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VERSION 1 - REVIEW 

REVIEWER Rebecca Mercieca-Bebber 
University of Sydney, Australia 

REVIEW RETURNED 04-May-2016 

 

GENERAL COMMENTS Compliance with clinical practice guidelines and pathways is an 
important area of research to ensure patients are delivered with high 
standard, evidence-based care; quality assurance and time and 
cost-savings. This manuscript describes a study of health providers' 
adherence to clinical pathways in planning care of case study 
vignettes. Overall i feel the manuscript lacked some important 
details about the content of vignettes, the science/basis for the 
benchmark guidelines, the research methodology (systems used, 
scoring, analysis). i hope you will find this feedback useful to 
improve the manuscript.  
ABSTRACT  
1. To save word space, define and use ‘MCC’ as acronym for Moffitt 
Cancer Center (full name is used mostly in current version) – this 
only really needs to be stated in ‘Setting’.  
2. Please provide further details for how adherence to pathways was 
assessed: A total score? By external reviewer/s? When assessed 
(baseline and how long after intervention)? Adherence to which 
clinical pathways (assume you mean M-QURE, but this is currently 
not explicit)?  
3. ‘guidelines’ and ‘pathways’ are used interchangeably in the 
abstract. I recommend consistent use of ‘pathways’, as these are 
treated as distinct in the manuscript.  
INTRODUCTION  
1. “Clinical pathways offer an advance over practice guidelines” – is 
this meant to say “advantage” rather than “advance”?  
2. The introduction introduces the systems: Clinical Pathways 
Program at MCC, the M-QURE and the CPV vignettes, however 
doesn’t explain what these programs entail. I feel some more (albeit 
brief) information is needed, particularly about M-QURE. What types 
of providers are engaged in the referral system (does it also include 
allied health or psychosocial, or purely therapeutic?), who are the 
intended users (med oncs, rad oncs, surgeons)? Is there a reference 
for the development of M-QURE? what clinical guideline/s were 
drawn on to inform recommended pathways? at what stage/s would 
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the system be used?  
3. Is the CPV system designed as a training tool? It may be helpful 
to note that further information about CPV is provided in the 
methods.  
MATERIALS AND METHODS  
1. Some information about the pathway system is duplicated in 
“Setting’.  
2. can the authors provide some detail about the scoring domains’ 
content? (History, Physical, Workup, and Diagnosis with Treatment 
Plan)  
3. the description of the scoring system (in %) for each domain is a 
little vague. How many items are included in each domain? How is 
each item scored (adhered/not-adhered or some quality scale)? how 
many abstractors scored each vignette?  
4. Is the CPV completed online? Is feedback provided face-to-face 
or electronically? At what point/s does the user receive feedback? 
Perhaps an example vignette could be included as an appendix?  
5. the analysis section does not provide details of tests used. i.e. 
What was the ‘special sub-analysis’? how did you compare 
adherence of physicians VS APP? I note in Results section ANOVA 
and linear regression is mentioned. This should be stated in the 
analysis methods rather than in results section.  
RESULTS  
1.Line 54, page 10” overall scores has decrease to 63.9%,” should 
say ”decreased”  
2. Full years in ‘study period’ table 1: i.e. “3/2013-12/2013”  
3. Could you please add a footnote as to meaning of parentheses in 
Table 2? Does it mean ‘improvements’?  
 
DISCUSSION  
1. Line 25, page 13: “to Error! Reference source not found.,”  
2. Limitation – minimal representation from some groups (e.g. only 1 
radiation oncologist) results may not be generalizable across 
disciplines.  
3. On page 13 – it is unclear what is meant by genetic: “Whether this 
shows a difference in clinician engagement or a difference in 
leadership styles or something else entirely, a post-study meeting 
between the areas might help elucidate cultural, practice, and 
genetic differences that could point a way forward for greater clinical 
adherence.” 

 

REVIEWER Scott J. Kush, MD JD MPH 
Life Expectancy Group  
Menlo Park, United States 

REVIEW RETURNED 18-May-2016 

 

GENERAL COMMENTS This manuscript advances the field and was a pleasure to read. I 
was impressed with the thoughtfulness that went into the study 
design, implementation, and manuscript itself. It is clear to me that 
much can be gained from this type of feedback system. I agree with 
the authors that a longer term study would be a wonderful followup. 
This type of system could become the future of continuing medical 
education - one that engages, interacts, tracks, and follows the 
physician potentially over the course of his/her career.  
 
