentives or remuneration to subjects are planned for taking part in this research. 

 

PUBLICATION STATEMENT 

The results of this study may be published in scientific journals, professional 

publications, or educational presentations; however, no individual subject will be 

identified.   

 

AGREEMENT FOR THE USE OF AUDIOTAPES  

If you consent to take part in this study, please indicate whether you agree to be audio 

taped during the study by checking the appropriate box below. If you agree, please also 

indicate whether the audio tapes can be used for publication/presentations. 

 

 I agree to be audio taped during the interview. 

 I agree that the audio tape(s) can be used in publication/presentations. 

 I do not agree that the audio tape(s) can be used in 
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publication/presentations. 

 I do not agree to be audio taped during the interview.  

 

If you do not agree to the audiotaping, you can still take part in the research study but you 

will not be able to participate in the interviews. 

 

CIRCUMSTANCES FOR DISMISSAL FROM PROJECT   

Your participation in this project may be terminated by the principal investigator  

 if the principal investigator determines that staying in the project is not in your best 

interest  

 

SUBJECT RIGHTS 

1. I understand that informed consent is required of all persons participating in this 

project.  

2. I have been told that I may refuse to participate or to stop my participation in this 

project at any time before or during the project. I may also refuse to answer any 

question. 

3. Any risks and/or discomforts have been explained to me, as have any potential 

benefits.  

4. I understand the protections in place to safeguard any personally identifiable 

information related to my participation. 

5. I understand that, if I have any questions, I may contact Dr. Ahmed Eid at 

713.794.1153 and aaeid@uh.edu. I may also contact Dr. Margaret Watson, faculty 

sponsor, at 713.743.9818 

 

6. Any questions regarding my rights as a research subject may be addressed to the 

University of Houston Committee for the Protection of Human Subjects (713-

743-9204) and the University of Texas at MD Anderson Cancer Center 

Institutional Review Board (713)792-2933. All research projects that are carried 

out by Investigators at the University of Houston are governed be requirements 

of the University and the federal government.  

 

7. SIGNATURES 

I have read (or have had read to me) the contents of this consent form and have been 

encouraged to ask questions. I have received answers to my questions to my 

satisfaction. I give my consent to participate in this study, and have been provided with 

a copy of this form for my records and in case I have questions as the research 

progresses.  

mailto:aaeid@uh.edu
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Study Subject (print name):  

Signature of Study Subject:  

Date:  

------------------------------------------------------------------------------------------------------------

--------- 

I have read this form to the subject and/or the subject has read this form. An 

explanation of the research was provided and questions from the subject were solicited 

and answered to the subject’s satisfaction. In my judgment, the subject has 

demonstrated comprehension of the information.  

Principal Investigator (print name and title):  

Signature of Principal Investigator:  

Date:  
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1. I have used the QI training tools (Fishbone diagram, Flowcharts, Pareto charts, 

Run/Control charts) and/or methods (Team effectiveness, Customer focus, PDSA cycles, 

Completing a project) I learned in the CS&E training to conduct improvement in my 

practice. 

a) Yes, with clearly positive results. (4 points) 

b) Yes, but I haven’t experienced any discernible results yet. (3 points) 

c) No, not yet, but I expect to. (2 points) 

d) No, and I do not expect to. (1 point) 

e) Not applicable. (0 points) 

 

2. I have used the QI training tools (Fishbone diagram, Flowcharts, Pareto charts, 

Run/Control charts) and/or methods (Team effectiveness, Customer focus, PDSA cycles, 

Completing a project) I learned in the CS&E training to conduct improvement in my 

department. 

a) Yes, with clearly positive results. (4 points) 

b) Yes, but I haven’t experienced any discernible results yet. (3 points) 

c) No, not yet, but I expect to. (2 points) 

d) No, and I do not expect to. (1 point) 

e) Not applicable. (0 points) 

 

