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Background: The Strategic Clinical Improvement 
Committee (SCIC) was established in 2015 to foster 
physician leadership in quality improvement (QI). In 
this study, we examined the experiences of physician 
committee members to determine leadership 
strategies perceived to support their involvement in 
QI. 

Methods: A voluntary online self-assessment 
questionnaire was developed and sent to physician 
SCIC members. Descriptive statistics and thematic 
analysis were conducted, and identified themes were 
organized into two groups: strategies that support 
physician QI leadership and participation and 
strategies to improve their QI involvement. 

Results: Twelve physicians (out of 35) completed 
the survey, revealing 17 strategy themes. Physicians 
joined the SCIC because of shared leadership goals, 
prior QI/research experience, or personal interest. 
Hands-on QI project experience, QI-personnel 
support, and sharing completed QI activities were 
perceived as beneficial for personal and professional 
growth. The coalitional leadership approach 
facilitated physician QI learning, involvement, 
mentorship, and interaction with medical trainees. 
Additional strategies for promoting physician QI 
involvement included: clarifying the project selection 
process, optimizing meeting frequency/duration, 
and involving medical divisions in establishing QI 
priorities. Requirements for physician QI participation 
and leadership included: formalizing QI roles and 
responsibilities, providing hands-on QI opportunities, 
sharing past project protocols, providing access to 
QI and data personnel, funding, peer mentorship, 
and communication and collaboration among 
physicians for broader intervention dissemination and 
implementation.

Conclusion: Evaluation of physicians’ experience 
revealed that the coalitional leadership approach 
and enabling strategies can provide others with 
a practical method for supporting physician QI 
leadership and participation. The SCIC’s next steps 
include development, trial, and evaluation of the 
additional strategies identified.
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Physician leadership is increasingly regarded as 
essential for enhancing the quality of care and 
sustainability of the health care system.1 Physicians 
must take on leadership roles in quality improvement 
(QI) that they have not previously pursued.1 The lack 
of physician leadership and involvement in QI is a 
result of numerous factors: high clinical workload, 
limited time, lack of trained practising physicians 
to teach and mentor QI skills,2-4 lack of data, scarce 
assistance with QI-related activities, limited support 
from hospital or health organization administration, 
and no financial reimbursement or promotion for 
participation in QI projects.1,5-8 

Innovative approaches to overcome participation 
barriers have integrated QI education with a 
QI leadership project, such as the physician 
quality-officer program, a physician-mentored 
implementation model, and a clinician-directed 
program.5,7,9-11 These approaches and the 
effectiveness of the incorporated strategies have 
lacked evaluation from participating physicians, 
making it difficult to determine which were impactful. 
This study asked physician members of an innovative 
physician-led QI committee to self-assess their 
experience, identifying the strategies they believe 
were effective in enhancing their QI knowledge, 
participation, and leadership, and identifying future 
strategies to sustain their involvement. 

The Strategic Clinical Improvement Committee in 
action
In 2015, the Strategic Clinical Improvement 
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Committee (SCIC) was established to develop 
physician QI leaders in the Edmonton health zone 
in Alberta, Canada. This physician-led committee 
strategically joined three health system partners 
— the University of Alberta (UA) Department of 
Medicine (DoM), Alberta Health Services (AHS), and 
Covenant Health (CH) DoM programs.12 The goal was 
to advance physician QI knowledge, participation, 
and leadership while assisting the DoM and local 
health organizations in making strategic clinical 
improvements at all levels of the Alberta health 
care system.13 The committee physician members, 
AHS, and CH executive directors and quality 
management partners collaborated to establish six 
key approaches and 14 enabler strategies to reduce 
barriers to physician QI involvement in addressing 
clinical issues as change leaders.9 The SCIC used 
the LEADS framework to identify four priority 
areas — QI education, QI leadership, mentorship, 
and QI recognition — to guide members in leading 
self, developing hands-on QI skills, building QI 
interdisciplinary teams that mobilize knowledge, and 
leading frontline clinicians toward a culture of health 
system improvement.13 

Since its inception, this approach14 has successfully 
increased the number of physician-led and 
physician-involved QI projects in the Edmonton 
zone. Leveraging improvement and implementation 
science to develop and test interventions aimed at 
improving clinical outcomes and the health care 
system. The SCIC has evolved into a platform for QI 
leadership development, mentorship, sharing QI 
projects, highlighting results, and, most important, 
fostering an improvement culture among physicians 
that encourages them to co-create interventions and 
identify health system improvement opportunities. 
However, sustaining and advancing this QI 
leadership approach requires evaluation of physician 
participation experience to determine enabler 
strategies. 

Methods
A mixed-methods design was used to create a 
questionnaire.15 Closed and open-ended questions 
were complementary, where open-ended questions 
provided additional understanding. All SCIC 
physician members (n = 35) from the January 2020 
membership list were eligible to participate. 