A couple small typo/grammatical suggestions:  
On page 13 of 22: the words "Error! Reference source not found" 
appear on the page at the beginning of the third paragraph. The 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2016-012312 on 13 S

eptem
ber 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


second sentence in this same paragraph could have its readability 
improved by being broken up into two sentences. The penultimate 
sentence on this page could use a COMMA after the word 'cases'.  
 
On page 14 of 22: I think the authors use the oxford comma in the 
rest of the manuscript. So in the last sentence of the 2nd paragraph 
on this page after the words 'chemotherapy symptoms', a COMMA 
should be inserted.  
 
Finally, I just want to add some thoughts on what I thought was the 
most interesting aspect of this paper. I found the lack of increased 
performance in the GI grouping simply fascinating. Why wouldn't 
they improve? Everyone should with a feedback system like this. It 
really made me want to puzzle through it so I spent some time 
thinking about it.  
 
In Figure 1, the total CPV scores for Breast, Lung, and GI end up 
fairly close to one another at study conclusion. What stands out to 
me though is that Breast and Lung started below 60% while GI did 
not. To me, this puts some perspective on the lack of improvement 
found in the GI grouping. Could these younger care givers who also 
have less experience be fresher in their training? It may be possible 
that they were more up-to-date in the pathways than the other two 
groups - either due to age, selection bias from the requirement of full 
compliance, or something specific to the GI field/training itself.  
 
The work of K. Anders Ericsson on expertise (and most recently 
discussed in a summary of his life's work - Peak) has two great 
points on this topic. One, "... training with immediate feedback - 
either from a mentor or a computer program - can be an incredibly 
powerful way to improve performance." It seems feedback is indeed 
the breakfast of champions. Two, "After their internships and 
residencies, some doctors get a fellowship to continue with even 
more specialized training, but that is the end of their official 
supervised training. Once new doctors have reached this stage they 
go to work as full-fledged physicians with the assumption that 
they've developed all the skills they need to treat patients effectively 
... As I noted, most people assume that as you continue to play 
tennis and accumulate all of those hours of 'practice', you will 
inevitable get better, but the reality is different; as we've seen, 
people generally don't get much better just by playing the game 
itself, and, sometimes they'll actually get worse. This similarity 
between doctors and recreational tennis players was shown in 2005 
when a group of researchers at Harvard Medical School published 
an extensive review of research looking at how the quality of care 
that doctors provide changes over time. If years of practice make 
physicians better, then the quality of care they give should increase 
as they amass more experience. But just the opposite was true. In 
almost every one of the five dozen studies included in the review, 
doctors' performance grew worse over time or, at best, stayed about 
the same. The older doctors knew less and did worse in terms of 
providing appropriate care than doctors with far fewer years of 
experience, and researchers concluded that it was likely the older 
doctors' patients fared worse because of it. Only two of sixty-two 
studies had found doctors to have gotten better with experience. 
Another study of decision-making accuracy in more than ten 
thousand clinicians found that additional professional experience 
had only a very small benefit." The author then goes on to describe 
how the same was found with nurses. He then talks about how 
deliberate practice (the theme of the book) is what it takes to actually 
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improve. He cites work by Dave Davis and later Louise Forsetlund 
(looking at 49 studies of CME) concluded that continuing medical 
education (as currently practiced) is only improving outcomes by a 
small amount. And that their findings showed that the most powerful 
improvement tools for doctors was case solving, interactive 
components, and feedback. (From the book Peak, April 2016 by K. 
Anders Ericsson).  
 
My final thought: The compliance rate for GI, which was actually the 
largest group, was fairly low. I really walk away wondering how the 
participants that were excluded specifically from failure to fully 
complete the study would have faired. Could this be the group that 
needs the feedback the most? How can one ultimately reach them? I 
imagine if there is widespread adoption and a requirement of this 
system, the numbers reported in this study could actually go up even 
further.  
 
I think some elaboration on these points may be helpful to the 
manuscript - unless the authors want the reader to get there on their 
own. I will admit that I enjoyed puzzling through it on my own!  
 