3. Which of the following best represents the extent to which you have implemented 

other QI projects based on the knowledge and skills you acquired from the CS&E 

training (different than the QI project required for the CS&E training)? 

a) I have completed a QI project that has since been put into action with a positive 

result. (5 points) 

b) I have completed a QI project that has since been put into action but I haven’t  

      experienced any discernible results yet.  (4 points) 

c) I have completed a QI project, but it has not been put into action yet. (3 points) 

d) I have started a QI project, but it isn’t complete yet. (2 points) 

e) I intend to develop a QI project, but haven’t started yet. (1 points) 

f) I have no intentions of developing a QI project. (0 points) 
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A reminder notice will be sent to each selected interviewee about their upcoming 

interview with the following brief preview statement: “During our interview, I will be 

asking you about your experience with the Clinical Safety & Effectiveness (CS&E) 

training program you have taken at MD Anderson Cancer Center.” The interviewer will 

open the interview by introducing himself and stating that all information gathered and 

audiotaped is to be treated as confidential. The interviewer will confirm that the 

interviewee is comfortable with the process and will ask the interviewee if she/he has any 

questions or concerns that may hinder open and frank responses. 

 

Topic Domain 1: Training Issues 

Start off Question:  Please tell me about your experience with the CS&E training 

program and how you got involved with this program? 

Covert Categories: 

- Participant’s belief in value of healthcare professionals training in general and QI 

training in particular. 

- Participant’s perception about usefulness of QI course instructional methods. 

- Participant’s perception of the extent to which trainees judge training content to  

reflect job requirements accurately (perceived training content validity) 

- Participant’s perception of training deficiencies and opportunities for 

improvement (which also may reflect an attribute/skill of identifying QI 

opportunities). 

- Participant’s perception of the characteristics associated with QI training success. 

Follow up Questions: 

1. People say different things about the usefulness of healthcare professionals 

training in general and QI training in particular? What do you think about that? 

2. The CS&E course uses different instructional methods such as didactic lectures, 

project, team based learning… etc. Can you think of any that were helpful to you?  
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3. If someone you know is taking the CS&E course, what recommendations you 

would make to that person?  

4. If you are the one planning and running a QI course, what would you do? [Wait 

until the participants answered this question and THEN move on to the next part.] 

Out of the things you mentioned what is currently done? 

5. a-   If you are selecting trainees for the CS&E course, what individual 

characteristics you would base your selection upon to maximize the training 

application?  

b- You mentioned ….. (e.g. curiosity, discipline, bravery…etc.). Would you 

please tell me how you define these and please give me an example from your 

life or someone else’s life that explains these attributes? 

 

Topic Domain 2: Work Environment Issues 

Start off Question:  How would you describe your practice and department work 

environment? 

Covert Categories: 

- Participant’s perception of the extent to which trainees are provided with or obtain 

resources and tasks on the job enabling them to use training on the job 

(opportunity to use training skills).   

- Participant’s expectations that changes in job performance will lead to valued 

outcomes (Performance-outcomes expectations) 

- Participant’s perception of the extent to which individuals in her work 

environment are open to changing the way they do things (Resistance-openness to 

change) 

- Participant’s perception of the extent to which individuals have the time, energy, 

and  mental space in their work lives to make changes required to transfer 

learning to the job 
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- Participant’s perception of supervisor and peer support.  

Follow up Questions: 

1. In your opinion are resources an important part of applying what is learned in the 

CS&E course? Can you please give me an example? [Again, I suggest that you 

wait until they answer the previous questions before asking the next one.] How 

does that apply to your CS&E training? 

2. What happens when someone does (or tries?) things to improve her performance 

in your department/practice? What is your personal experience when you try to do 

things? 

3. How ready people in your group are to changing the way they do things? 

4. How do you describe your work load in regard of allowing you to try the new 

things you have learned? 

5. Can you think about someone who took the CS&E course and made a change in 

her practice or department? In your opinion what in that person’s environment 

influenced implementing what was learned in the CS&E Program? How does that 

apply to you? 