LEADS capabilities framework 
The LEADS framework, which was developed by 
practising leaders,16-18 includes 20 capabilities, 
organized into one outcome domain (Achieve results) 
and four process domains (Lead self, Engage others, 
Develop coalitions, and Systems transformation).19 
Lead self involves awareness of one’s assumptions, 
values, principles, strengths, limitations.20 Engage 
others involves the people challenges of effective 
interpersonal relationships.21 Develop coalitions 
establishes relationships and develops support 
across departments/programs/organizations and with 
patients and the public.22 Systems transformation 
is strategic leadership, exercised through policy, 
procedure, structure, and culture.23 Achieve results 
represents future outcomes from the processes of 
leadership, both personal and strategic.23

Survey instrument development and recruitment
A 57-question self-assessment questionnaire was 
adapted from validated tools and anonymously 
administered.24,25 It consisted of 47 scaled and 
10 open-ended questions covering eight topics 
related to the SCIC: goals and collaboration, 
governance, decision-making process, members, 
leadership, capacity and capability, effectiveness, and 
institutionalization. An equal number of questions 
fell into each of the LEADS capabilities framework 
domains.21 A review of the draft questions by a non-
committee physician researcher resulted in minor 
changes in sentence structure. The final questionnaire 
was entered into an organizational enterprise 
platform (see Appendix). 

The organizational email addresses of committee 
members were provided to SM, who sent each 
participant an individually addressed email describing 
the study and the survey link. The questionnaire 
remained open for six weeks, during which two 
reminder emails were sent. The only mandatory 
question was the one seeking written consent. If 
consent was not obtained, the questionnaire would 
exit/close, and no results were included. 

Data collection and analysis
For the scaled questions, descriptive statistics 
were used and Excel v. 2016 (Microsoft, Redmond, 
Washington) facilitated the analysis. For the 
open-ended questions, a thematic analysis was 
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completed.25 Two researchers (PM and SM) 
independently read and grouped the textual 
responses to generate themes. The researchers 
discussed and refined themes based on consensus. 
Themes were divided into two groups: strategies 
promoting physician QI leadership and participation 
and strategies to improve QI involvement. Both 
data sources were integrated into a joint table to 
determine further insights.26-28 

Ethics approval
The University of Alberta Research Ethics board 
provided an ethical waiver on 12 March 2021.

Results
Twelve (out of 35, 34%) physician SCIC members 
responded to the survey. Closed questions received 
a range of 10–12 responses, open-ended questions 
5–10 responses. From the textual data, 17 themes 
emerged: eight identified physician strategies 
promoting their QI leadership and participation 
and nine determined strategies to improve their 
involvement (Table 1).

Lead self 
Physician members initially engaged with the SCIC 
because it aligned with their personal goals (10/12, 
87%), advanced QI/research experience or interest 
professionally (8/12, 67%), and was beneficial to 
their personal and professional growth. Most (10/11, 
91%) viewed leading a QI project as organizational 
leadership development; 50% felt comfortable 
assuming a QI role. Respondents said the SCIC 
improved their awareness and understanding of 
improvement science (10/12, 84%) and increased 
their capability to participate in and lead QI projects 
(8/12, 67%). Almost half (5/12,42%) attended all or 
some meetings and many (9/12,75%) felt that they 
influenced SCIC priorities/projects. 

Three themes influenced physicians to Lead self 
regarding QI: Previous QI or research experience, 
Personal interest in QI/innovation, and the fact that QI 
knowledge and application promotes personal and 
professional development. Respondents said: “[I did] 
previous work at different institutions in QI” and “[I 
joined] based on my previous research experience.” 
Others mentioned “innovation is important for the 
present and future, for our [physician] legacy” and “I 

have an interest in QI.” Another said, “It has spurred 
me to look into taking QI courses to improve my 
knowledge, taking on a formal QI leadership role.” 

Two themes were identified in the area of improving 
physicians’ ability to lead themselves: QI project/
protocol repository and Physician QI role and 
responsibility clarity. Respondents mentioned 
“sharing a database of QI project/protocols, to help 
physicians less experienced” and “A repository of 
information would be beneficial.” Another stated, 
“Knowing the [formal] physician QI role and 
expectations [is necessary].”

Engage others
SCIC chairs were recognized as dedicated to the 
committee’s ideals (11/12, 92%), and as collaborative 
(10/12, 83%) and credible leaders (9/12, 75%). All 
respondents felt valued and most thought their 
voices were encouraged (11/12, 92%). Half (6/12, 
50%) were unsure of membership expectations, and 
many suggested developing documented roles and 
responsibilities (8/12, 67%). SCIC meetings were 
viewed as efficient (11/12, 93%) and a good use of 
one’s time (7/12, 58%). 

To support physician QI involvement, three themes 
were identified: Strengthen communication and 
collaboration between physicians, Optimize 
committee meetings, and. Communication and 
collaboration could be improved: “Knowing roles 
and hospital sites of each member could allow for 
collaboration or advice/mentoring” and “better 
communication of projects [interventions] between 
members” was also suggested. Respondents 
indicated that shortening meetings, but increasing 
the frequency could promote collaboration. One 
mentioned that the “reduced frequency of meetings 
has made it more challenging for collaboration.” 
Respondents indicated that each medicine division 
they represent should “have clear divisional QI 
priorities beyond just representation,” while 
recognizing the “challenge to engage others in the 
division [regarding QI].”