Great work!  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer #1  

 

We thank Dr. Mercieca-Bebber for her thoughtful review and kind comments regarding the 

significance of the study and the clarity of the overall message.  

 

ABSTRACT  

1. To save word space, define and use ‘MCC’ as acronym for Moffitt Cancer Center (full name is used 

mostly in current version) – this only really needs to be stated in ‘Setting’.  

 

This is a helpful suggestion. We have made the changes in the Abstract. We have left in two 

instances of Moffitt Cancer Center, one where the Center is first introduced and then again in the 

Setting, and the Abstract now reads:  

 

Design: The M-QURE (Moffitt – Quality, Understanding, Research and Evidence) Initiative was 

introduced in 2012 to enhance and improve adherence to the Moffitt Clinical Pathways at Moffitt 

Cancer Center (MCC) in three broad clinical areas: breast, lung, and gastrointestinal cancers. M-

QURE used simulated patient vignettes based on MCC’s Clinical Pathways to benchmark clinician 

adherence and monitor change over three rounds of implementation.  

Setting: Moffitt Cancer Center, located in Tampa, Florida, a National Cancer Institute Comprehensive 

Cancer Center.  

Participants: Three non-overlapping cohorts at MCC (one each in breast, lung, and GI) totaling 48 

providers participated in this study, with each member of the multi-disciplinary team (composed of 

medical oncologists, radiation oncologists, surgeons, and advanced practice providers) invited to 

participate.  

 

 

2. Please provide further details for how adherence to pathways was assessed:  

 

(a) A total score?  

(b) By external reviewer/s? When assessed (baseline and how long after intervention)?  
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(c) Adherence to which clinical pathways (assume you mean M-QURE, but this is currently not 

explicit)?  

 

To provide better clarity, under the Primary Outcome Measure, we have changed the sentence to 

read:  

 

Increased domain and overall provider care adherence to clinical pathways, as scored by physician 

abstractors.  

 

3. ‘guidelines’ and ‘pathways’ are used interchangeably in the abstract. I recommend consistent use 

of ‘pathways’, as these are treated as distinct in the manuscript.  

 

Although guidelines and pathways are related to one another, they are not equivalent. We agree with 

the reviewer’s assessment and have changed the use of guidelines to pathways in the abstract to 

now read:  

 

Primary Outcome Measure: Increased domain and overall provider care adherence to clinical 

pathways, as scored by physician abstractors.  

 

INTRODUCTION  

1. “Clinical pathways offer an advance over practice guidelines” – is this meant to say “advantage” 

rather than “advance”?  

 

The word “advance” is meant as a short-hand for the next step in offering guidance to clinical 

practitioners. By adding timing and sequencing of items, pathways offer an additional dimension over 

guidelines. While there are advantages to clinical pathways, as outlined in the introduction, we do not 

necessarily mean to imply that the use of clinical pathways are always advantageous over the use of 

guidelines.  

 

To make this idea more clear, we have changed the paragraph to now read:  

 

As practice guidelines have failed to compel clinical practice change, clinical pathways are being 

introduced. Clinical pathways offer a more directive solution for providers. As compared to guidelines, 

pathways (a) specify the sequencing and timing of interventions for a particular diagnosis; (b) 

describe an optimal care process and not all care processes; (c) tailor care to the practice setting, 

instead of listing a range of acceptable practicing winnowing down the possible evidence-based 

options to one or two preferred choices; and (d) are easier to follow making them potentially available 

at the point of care.  

 

2. The introduction introduces the systems: Clinical Pathways Program at MCC, the M-QURE and the 

CPV vignettes, however doesn’t explain what these programs entail.  

 

(a) I feel some more (albeit brief) information is needed, particularly about M-QURE.  

 

We have made some changes to the Introduction paragraphs to make the descriptions a little more 

clear.  

 

For Clinical Pathways Program:  

 

We describe herein the Clinical Pathways Program at Moffitt Cancer Center (MCC), which, in 2009, 

was one of the first cancer centers to introduce a pathway approach. MCC Clinical Pathways provide 

Moffitt physicians with decision-making tools reflective of evidence-based best practices culled from 
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the peer-reviewed literature and clinical guidelines, such as the National Comprehensive Cancer 

Network and Moffitt faculty expertise. MCC introduced their pathways in multiple service areas 

beginning in 2010 as part of a broad-based improvement initiative throughout their cancer-only facility.  