The interviewees will be thanked and asked if there is anything else they would like to 

tell us or think we need to know. A contact phone number and/or email address will be 

given to the interviewees if there is something else they would like to add.  

Interview closure 
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Participant’s Code:                                            Date:                                                Time:  

Place of Interview: 

Informant description and demeanor: 

Circumstances of Interview: 

Additional Comments: 

 

Demographics Details 

Age 

 

20-29  

30-39 

40-49 

50-59 

60 or more 

Gender 

 

Male  

Female 

Other 

Profession 

 

Physician 

Nurse 

PA 

APN 

PharmD 

Other (specify): 

Specialty 

 

Medicine 

Surgery 

Radiology 

Pathology 

Other (specify): 

Years of experience 

 

< 5 years 

5-9 years 

10-14 years 

15-19 years 

20-24 years 

25-29 years 

30 years or more 

Leadership 

responsibilities 

Leadership role:   Yes (specify)    No  Team size (if 

applicable): 

Degree of involvement  

in improvement work 

Directly involved in QI:         Indirectly involved in QI: 

Not involved                           Other (specify): 
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Appendix J 

Quotes of Antecedents for Attitude towards Change related to the Change Process 
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Amount of change 

“So even in our team, we had kind of a senior nursing leader who was a little bit 

resistant to change, because things we were proposing would involve her having to 

retrain not just one or two nurses, but nurses across an institution.” - P152 

 

Frequency of change 

“And I’m not suggesting changing things all the time is the right move either. There’s 

definitely something to be said to maintaining consistency. One of the programs that I 

interviewed at for residency—like every year they had a different model of their call 

schedule. It would shift in six-month increments and this and that, and it was just like that 

sounds horrible.” - P129 

 

“The example I use, it’s like dead by a thousand pinpricks. It’s not one change that is a 

problem for the faculty. It’s those ten changes happening at the same time is what makes 

them difficult to drink that potion.” - P300 

 

Complexity of change 

“That’s more maybe the art, but I think that’s the other thing of figuring out how you can 

improve quality. I think if you make things too complex, they’re going to fail. Part of it is 

making things as easy and as natural and as few steps involved as possible, because the 

more complex things go the more they break down.” - P190 

 

Feasibility of change: 

 “Well, I think with that—it was—I mean that avenue we really did hit a brick wall, to 

where they said, “We’re not going to make any changes to our current electronic medical 

records.” So I’m just kind of like—you know, and this was a pretty high up person that 

said this.” - P072 

 

“But it’s also realizing that—I guess learning how to—learning what you can do and 

what you cannot do—what is it? The Serenity Prayer. God, grant me the power to change 

the things I can and the serenity to accept the things I cannot. It’s those kinds of things—

like be aware of what is within your power to change and also be aware what you cannot 

change”- P190 
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Mixed Analysis using MAXQDA Sets and Coded Themes   
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Coding and Thematic Analysis Evolution  



168 

 

 

3/1/2015 
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3/9/2015 
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3/9/15 (cont.) 
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4/5/2015 
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4/5/2015 (cont.) 
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4/16/2015 
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4/16/15 (cont.) 
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4/19/15 (no FN = no field notes, removed from software project to maintain more 

confidentiality if project shared with collaborators) 
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4/19/15 (cont.) 
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4/20/15 I added degree of transfer, survey critic, positive effect of course and suggestions 

to improve course before meeting with DQ. I did that by going back to earlier version, 

exporting coded segments to Excel and recoding them in new document. That was not 

dificult but may be I should have left them from the start. I saved this project and 

continued to work with previous project version to simplify the coding analysis. 
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4/24/15 
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5/7/2015: “Trainee attitude towards change” identified as a theme after meeting withn 

advisor L.W. on 5/5/2015. 
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5/23/2015 Thematic analysis around the theme of “change” that emerged from the 

subtheme “resistance to change”. This was an experimental attempt to see if attitude 

towards change is a standalone theme. Further analysis brought it back under “Trainee 

characteristics”. 
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5/30/2015: “Trainee’s attitude towards Change” moved as a subtheme under 