Achieve results 
The SCIC defined key development strategies and 
goals and communicated them to its members. Many 
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Responses to scaled questions by topic Responses to open-ended questions* 
LEADS 
domain

Lead self 
(process)

SCIC goals and collaboration
• 87% believe that their QI goals align with those of the SCIC.
• 67% felt that their talents were used as members of the SCIC; 33% were 

unsure.

SCIC goals and collaboration
• 87% believe that their QI goals align with those of the SCIC.
• 67% felt that their talents were used as members of the SCIC; 33% were 

unsure.

Governance
• 70% felt that a clearly written committee purpose was present; 20% felt 

that information was limited.
• 58% were unsure about their role as a division QI leader on the SCIC.

Decision-making
• 75% felt they had some influence in SCIC-selected projects or education 

priorities and selection.
• 58% were comfortable with how the SCIC makes decisions and prioritizes 

projects or education; 25% were unsure.

Membership
• 33% attended all meetings; 42% only attended some.  
• 100% agreed that they are recognized for their SCIC contributions.
• 92% felt comfortable asking for help to carry out a QI task.

Leadership
• 67% shared a reason for involvement with the SCIC. 

Capacity and capability
• 91% viewed completing QI projects as a form of organizational leadership 

and 50% felt comfortable in a QI leadership role. 
• 84% noted that their improvement science knowledge has improved. 
• 100% agreed that participation in the SCIC has been beneficial both 

personally and professionally. 
• 67% are confident with participating and leading QI projects.

SCIC goals and collaboration
• 83% agreed that SCIC provided QI support and shared resources among 

different members. 
• 100% agreed that SCIC actively promotes QI planning, implementation, 

and evaluation.

Capacity and capability
• 91% noted that their awareness and understanding of both local health 

organizations’ (AHS and Covenant Health) quality frameworks has 
improved.

• 84% noted that they have become more capable of participating in and 
leading QI projects. 

• 75% felt that participation supported their formal physician leadership 
role; 25% were unsure.

• 58% were comfortable to confident mentoring others in a QI project; 33% 
were not confident.

Effectiveness
• 92% believed they would recommend joining SCIC to others.

SCIC goals and collaboration
• 100% agreed that the SCIC values members’ input. 
• 92% felt that the committee chairs were committed to the committee 

ideals and worked collaboratively with the members (86%) and were 
seen as local credible leaders for the members (72%).  

Governance
• 36% saw documented roles and responsibilities for all members.

Membership 
• 83% share the SCIC’s mission and QI objectives; 92% agreed that differing 

points of view are encouraged and can be voiced openly.
• 50% were unsure of the expectations for their membership.

Effectiveness
• 93% felt that meetings were efficient. 
• 58% felt that the SCIC made good to excellent use of their time; 100% felt 

the SCIC was effective at managing meetings.

Previous QI or research experience 
“Previous work at different institution in QI.”
“I wanted to initiate QI projects and [could] receive mentorship from the 
committee.”
“Was asked to join based on my previous research.”
“I volunteered in quality improvement [project] before.”

Personal interest in QI/innovation
“Innovation is important for the present and future, for our [physician] 
legacy.”
“I have an interest in Quality Improvement.”

QI knowledge and application promotes personal and professional 
development
“It has spurred me to look into taking courses in QI to improve my 
knowledge, taking a formal QI lead role for the department at my hospital.”
“Improved my knowledge by me leading QI projects.”
“Fostered my QI involvement.”
“Increased awareness that QI is a priority.”
“Greater interest in QI and mentoring residents in QI.”
“Greater value placed on QI.”
“The benefits of QI work are seen a greater.”

QI project/protocol repository
“Sharing a database of QI project protocols, to help junior faculty less 
experienced in QI methodology.”
“A repository of information including past projects [protocols], goals, etc. in 
a place that can be easily accessed.”

Physician QI role and responsibility clarity
“Knowing what the physician QI role and expectation are.”

Physician peer mentorship with hands-on experience
“Opportunities for members who are new to QI to assist [colleague 
physicians] or even observe through the process of a project from 
beginning to end.”
“Starting a project from scratch with no real hands-on experience is not 
realistic.”
“Teach how to do QI in a practical way, with more hands-on help such as 
involving interested people [physicians] in active projects just for learning 
and experience sake.”
“Assistance for members who are not confident in QI to become more 
comfortable.”

Funding QI
“Funding for QI projects is needed.”
“Fund QI work.”

Strengthen communication and collaboration between physicians
“Knowing roles and hospital sites of each member could allow for 
collaboration or advice/mentoring.”
“Better communication of projects between members.”
“More collaboration between divisions and hospitals.”

Optimize committee meetings
“Shorten the meetings length.”
“Reduced frequency of meetings has made it more challenging for 
collaboration.”

Engage each specialty division in the DoM to establish QI priorities
“Having clear divisional QI priorities beyond just representation.”
“Challenging to engage others in the division [regarding QI].”

Systems 
transform-
ation 
(process

Engage 
others 
(process)

• *In each section, quotes are from different respondents. Green indicates strategies promoting physician leadership and participation in QI; red indicates 
strategies to improve physician QI involvement.