 

For M-QURE the paper now reads  

 

The M-QURE (for Moffitt and QURE Healthcare, LLC) initiative was introduced as a joint project 

between MCC and QURE to help advance the use of MCC’s Clinical Pathways in breast, lung, and 

gastrointestinal (GI) cancers.”  

 

For CPV vignettes, we made the following changes:  

 

The QURE system uses Clinical Performance and Value (CPV®) vignettes. The CPV vignettes are 

simulated, common, realistic patients. For M-QURE, the simulated cases were built around the 

specific MCC Clinical Pathways for common cancer cases. CPVs measure multiple domains of quality 

including data gathering, clinical decision-making, diagnostic accuracy, and appropriate utilization of 

tests and procedures.  

 

(b) What types of providers are engaged in the referral system (does it also include allied health or 

psychosocial, or purely therapeutic)?  

 

For the M-QURE project, only clinical providers were included. This is not to say that other allied 

health professionals could not be included in the QURE approach, but the M-QURE cases in this 

study were specifically designed for a multi-disciplinary team of oncologists and other medical 

specialists, surgeons, radiologists and radiation oncologists, and advanced practice providers.  

 

We have changed the final paragraph in the Introduction to read:  

 

This study reports on the M-QURE experience and documents the extent that active participation and 

feedback using CPVs impacts adherence to clinical pathways for different types of cancer and 

different types of multidisciplinary clinical oncology providers (medical oncologists, radiation 

oncologists, advanced practice providers [e.g., PAs, NPs, etc.]).  

 

 

(c) Who are the intended users (med oncs, rad oncs, surgeons)?  

 

As mentioned in (b) above the intended users in this study are all members of the multidisciplinary 

team of clinical medical providers who treat oncology patients.  

 

(d) Is there a reference for the development of M-QURE?  

 

M-QURE is the name of the project given by the leads at both Moffitt and QURE as a quick reference 

to the project name. We have provided references for the development of CPVs:  

 

13. Peabody JW, Luck J, Glassman P, et al. Measuring the quality of physician practice by using 

clinical vignettes: a prospective validation study. Ann Intern Med. 2004;141(10):771-80.  

14. Peabody JW, Luck J, Glassman PA, et al. Comparison of vignettes, standardized patients, and 

chart abstraction: a prospective validation study of 3 methods for measuring quality.” JAMA. 

2000;283(13):1715-22.  

 

(e) What clinical guideline/s were drawn on to inform recommended pathways?  
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The Moffitt Clinical Pathways are a proprietary set of pathways and do not have a citation. They are 

based on multiple peer-reviewed papers and clinical guidelines, such as the NCCN and ASCO.  

 

See (a) above for a more detailed description.  

 

(f) At what stage/s would the system be used?  

 

Ideally, an M-QURE-like program would be put in place with the introduction of pathways. The 

challenge of pathways and for that matter guidelines is that while the content may be of high quality, 

without accountability—introduced with the CPV measurement and feedback—the pathways are not 

used. An M-QURE system would thus be used on a continuous basis as a method to ensure 

‘deliberate practice’ (to borrow a phrase from the second reviewer) and upgrade or maintain their 

quality of care.  

 

We have added the following into the text:  

 

The serial nature of the QURE measurement system makes it possible for the providers to 

demonstrate growing knowledge of and adherence to the pathways. As a tool for engagement and 

learning, the CPV vignettes are used on a continuous basis as a method for accountability. From 

other studies, we know that six rounds of CPVs shows long term group practice changes. It seems 

that six rounds is needed to create a culture of accountability and learning; there is also evidence that 

the quality is maintained through personal transformation and greater clinical awareness but only after 

six rounds.12  

 

12. Quimbo SA, Wagner, N, Florentino J, Solon O, Peabody J. Do health reforms to improve quality 

have long-term effects? Results of a follow-up on a randomized policy experiment in the Philippines. 

Health Econ. 2016;25(2):165-77.  

 

3. Is the CPV system designed as a training tool? It may be helpful to note that further information 

about CPV is provided in the methods.  