“motivation” and they are both back under Trainee characteristics. Personality 

characteristics reconnected to training transfer not to change. 
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6/11/2015: Thematic analysis 
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7/11/2015: Thematic Analysis 
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7/18/2015: Thematic Analysis 
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9/08/2015: Final Thematic Analysis 
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Visual Thematic Map Evolution  
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Figure M1: Initial Map 

 

 

Figure M2: Intermediate Map 
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Figure M3: Pre-Final Map  

 

Figure M4: Final Map 



 

 

 

 

 

 

 

 

 

Appendix N 

Definitions of Selected Themes and Subthemes   
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Trainee’s attitude towards change: The degree of the trainee’s favorability to change 

and the degree of the trainee’s belief in change. 

Positive attitude towards change: High degree of the trainee’s favorability to 

change. 

Conditional/Situational attitude towards change:  Changing degree of the 

trainee’s favorability to change depending on certain conditions and situations. 

Early Adopter: High degree of the trainee’s intention to adopt change. 

Late Adopter: Low degree of the trainee’s intention to adopt change. 

 Not Early or Late Adopter: An intermediate degree of the trainee’s intention to 

adopt change. 

Personality Characteristics: The relatively stable attributes of individuals that influence 

their cognition and behavior. 

Curiosity: included attributes such as open-mindedness and ability to reflect on 

self and others. 

Humility:  included attributes of humbleness and willingness to learn from 

others. 

Conscientiousness: included attributes of being organized, responsible, efficient, 

committed and focused 

Resilience: included attributes related to persistence, courage and self-confidence. 

Wisdom: included personality characteristics such as patience and maturity. 

Positivity: included attributes related to acceptance and flexibility 
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Interpersonal skills. Effective communication with others and team building skills. 

Mental processing skills. Different mental processing skills were included under this 

trainee’s characteristic such as evidence based, problem solving, critical thinking, 

maintaining focus, and creativity.  

 

Work culture: values and behaviors that contribute to the unique social and the 

psychological environment of the trainee’s department or the institution. 

 Change Driven Culture: A culture that is conducive to the occurrence of change 

and Quality Improvement (QI). 

 Work Stress: the harmful emotional response that occurred when the 

requirements of the job were not matching the needs of the trainees and associated by 

some of the participants to the organization and/or their department work culture. 

Work Relationships: the professional relationship between the trainee and others at 

work such the trainee’s supervisor and peers. 

Resources: factors related to availability of resources at work to enable QI training 

transfer such as time, human resources, and financial resources. 
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Trainees’ Suggestions to improve CS&E QI Course 
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Instructional 

Area of 

Improvement 

Suggestions 

for 

Improvement 

Transcript Segments 

Course 

Content 

Overview I think the course provided a lot of the practical skills 

of flow charting and some of the Six Sigma 

methodology. I don’t necessarily feel like I got as 

good of an overview or understanding of the science 

and philosophy—more traditional teaching—and so I 

feel like perhaps at the start of the course there could 

have been a little bit better overview background that 

was going to really lay out the flow of the program. 

Leadership, 

Team Skills 

May be introduce some of the Heart of Leadership 

concepts. You know, and get people talking so that 

they get others engaged, because 50 percent of any 

project is going to be the people that you have. 

Science 

behind QI 

The actual science behind quality, so as per the run 

charts, the standardization of care. You know, the 

math behind the numbers that you need. Again, 

because this was not completely too clear to me. 

Course 

Instructional 

Methods 

Experiential 

Learning  

I think the course provided a lot of information that 

was useful, but I don’t know that I feel like I have it 

easily available to use in my brain. I think more 

hands-on type experience might have been helpful in 

that regard—have somebody—you can’t—there are 

some things you can’t do—you can’t learn without 

actually doing. 