Develop 
coalitions 
(process)

Governance
• 84% felt the SCIC made good attempts at collaboration with different 

DoM divisions.
• 50% felt that the current structure was fair to good.
• 75% saw an established communication process.
• 67% felt that SCIC had permanent staff designated, had broad-based 

membership and a designated meeting space.
• 33% noted that the SCIC structure was reviewed annually for relevance; 

50% were unaware or unsure.
• 33% felt that committee structures were in place; 50% were unaware or 

unsure.
• 75% agreed that the SCIC uses resources skillfully.

Membership
• 100% agreed that the SCIC encourages collaboration and partnership 

among members.

Capacity and capability
• 67% noted that their involvement in QI has improved as a result of being 

a member of SCIC. 

SCIC goals and collaboration
• 67% agreed that the SCIC-defined roles and responsibilities for all 

members were easy to understand.

Governance
• 75% recognized the presence of documented goals and objectives for the 

SCIC.
• 96% recognized that meetings were regular and well structured.

Decision-making
• 58% were unsure whether the SCIC follows a standard decision-making 

process.

Membership
• 50% were unsure whether the SCIC communicated member 

expectations.

Leadership
• 100% felt that the SCIC co-chairs valued members’ input.

Capacity and capability
• 100% agreed that the QI consultant demonstrated knowledge of and skill 

in improvement science.

Effectiveness
• 75% felt that the SCIC is able to carry out comprehensive QI activities to 

accomplish its objectives.

Committee leadership approach for QI
“Increases awareness, sharing QI ideas and the approach taken to address 
the issue.”
“Brings multiple members from different hospital sites together to share 
their projects and findings to allow collaboration and possible spread to 
other hospitals.” 
“Diversity of members across the department. Breaks down silos of [QI] 
interested people.”
“Focus on building physician leaders in this space, building collaboration 
across divisions.” 
“Greater value placed on QI.”
“The benefits of QI work are seen a greater.”

Hands-on QI experience
“Assisting [involvement] with QI projects.”
“Opportunity to do a project with support.”

Formalized dissemination of physician involvement in QI 
“Sharing QI projects [during committee meetings] and having peer feedback 
and comments.”
“It is good to hear about other projects that are being done.”
“QI Day allows one to see the full scope of QI occurring.”

Dedicated committee QI personnel 
“Personal consultation and availability of [the committee dedicated] QI 
consultant to assist members with project design, analysis, and presentation. 

QI education for medicine trainees
“The training component of the committee has been possibly the most 
effective as it ensures medicine trainees [residents, fellows] have a good 
understanding of the principles of QI.”
“An opportunity for trainees and staff to work in QI together.”
“Availability of summer [medical] students to engage [and assist] in QI 
projects.”

Clarify priorities for improvement/project selection
“It is not clear to me how projects are chosen and supported and what the 
criteria is - this would be helpful.”
“How can we try to find the common [priority] areas and build the [approach] 
together?”

Improve access to QI and data personnel
“More QI support for each division.”
“A clear and easily accessible access to a [QI and Data/statistician personnel] 
for help with the QI project and data analysis.”

Achieve 
results 
(outcome)

Table 1. Summary of responses (n = 12) to self-assessment questionnaire to determine the strengths and challenges of 
the Strategic Clinical Improvement Committee (SCIC) in increasing physician involvement in quality improvement (QI). 
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respondents (9/12, 75%) felt that the SCIC did well 
in terms of completing QI activities. All agreed that 
the SCIC QI personnel demonstrated improvement 
science expertise and provided support to members. 
The SCIC created experiential opportunities and 
mentorship while carrying out successful QI projects 
(7/10, 70%). 

Four themes support members to achieve results: 
Hands-on QI experience, Formalized dissemination 
of physician involvement in QI, Dedicated 
committee QI personnel, and QI education for 
medicine trainees. One respondent remarked, [the 
SCIC provided an] “opportunity to do a project 
with support.” Three respondents highlighted the 
importance of “learning together,” “sharing QI 
projects [during committee meetings],” “having 
peer feedback and comments,” and “hearing 
about other projects being done.” One said, 
“annual QI day allows one to see the full scope of 
QI occurring.” Respondents recognized the need 
for dedicated support personnel, commenting 
“personal consultation and availability of QI 
personnel to assist members with project design, 
analysis, and presentation aided in QI completion.” 
They acknowledged that physician QI education 
is a learning continuum. A physician stated, “the 
training component has been possibly the most 
effective as it ensures medicine trainees have a good 
understanding of the principles of QI.” Another 
emphasized the importance of “[medical] students 

to engage [and assist] in QI projects.” Further, a 
respondent mentioned that this approach provides 
“an opportunity for trainees and staff to work in QI 
together.” 

Two strategic themes would support achieving results: 
Clarify priorities for improvement/project selection 
and Improve access to QI and data personnel. One 
respondent suggested, “it is not clear how projects 
are chosen and supported by the committee” and 
another stated, “knowing what criteria are used would 
be helpful.” They mentioned the need for “access to 
QI and statistician personnel” to improve physician 
involvement. 