 

We have changed the following sentence to make this clearer:  

 

As will be discussed in more detail further on, CPV vignettes are a measurement and feedback tool 

that encourages provider engagement and education.  

 

 

MATERIALS AND METHODS  

1. Some information about the pathway system is duplicated in “Setting’.  

 

We thank the reviewer for noting some duplication in the description of the pathway system. This 

duplicative sentence has been changed so that it now reads:  

 

MCC created the Moffitt Clinical Pathways, translating evidence-based guidelines for personalized 

cancer treatment into disease specific pathways.  

 

2. Can the authors provide some detail about the scoring domains’ content? (History, Physical, 

Workup, and Diagnosis with Treatment Plan)  

 

We have inserted more details in a subsection titled ‘Clinical Encounter’ regarding the contents of 

each domain into the text so that it now reads:  
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Clinical Encounter: In a typical clinical encounter, there are four domains of interest from the time a 

patient enters the office (or hospital) to the time they leave. These domains are: History (chief 

complaint, co-morbidities, economic status, etc.); Physical (examination of the patient’s head, chest, 

extremities, etc.); Workup (diagnostic imaging, procedures, and lab work); and Diagnosis with 

Treatment Plan (a determination by the physician as to what is the patient’s condition, how severe is 

the condition, and what steps need to be taken to help treat the condition).  

 

3. The description of the scoring system (in %) for each domain is a little vague.  

(a) How many items are included in each domain?  

 

We have added in the following text:  

 

Measurement and Feedback System: Using the MCC clinical pathways and feedback from the 

provider groups, 12 CPV vignettes in each of the three disease areas – 36 cases in total – were 

written to address pathway specified diagnostic, therapeutic, and cost challenges in cancer care of a 

typical clinical encounter. The range of scores available within each domain (History, Physical, 

Workup, and Diagnosis with Treatment Plan) and the overall score when the domains are aggregated 

(Total) is 0% to 100%, where 100% denotes perfect adherence to the clinical pathways. Each domain 

has six to 18 points depending on the type and complexity of the domain/case.  

 

(b) How is each item scored (adhered/not-adhered or some quality scale)?  

(c) How many abstractors scored each vignette?  

 

We have clarified the scoring system to now read:  

 

Trained physician abstractors, blinded to vignette-taker’s identity, score each vignette with special 

attention given to the prevalence of on- and off-pathway care and specific domain measures in 

history-taking, physical exam, lab and imaging studies ordered, diagnostic accuracy, and treatment 

plan (domain score). Each item is scored yes or no, depending on whether the provider did or did not 

do the necessary item. All vignettes are scored by a single abstractor, with a 10% overread of cases. 

This overread is done to maintain an inter-rater reliability of >95%.  

 

4. Is the CPV completed online?  

(a) Is feedback provided face-to-face or electronically?  

(b) At what point/s does the user receive feedback?  

 

We have clarified the feedback process to now read:  

 

After every round, each provider receives confidential electronic feedback on each vignette, which 

includes an overall score and domain scores, plus recommendations for improvement and links to 

relevant clinical guidelines and medical literature. With feedback, clinicians also participate in group 

reports wherein particular points of the pathways are clarified and if needed the pathways amended.  

 

(c) Perhaps an example vignette could be included as an appendix?  

 

Although CPVs are an online platform, we would be willing to post a link to a video of someone going 

through a sample vignette.  

 

5. The analysis section does not provide details of tests used.  

(a) i.e. What was the ‘special sub-analysis’?  

(b) How did you compare adherence of physicians VS APP?  

(c) I note in Results section ANOVA and linear regression is mentioned. This should be stated in the 
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analysis methods rather than in results section.  

 

We thank the reviewer for these clarifications to the Methods section. We have amended the Analysis 

section to now read:  

 

Analysis: All group and subgroup comparisons were made using a one-way analysis of variance. 

Differences in CPV results between the first and third rounds were performed with a paired sample t-

test. Comparisons between the three cohorts were made using a one-way analysis of variance.  

 

We then combined all three cohorts into a single cohort to perform a subgroup analyses using linear 

regression models, we first compared physician and APP performance to determine if there was a 

significant difference between these two groups in their adherence to pathways. In a second 

subanalysis, we looked for differences in pathways adherence between providers who saw a higher 

percentage of cancer cases within their specialty versus those who saw a lower percentage.  