I’m not sure that there would have been a better way 

other than some of the time that we spent doing 

airplane exercises and marshmallow stuff—like 

maybe that could have been spent actually creating 

some of these various types of charts and creating 

some of these statistical methods and actually going 

through some of these statistical exercises because 

stats are pretty dry, and you think you understand it 

until you try and do it, and then it doesn’t work out 

the way you wanted it to. And then you sort of bang 

your head against the wall for a while. So I think 

letting us collectively try and work out some 

problems might have been a better way to get the 

statistical stuff worked out. 

Simulation, 

Identical 

items 

But it incorporated lean—and through simulation. 

And so that was good. And they did it by basically 

simulating an emergency department. And you could 
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come up with your thing. And so I think we do a lot 

of things—like one thing they do in the CS&E course 

is they call it airplane building. And you build this 

paper airplane and stuff. And do that. And that’s a 

good exercise. But if you could take that time and 

design it clinically, I think you could still—you could 

see things that—you know—and so there are people 

out there that are doing it with a clinical relevance.  

Didactics 

Length 

But it is very repetitive, so the talks need to be shorter, 

and yes, you can give me a few examples, and I get 

it, and then the question is what else can one do to 

make it more real world? QI projects that have been 

really successful in other large cancer centers. Those 

are the kind of people I want to hear from, not just 

people who have done it twenty years ago and now 

are on a speaking spree. More hands-on examples that 

have come alive and have made a big difference, and 

people who have made that happen come and give a 

fifteen-minute talk of their experience. I think that 

would be very helpful. Some of the speakers do tend 

to be very seasoned speakers giving canned talks.  

I think the sense that I got from other people was that 

the CS&E course was a little too long and repetitive, 

and they got some skills out of it but it could be really 

consolidated into a much shorter period of time.  

So I think the only thing I would say is that the critical 

piece of any training program, especially for 

physicians, is that it’s just long enough and not any 

longer. (laughs) We’re not a group of people that has 

a lot of time and has a particularly long attention span. 

So the course needs to be very directed. It needs to be 

very straightforward 

Project Size And people realized, okay, this is an important 

problem, but I think part of it is it probably should 

have been broken down into smaller steps and smaller 

chunks 

Project 

Design 

If I had to do this all over again, is I would first think 

of a project, literally spend six months on getting a 

good idea about it, vetting it with the right people, 

understanding where am I going to get all that data 

from, how am I going to show that change? It seemed 

all very compressed, and because it was compressed, 

you have to show the outcome. You have to present 

your data. And it didn’t turn out to be as successful or 
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something I would personally deliver for most things. 

I was disappointed with what I chose as my project, 

because the long-term impact kind of dwindled. It’s 

almost as though to get into a CS&E class maybe the 

projects could be vetted to make sure that there could 

be benefit of pursuing it instead of accepting anything 

and everything we say works as a project. I do know 

there’s a charter created, and the statistician and 

others help you think through it. But nobody has the 

content knowledge to really vet it to that extent. I 

think that’s the only big drawback, that if I say I have 

content knowledge on this and this is a good enough 

project, then the group accepts it as a good enough 

project. But it’s not always the case. It’s not always 

the case. I would say the whole theoretical aspect of 

CS&E was fantastic for me. But my own personal 

project bombed. If I go into this tomorrow as a 

project, it will bomb. But if I think about this for six 

months as to how much data have I collected on 

patient wait time already—so to enter the project and 

then start collecting patient wait times for six weeks 

is ridiculous. I need to know today exactly what the 

patient wait times are sitting outside. How much are 

they waiting in the room because we’re using patient 

rooms as waiting rooms? All the faculty data with 

their turnaround, and then how the change would 

look, almost like a virtual answer, and then go in and 

implement it on day one of CS&E, and so starting to 

collect the data on day one of CS&E.  