Develop coalitions
This leadership approach encouraged collaboration 
and partnership among SCIC members, departments, 
divisions, and the larger health care community 
(10/12, 83%). Respondents indicated that the 
committee structure was good (6/12, 50%); however, 
50% were unsure what processes could improve 
the approach. Many recognized established 
communication processes (9/12, 75%) and 
acknowledged that dedicated staff (8/12, 67%) and 
skillful resource stewardship (9/12, 75%) existed. 

Respondents viewed the Committee leadership 
approach for QI as important because it “brings 
multiple members from different hospital sites 
together to share their projects and findings to allow 

Responses to scaled questions by topic Responses to open-ended questions* 
LEADS 
domain

Lead self 
(process)

SCIC goals and collaboration
• 87% believe that their QI goals align with those of the SCIC.
• 67% felt that their talents were used as members of the SCIC; 33% were 

unsure.

SCIC goals and collaboration
• 87% believe that their QI goals align with those of the SCIC.
• 67% felt that their talents were used as members of the SCIC; 33% were 

unsure.

Governance
• 70% felt that a clearly written committee purpose was present; 20% felt 

that information was limited.
• 58% were unsure about their role as a division QI leader on the SCIC.

Decision-making
• 75% felt they had some influence in SCIC-selected projects or education 

priorities and selection.
• 58% were comfortable with how the SCIC makes decisions and prioritizes 

projects or education; 25% were unsure.

Membership
• 33% attended all meetings; 42% only attended some.  
• 100% agreed that they are recognized for their SCIC contributions.
• 92% felt comfortable asking for help to carry out a QI task.

Leadership
• 67% shared a reason for involvement with the SCIC. 

Capacity and capability
• 91% viewed completing QI projects as a form of organizational leadership 

and 50% felt comfortable in a QI leadership role. 
• 84% noted that their improvement science knowledge has improved. 
• 100% agreed that participation in the SCIC has been beneficial both 

personally and professionally. 
• 67% are confident with participating and leading QI projects.

SCIC goals and collaboration
• 83% agreed that SCIC provided QI support and shared resources among 

different members. 
• 100% agreed that SCIC actively promotes QI planning, implementation, 

and evaluation.

Capacity and capability
• 91% noted that their awareness and understanding of both local health 

organizations’ (AHS and Covenant Health) quality frameworks has 
improved.

• 84% noted that they have become more capable of participating in and 
leading QI projects. 

• 75% felt that participation supported their formal physician leadership 
role; 25% were unsure.

• 58% were comfortable to confident mentoring others in a QI project; 33% 
were not confident.

Effectiveness
• 92% believed they would recommend joining SCIC to others.

SCIC goals and collaboration
• 100% agreed that the SCIC values members’ input. 
• 92% felt that the committee chairs were committed to the committee 

ideals and worked collaboratively with the members (86%) and were 
seen as local credible leaders for the members (72%).  

Governance
• 36% saw documented roles and responsibilities for all members.

Membership 
• 83% share the SCIC’s mission and QI objectives; 92% agreed that differing 

points of view are encouraged and can be voiced openly.
• 50% were unsure of the expectations for their membership.

Effectiveness
• 93% felt that meetings were efficient. 
• 58% felt that the SCIC made good to excellent use of their time; 100% felt 

the SCIC was effective at managing meetings.

Previous QI or research experience 
“Previous work at different institution in QI.”
“I wanted to initiate QI projects and [could] receive mentorship from the 
committee.”
“Was asked to join based on my previous research.”
“I volunteered in quality improvement [project] before.”

Personal interest in QI/innovation
“Innovation is important for the present and future, for our [physician] 
legacy.”
“I have an interest in Quality Improvement.”

QI knowledge and application promotes personal and professional 
development
“It has spurred me to look into taking courses in QI to improve my 
knowledge, taking a formal QI lead role for the department at my hospital.”
“Improved my knowledge by me leading QI projects.”
“Fostered my QI involvement.”
“Increased awareness that QI is a priority.”
“Greater interest in QI and mentoring residents in QI.”
“Greater value placed on QI.”
“The benefits of QI work are seen a greater.”

QI project/protocol repository
“Sharing a database of QI project protocols, to help junior faculty less 
experienced in QI methodology.”
“A repository of information including past projects [protocols], goals, etc. in 
a place that can be easily accessed.”

Physician QI role and responsibility clarity
“Knowing what the physician QI role and expectation are.”

Physician peer mentorship with hands-on experience
“Opportunities for members who are new to QI to assist [colleague 
physicians] or even observe through the process of a project from 
beginning to end.”
“Starting a project from scratch with no real hands-on experience is not 
realistic.”
“Teach how to do QI in a practical way, with more hands-on help such as 
involving interested people [physicians] in active projects just for learning 
and experience sake.”
“Assistance for members who are not confident in QI to become more 
comfortable.”

Funding QI
“Funding for QI projects is needed.”
“Fund QI work.”

Strengthen communication and collaboration between physicians
“Knowing roles and hospital sites of each member could allow for 
collaboration or advice/mentoring.”
“Better communication of projects between members.”
“More collaboration between divisions and hospitals.”

Optimize committee meetings
“Shorten the meetings length.”
“Reduced frequency of meetings has made it more challenging for 
collaboration.”