 

RESULTS  

1. Line 54, page 10” overall scores has decrease to 63.9%,” should say ”decreased”  

 

This line now reads:  

 

In fact, by the third round, overall scores has decreased to 63.9%, although this difference was not 

significant (P=0.68).  

 

2. Full years in ‘study period’ table 1: i.e. “3/2013-12/2013”  

 

The Table 1 has now been modified to read:  

 

Breast Lung GI  

Number of participants 14 16 18  

Study period 3/2013-12/2013 9/2013-5/2014 1/2014-11/2014  

 

 

3. Could you please add a footnote as to meaning of parentheses in Table 2? Does it mean 

‘improvements’?  

 

A footnote has been added to Table 2 which reads:  

 

Note: Numbers in parentheses represent the standard deviation  

 

DISCUSSION  

1. Line 25, page 13: “to Error! Reference source not found.,”  

 

This has been fixed to now read:  

 

Referring back to Figure 1, the differences in gains between the three disease areas shows 

responses along different timelines.  

 

2. Limitation – minimal representation from some groups (e.g. only 1 radiation oncologist) results may 

not be generalizable across disciplines.  

 

We thank the reviewer for her keen eye for noticing something that had literally escaped our notice for 

months. We have inserted the following text:  
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Finally, because only one radiation oncologist was included in this study and other specialties had 

similarly low representation, any generalizations regarding improvement for these cancer and non-

cancer specialties would be difficult to make.  

 

3. On page 13 – it is unclear what is meant by genetic: “Whether this shows a difference in clinician 

engagement or a difference in leadership styles or something else entirely, a post-study meeting 

between the areas might help elucidate cultural, practice, and genetic differences that could point a 

way forward for greater clinical adherence.”  

 

The use of the word genetic is not well-defined, so we have removed the word. The text now reads:  

 

Whatever this might show (a difference in clinician engagement or a difference in leadership styles or 

something else entirely), a post-study meeting between the clinical areas might help elucidate cultural 

and practice differences, pointing a possible way forward for greater clinical adherence in all service 

lines.  

 

Reviewer #2  

We thank Dr. Kush for his thoughtful review and supportive comments regarding the study and writing 

of the manuscript.  

 

1. This manuscript advances the field and was a pleasure to read. I was impressed with the 

thoughtfulness that went into the study design, implementation, and manuscript itself. It is clear to me 

that much can be gained from this type of feedback system. I agree with the authors that a longer 

term study would be a wonderful followup. This type of system could become the future of continuing 

medical education - one that engages, interacts, tracks, and follows the physician potentially over the 

course of his/her career.  

 

We thank Dr. Kush for his kind words.  

 

A couple small typo/grammatical suggestions:  

 

2. On page 13 of 22: the words "Error! Reference source not found" appear on the page at the 

beginning of the third paragraph. The second sentence in this same paragraph could have its 

readability improved by being broken up into two sentences. The penultimate sentence on this page 

could use a COMMA after the word 'cases'.  

 

The “Error! Reference source not found” has been fixed as noted in Reviewer #1’s Discussion #1 

comment.  

 

We have made edits to the second sentence, and we hope that it is now clearer:  

 

Whatever this might show (a difference in clinician engagement or a difference in leadership styles or 

something else entirely), a post-report out meeting between the clinical areas might help elucidate 

cultural and practice differences, pointing a possible way forward for greater clinical adherence in all 

service lines.  

 

 

We have added the comma to the sentence, so it now reads (comma inserted):  

 

We believe that the rapid improvements in pathway knowledge seen in this study were due to the 

active participation of the provider clinicians in the completion of the cases, the comparative 
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benchmarking, and the personal feedback.  

 

3. On page 14 of 22: I think the authors use the oxford comma in the rest of the manuscript. So in the 

last sentence of the 2nd paragraph on this page after the words 'chemotherapy symptoms', a COMMA 

should be inserted.  

 

We have made the necessary corrections in the sentence, so it now reads (comma inserted):  

 

Clinical pathways may also help lower the unnecessary incidence of other diseases, evaluate 

chemotherapy symptoms, and reduce avoidable downstream costs.  