So one of the rules for CS&E is that you have to have 

a project to come through, and I think that that’s good 

and bad in a sense because I sort of realize the project 

that I brought to CS&E—I didn’t necessarily frame it 

in the best way. And so I think had I had maybe one 

or two days of the CS&E course to help me 

understand what is an appropriate type of project and 

then allow me to find a project and then resume the 

course—or rather than have six sessions that are once 

a month maybe have one session at the beginning that 

gives a pretty good overview, and then give people an 

opportunity to figure out exactly what would be most 

appropriate for their project. And then kind of come 

back because I sort of got the sense of in order to 

make the CS&E a valuable experience I needed to be 

well in my way on the project that I wanted to 

accomplish. But I realized through the course of the 
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CS&E project that there were aspects of my project 

that I could have done better had I known that. Part of 

that is sort of the learning process as well, so I do feel 

like there is some value in training. But I also see that 

there’s a lot of wasted, non-value-added time in 

training, too 

But unless the delta change that you're trying to show 

is clearly impactful, and how do you define impact 

and how do you define value and all that is pretty 

clear going in, it seems like you almost have to have 

a little bit of knowledge of the whole CS&E world to 

be successful through the project 

Project 

Dissemination 

But I think part of the member of the committee I 

remembered telling them constantly we need to learn 

also about how to communicate our work to the rest 

of the world. What I mean is, it is important that we 

publish. We need to publish. We need to learn how to 

use Esquire. And in this project one of the goals 

should be—you know—publish it. Let everybody 

else know what you’re doing. We all can learn from 

it, even if the project doesn’t have a positive outcome. 

So learn how to publish these kind of quality 

initiatives is important. And you know, that many are 

already ahead of us doing publications in quality.  

I think the other thing that is important is that people 

realize you may or may not be able to fix this. So if 

your outcome is, “Oh, heck. What we did didn’t 

change things or made things worse,” then I think 

that’s also something valuable to learn. 

Project 

Re-

engineering 

It would be interesting to have a course—maybe a 

separate course or a part of CS&E or at least some 

teams in CS&E where they have to go back and 

reengineer projects that have been done before that 

were either successes or failures—a reengineering—

because I’m sure that in the history of CS&E there are 

projects that were well conceived but not well 

executed or well executed but not well conceived and 

vice versa. And I think that there’s nothing wrong 

with using an existing idea to improve it. And that 

may be a way to have more advanced participants 

continue with QI. People who have done the course 

already maybe. 

And so without that individual, I think there’s no way 

we would have accomplished the things that we 
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Team-Based 

Learning 

 

needed to accomplish. And so I thought that was a 

really great idea, and I would definitely recommend 

that if you’re not going to sort of restructure it to make 

the CS&E day one the opportunity to develop your 

team and your idea. Then I think pairing somebody 

up beforehand is helpful. 

And so my sense is what was happening is that you 

had these silos of quality improvement projects 

that—it almost would have been nice if we were all 

sort of working a little more collaboratively during 

the course to accomplish stuff. 

So I know of three or four different teams that were 

working on that same project that were sort of 

working independently. But I think the CS&E course 

could have sort of aligned people to make change. 

Course Re-

Design 

 

  

  

Different 

Courses 

 

There might even should be a one-day course that 

would take somebody like the gentleman that I was 

talking about. just instead of the eight week 

commitment project, but just maybe a one-day course 

of basic principles of quality improvement, along 

with some leadership training and skills – leadership 

workshop type stuff – that people can go through so 

that we all at MD Anderson start speaking the same 

language of quality, we start understanding what 

culture of safety means, etc. So maybe two days, but 

not a project intensive – not everybody is interested 

in doing a project, you know.  

I would tell you what—I would like to say how I 

would have liked to enter into the CS&E. I would 

have definitely wanted the whole didactic component 

of it, whether you call it a mini CS&E or what-not. 