Engage each specialty division in the DoM to establish QI priorities
“Having clear divisional QI priorities beyond just representation.”
“Challenging to engage others in the division [regarding QI].”

Systems 
transform-
ation 
(process

Engage 
others 
(process)

*In each section, quotes are from different respondents. Green indicates strategies promoting physician leadership and participation in QI; red indicates 
strategies to improve physician QI involvement.

Develop 
coalitions 
(process)

Governance
• 84% felt the SCIC made good attempts at collaboration with different 

DoM divisions.
• 50% felt that the current structure was fair to good.
• 75% saw an established communication process.
• 67% felt that SCIC had permanent staff designated, had broad-based 

membership and a designated meeting space.
• 33% noted that the SCIC structure was reviewed annually for relevance; 

50% were unaware or unsure.
• 33% felt that committee structures were in place; 50% were unaware or 

unsure.
• 75% agreed that the SCIC uses resources skillfully.

Membership
• 100% agreed that the SCIC encourages collaboration and partnership 

among members.

Capacity and capability
• 67% noted that their involvement in QI has improved as a result of being 

a member of SCIC. 

SCIC goals and collaboration
• 67% agreed that the SCIC-defined roles and responsibilities for all 

members were easy to understand.

Governance
• 75% recognized the presence of documented goals and objectives for the 

SCIC.
• 96% recognized that meetings were regular and well structured.

Decision-making
• 58% were unsure whether the SCIC follows a standard decision-making 

process.

Membership
• 50% were unsure whether the SCIC communicated member 

expectations.

Leadership
• 100% felt that the SCIC co-chairs valued members’ input.

Capacity and capability
• 100% agreed that the QI consultant demonstrated knowledge of and skill 

in improvement science.

Effectiveness
• 75% felt that the SCIC is able to carry out comprehensive QI activities to 

accomplish its objectives.

Committee leadership approach for QI
“Increases awareness, sharing QI ideas and the approach taken to address 
the issue.”
“Brings multiple members from different hospital sites together to share 
their projects and findings to allow collaboration and possible spread to 
other hospitals.” 
“Diversity of members across the department. Breaks down silos of [QI] 
interested people.”
“Focus on building physician leaders in this space, building collaboration 
across divisions.” 
“Greater value placed on QI.”
“The benefits of QI work are seen a greater.”

Hands-on QI experience
“Assisting [involvement] with QI projects.”
“Opportunity to do a project with support.”

Formalized dissemination of physician involvement in QI 
“Sharing QI projects [during committee meetings] and having peer feedback 
and comments.”
“It is good to hear about other projects that are being done.”
“QI Day allows one to see the full scope of QI occurring.”

Dedicated committee QI personnel 
“Personal consultation and availability of [the committee dedicated] QI 
consultant to assist members with project design, analysis, and presentation. 

QI education for medicine trainees
“The training component of the committee has been possibly the most 
effective as it ensures medicine trainees [residents, fellows] have a good 
understanding of the principles of QI.”
“An opportunity for trainees and staff to work in QI together.”
“Availability of summer [medical] students to engage [and assist] in QI 
projects.”

Clarify priorities for improvement/project selection
“It is not clear to me how projects are chosen and supported and what the 
criteria is - this would be helpful.”
“How can we try to find the common [priority] areas and build the [approach] 
together?”

Improve access to QI and data personnel
“More QI support for each division.”
“A clear and easily accessible access to a [QI and Data/statistician personnel] 
for help with the QI project and data analysis.”

Achieve 
results 
(outcome)
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collaboration and possible spread to other hospitals.” 
Another stated, “increases awareness, sharing QI 
ideas and the approach taken to address the issue.” 
In addition, a physician noted that this approach 
encouraged “diversity of members across the 
department. Breaking down silos of [QI] interested 
people.” Another mentioned the “focus is on building 
physician leaders in this space, building collaboration 
across divisions.” One respondent stated that the 
coalition provided a formal platform for “the benefits 
of QI work to be seen and [shared].” 

Systems transformation
Respondents agreed that the SCIC promoted QI 
planning, implementation, and evaluation, provided 
support, and shared resources (10/12, 83%) through 
clearly defined roles, responsibilities, governance, 
and accountability (10/11, 91%). Participation was 
integral to their organizational leadership role (9/12, 
75%), increasing their ability to participate in QI 
(10/12, 84%), and building confidence in mentoring 
colleagues (7/12, 58%). Most (11/12, 92%) said that 
they would encourage colleagues to join the SCIC 
because it is “a strong functional organizational 
structure, efficiently using our time, making available 
mentorship, and adding the presence of QI support.” 

In terms of enhancing physician QI, two themes 
aligned with this LEADS domain: Physician peer 
mentorship with hands-on experience and Funding 
for QI projects. A respondent stated, “Teach how to 
do QI in a practical way, with more hands-on help 
and involve interested [physicians] in active projects 
just for learning and experience sake.” There should 
be “opportunities for members who are new to QI 
to assist or even an opportunity to observe.” Three 
respondents indicated the need for funding to 
support involvement.