And then some effectiveness change or quality 

change, safety change, related projects already out 

there and for an MD to become a part of it. I don’t 

care to lead a team. I don’t want to go out there and 

present. I don’t want to collect the data. But I have 

certain skill sets because of my patient interaction, 

because of understanding safety, understanding 

quality that I can bring to the table as a team member. 

I would have been happier being a part of a team if 

somebody had told me, “All right, before CS&E, 

these are the eight projects going into CS&E. Do you 

see yourself as a good fit to any of these teams? And 

give me in writing a paragraph of what would make 
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you a member of this team.” I would have looked, 

okay, this is safety, safety in the OR. Well, that is not 

a project I would go with. Looking at patient wait 

times in a center. It’s not my center, but I could 

contribute there because that’s important to me as a 

center chair director. The third project is coming 

through OPI, which is looking at how do we manage 

patient access in the Epic world in the next nine 

months? Hey, that would work for me. I don’t want 

to direct it, but I want to contribute based on my skill 

sets. If there were institutional projects that other 

leaders are willing to lead, then ask me what’s my 

best fit, and make me think through that with a short 

essay, and then the leader can choose me if they think 

I'm helpful to their project. 

I think it should be probably different for each group 

of people. People that are actually going to be 

performing projects may need a different level of 

training than people who just are out practicing. 

Different 

Course 

Design 

I do think that the course is a little long, and it works 

right now for how Anderson structures, but I don’t 

think that this is a model that works very well for 

other institutions. And so if—and I don’t know if this 

is one of the goals, but if one of the goals is to have 

this as a program that is sort of able to be introduced 

at other places, I think it’s challenging to have 

physicians who are able to devote that much time to 

the course. And it is a little repetitive at times, and so 

I think they could sort of consolidate it into shorter 

days or—And there’s definitely sort of some 

downtime during the day that I think we could have 

utilized time a little better. 

I think, like I said, rather than have people come with 

projects my thought would be to have that intro 

session that gives you a very broad overview of 

quality and talks about some examples of some 

quality improvement projects and have one of the 

inspirational guest speakers that we’ve had through 

the course come and then use that as an opportunity 

for people to brainstorm what they want to do and to 

sort of hash out those projects as group. And then 

have specific assignments that you have to 

accomplish before the next meeting. So if at the next 

session it’s to come up with the project that you want 

to do, then at the next session it’s to come up with 
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your aim statement. And I would say I like that it’s 

spread out over the course of six months. I don’t 

necessarily think that each section needs to be as long 

as it would be, so I would sort of consolidate them 

into maybe like a half a day over the course of six 

months or so. But definitely have deliverables that 

everybody has to have for each day that you 

participate in the course.  And then when you’re 

introducing some of the skills—like the flow 

charting—actually use the time during the course to 

flow chart your project. So we did a lot of theoretical 

flow charting or practical—or we did some examples 

that weren’t healthcare based, but I would—I think 

my preference would be to actually use that time to 

work on the individual projects that people are doing. 

Small group, problem-based exercises and had a 

facilitator that either would walk around or somebody 

would be with each person, and you’d create a run 

chart. You’d create a control chart. You’d create a 

parade-out chart. You’d create all of these different 

ways of presenting information. 

Course 

Follow-up & 

Training 

Sustainability  

  

  

Follow-up 

Courses 

Those of us who took it and want to continue, we 

should—the institution should give us the resources 

to continue to be involved, not just being put in other 

roles for the CS&E course but there should be kind of 

a more advanced courses for us. I would certainly 

participate. I think that it’s a well-conceived program. 

Follow-up 

Sessions 

For people who are interested, of course, and have the 

time, is to have follow-ups. You know, like every 2 

or 3 years, or something like that— half a day 

refreshing or all day. 

Is to again do every 3 or—whatever—4 years—or 

whatever. To have some— Refresh—yeah, half a day 

or a day. 

 

 