Integrating the findings into a table identified the 
LEADS domains and strategic themes promoting 
physician QI involvement, revealing the need for 
a multistrategy approach. The domains of System 
transformation and Engage others lacked QI 
development strategies, suggesting associated 
challenges. Although strategies were aligned with 
Leads self and Achieve results, further strategies are 
needed to enhance physician QI involvement.

Discussion
The SCIC is an innovative approach to fostering 
physician QI leadership and participation.13 This 
study gathered physician members’ experiences 
and perspectives about the coalitional leadership 
approach and identified enabler strategies for QI 
leadership and participation. Seventeen strategic 
themes were identified and aligned with the 
LEADS framework,21 eight themes were effective in 
promoting physician QI leadership and participation, 
and nine themes needed development. These 
findings corroborate evidence that multiple strategies 
are necessary to enable physician QI leadership,5,29 
thereby mitigating barriers to participation.2-4

Similar to other studies, SCIC member physicians 
felt that the coalitional approach facilitated physician 
QI leadership and participation.30-33 By engaging 
individuals with expertise or interest in QI, the SCIC 
established a physician-to-physician QI community, 
cultivating QI leaders and leveraging formal and 
informal physician networks to expand influence 
and provide mentoring.15,34 Physicians believed that 
receiving QI education — integrated with hands-on 
project application, mentoring medical trainees, and 
QI personnel support — contributed to their personal 
and professional growth.5,33-35 Having a platform to 
share completed QI activities encouraged physician 
QI role modeling, mentoring, and involvement.5,35 

To improve and sustain the SCIC, development of 
internal processes for clarifying QI project selection 
and prioritization, optimizing meeting frequency and 
duration, engagement across DoM divisions, and 
improved communication and collaboration among 
physicians are needed for continued participation 
and committee sustainability.33 Physicians believed 
that funding QI initiatives, providing physician peer 
mentorship with practical experience, ensuring 
access to QI and data personnel,5,35 and developing 
a formalized physician QI role33,35 are all necessary to 
establish physician QI leadership and participation. 
An interesting finding was the desire for a repository 
of QI project protocols to bridge the knowledge-to-
practice gap, implying the need to understand how to 
complete a QI project from start to finish.

Limitations
The scope of the inquiry was cross-sectional, limiting 
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• Increase scholarly QI activities (manuscripts 
and posters)

By providing your feedback, you will assist the 
SCIC learn about its strengths and challenges 
and identify actions that can be taken to 
improve and sustain successes achieved. The 
data generated from this survey questionnaire 
will be shared as summaries (graphics), quotes, 
and themes. 

We invite you to participate in this voluntary 
survey that seeks to understand different 
aspects of the SCIC. It will take about 15 
minutes to complete and the survey is 
designed to allow you to express your 
opinions and provide information regarding 
your experiences anonymously (no personal 
identifiable questions). It is your choice whether 
to complete this survey or not and it is your 
choice to decide which questions you complete. 
Further, you can exit the survey at any time for 
any reason, without pressure or consequence of 
any kind. There are no right or wrong responses; 
thoughtful and honest responses will provide 
the SCIC the most valuable information.

Thank you for sharing your insights regarding 
the SCIC.

Do you consent to completing this survey 
questionnaire?
Yes, please proceed to the next section
No, thank you and please exit the survey

All questions have been adapted from 
Butterfoss, 2007 Coalition Effectiveness 
Inventory (CEI). All questions have been 
linked to the LEADS framework (Vilches 2016) 
reflecting L – Lead self; E – Engage others; A – 
Achieve results; D – Develop coalitions; and 
S – System transformation.

RESEARCH: Physician insights on strategies for leading quality improvement

the study to current SCIC members as of 2020, 
the low survey response rate could be attributed 
to the on-going increase in clinical service duties 
brought on by a COVID-19 outbreak wave. Although 
representation was broad across the DoM speciality 
divisions, it may not have captured the views of 
the larger physician population. The results do 
provide insights from physician QI experience and 
identify effective strategies that others can adopt. 
Respondents had the freedom to choose which 
questions to answer, leading to variations in response 
rates. The data collected relied on self-reported 
information, which could introduce social desirability 
bias.36 To address this limitation and enhance the 
study, an additional method, such as semi-structured 
interviews, could have provided opportunities to 
validate and expand on the results. Because of the 
COVID-19 pandemic, this option was not available.  

Conclusion and future direction 
Evaluation of physician experience revealed that 
the coalition leadership approach and enabling 
strategies have the potential to provide others with a 
practical method to consider for supporting physician 
QI involvement. The SCIC’s next step includes 
development, trial, and evaluation of the additional 
strategies identified. 

Appendix: survey questionnaire

The Strategic Clinical Improvement Committee 
(SCIC) was established in 2015 in the Edmonton 
zone (EZ). The primary mandate of the SCIC 
is to build organizational capacity for clinical 
quality improvement within the Department 
of Medicine (DoM) at the University of Alberta. 
The objective of this physician QI leadership 
coalition is to support:

• Physician QI capability and capacity
 ° Knowledge: Physician and resident QI 
education

 ° Leadership: Increase physician led QI 
projects

 ° Participation: Hospital/unit councils 
and QI projects

• Alignment of DoM and AHS QI priorities 
through partnerships
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The SCIC’s goals and collaboration 
L 1. The SCIC and I share the same QI goals  

1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

S 2. The SCIC provides QI support, shares the resources amongst different members  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

S 3. The SCIC actively promotes QI planning, implementing, and evaluating of QI activities  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

A 4. The SCIC defines roles and responsibilities for all members that are easy to understand 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

E 5. The SCIC values members’ input  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

L 6. I feel my talents are fully utilized as a member of the SCIC 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

E 7. What would you change about the SCIC goals and collaboration?  
 
 
 

  
The SCIC’s governance 

8.  For each of the items in the table below please place an (X) in the corresponding column for 
each 

E Absent 
Present but 

limited Present 
Not 

applicable 
Do not 
know 

Clearly written purpose      
Documented goals and objectives      
Provides regular meetings      
Provides structured meetings      
Established communication mechanisms       
Effective communication      
Documented roles and responsibilities for all 
members 

     

SCIC structure reviewed annually for relevancy      
 

D 9. Collaboration with different DoM divisions is: 
1) Excellent 
2) Very good  
3) Good 
4) Fair 
5) Poor 

D 10. Collaboration with different EZ hospitals is: 
1) Excellent 
2) Very good  
3) Good 
4) Fair 
5) Poor 

L 11. I understand my role in the SCIC as a division QI physician leader  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

D 12. SCIC resources are used skillfully  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

D 13. The current structure of the SCIC is: 
1) Excellent 
2) Very good 

3) Good 
4) Fair 
5) Poor 

E 14. What do you think would improve the overall structure of the SCIC? 
 
 
 

 
 

15. For each of the items in the table below please place an (X) in the corresponding column for 
each 

E Absent 
Present but 

limited Present 
Not 

applicable 
Do not 
know 

Permanent staff is designated      
Membership is broad based (includes AHS and 
CH leaders, QI staff, various hospital who 
represent QI) 

     

There is designated meeting space       
There is designated meeting time      
Coalition structures are in place (see questions 
above) 

     

 
 

SCICs decision-making process  
L 16. In your opinion, how much influence do you believe you personally have in SCIC QI project 

or education priority or selection decisions? 
1) A lot of influence  
2) Some influence 
3) No influence  

L 17. I am comfortable with how the SCIC makes QI project or education priority or selection 
decisions. 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

A 18. The decision-making process used by the SCIC follows standard process  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

SCIC members 
L 19. Choose the option that best describes you 

1) I attend all SCIC meetings 
2) I attend most SCIC meetings 
3) I attend some SCIC meetings 
4) I rarely attend SCIC meetings 

E 20. The members share the coalition’s mission and objectives regarding QI  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

E 21. The SCIC encourages collaboration and partnership amongst members.  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

E 22. The SCIC recognizes members for their contributions. 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

A 23. The SCIC effectively communicates expectations of members.  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

L 24. In instances where I do not understand how to carry out a QI task, I am comfortable asking 
for help 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

D 25. Different points of view are encouraged and can be voiced openly, i.e., in meetings   
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

 

SCIC leaders 

D 
Strongly 
disagree Disagree Unsure Agree 

Strongly 
agree 

26. The co-chairs are committed to the 
coalition mission and objectives 

     

27. The co-chairs of the SCIC work 
collaboratively with SCIC members 

     

28. The SCIC leader provides leadership and 
guidance in the maintenance of the SCIC 

     

29. The SCIC leader facilitates and supports 
team building, and capitalizes upon 
diversity and individual, group and 
organizational strengths 

     

E 30. The SCIC co-chairs value members’ input 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

L 31. What led you to become involved in the SCIC?  

 
 

SCIC QI capacity and capability (knowledge, participation, and leadership)  
L 32. Completing QI projects is a form of organizational leadership  

1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

L 33. I am comfortable being put in a position of QI leadership in the SCIC 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 

A 34. The SCIC QI consultant demonstrates knowledge and skill of improvement science and QI 
projects  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

 

3) Good 
4) Fair 
5) Poor 

E 14. What do you think would improve the overall structure of the SCIC? 
 
 
 

 
 

15. For each of the items in the table below please place an (X) in the corresponding column for 
each 

E Absent 
Present but 

limited Present 
Not 

applicable 
Do not 
know 

Permanent staff is designated      
Membership is broad based (includes AHS and 
CH leaders, QI staff, various hospital who 
represent QI) 

     

There is designated meeting space       
There is designated meeting time      
Coalition structures are in place (see questions 
above) 

     

 
 

SCICs decision-making process  
L 16. In your opinion, how much influence do you believe you personally have in SCIC QI project 

or education priority or selection decisions? 
1) A lot of influence  
2) Some influence 
3) No influence  

L 17. I am comfortable with how the SCIC makes QI project or education priority or selection 
decisions. 
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree  

A 18. The decision-making process used by the SCIC follows standard process  
1) Strongly disagree 
2) Disagree 
3) Unsure 
4) Agree 
5) Strongly agree 
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Strongly 
disagree Disagree Unsure Agree 

Strongly 
agree 
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