 

4. Finally, I just want to add some thoughts on what I thought was the most interesting aspect of this 

paper. I found the lack of increased performance in the GI grouping simply fascinating. Why wouldn't 

they improve? Everyone should with a feedback system like this. It really made me want to puzzle 

through it so I spent some time thinking about it …. [and reflecting on the work by K. Anders Ericsson 

on expertise who makes…]  

 

 

two great points on this topic. One, "... training with immediate feedback - either from a mentor or a 

computer program - can be an incredibly powerful way to improve performance." It seems feedback is 

indeed the breakfast of champions. Two, "After their internships and residencies, some doctors get a 

fellowship to continue with even more specialized training, but that is the end of their official 

supervised training. Once new doctors have reached this stage they go to work as full-fledged 

physicians with the assumption that they've developed all the skills they need to treat patients 

effectively ... As I noted, most people assume that as you continue to play tennis and accumulate all 

of those hours of 'practice', you will inevitable get better, but the reality is different; as we've seen, 

people generally don't get much better just by playing the game itself, and, sometimes they'll actually 

get worse. This similarity between doctors and recreational tennis players was shown in 2005 when a 

group of researchers at Harvard Medical School published an extensive review of research looking at 

how the quality of care that doctors provide changes over time. If years of practice make physicians 

better, then the quality of care they give should increase as they amass more experience. But just the 

opposite was true. In almost every one of the five dozen studies included in the review, doctors' 

performance grew worse over time or, at best, stayed about the same. The older doctors knew less 

and did worse in terms of providing appropriate care than doctors with far fewer years of experience, 

and researchers concluded that it was likely the older doctors' patients fared worse because of it. Only 

two of sixty-two studies had found doctors to have gotten better with experience.  

 

We thank Dr. Kush for his insight into this idea of “deliberate practice”. We have included this as the 

second paragraph of the Discussion section with the following text:  

 

Studies have shown that accumulation of experience is not enough to increase adherence to clinical 

pathways. A 2005 Harvard Medical School study performed a systematic review of physician 

experience and quality of care provided.15 Of the 62 studies included, only two showed that doctors 

got better at providing quality as their experience grew. More than half indicated that physician 

performance declined over time, while the rest showed that their performance remained the same. It 

is not simply a matter of practice making perfect, or better. Rather, increased quality of care comes 

from deliberate practice, or actually consciously working on their skills, and training with immediate 

feedback “either from a mentor or a computer program – can be an incredibly powerful way to 

improve performance”.16 This is shown to be the case with the CPV system.  

 

15. Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: The relationship between clinical 

experience and quality of health care. Ann Intern Med. 2005;142:260-273.  
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16. Ericsson KA, Pool R. Peak: Secrets from the New Science of Expertise. New York, NY: Houghton 

Mifflin Harcourt, 2016.  

 

5. My final thought: The compliance rate for GI, which was actually the largest group, was fairly low. I 

really walk away wondering how the participants that were excluded specifically from failure to fully 

complete the study would have fared. Could this be the group that needs the feedback the most? How 

can one ultimately reach them? I imagine if there is widespread adoption and a requirement of this 

system, the numbers reported in this study could actually go up even further.  

 

This is an interesting thought. Retention, in our experience is almost never a problem but it was in this 

group. We tend to agree with Dr. Kush: perhaps this is the group that needs the feedback the most. In 

other emerging data, we are finding that reading individual feedback forms and participating in the 

group sessions is linked to higher scores. By the metrics we have been able to gather and as stated 

in the paper: “There was no statistically significant difference in age, gender, or clinician type between 

those who completed all three rounds and those who did not.” There are obviously other (omitted) 

variables that we could not account for but there was no indication that those who did not complete 

the 3 rounds performed systematically worse than those who did (details not shown). Perhaps it’s a 

receptivity problem, that is those who drop out due to “failure to fully complete” are less receptive to 

the ideas of adult learning. This is a subject worth exploring, and we hope someday to have a better 

answer.  

 

We have added the following sentences to the text to capture these thoughts, albeit briefly:  

 

An area that bears further investigation is the relative performance of APPs compared to physicians. 

Although there was not a significant difference in adherence to clinical pathways, the reasons for this 

were unclear. It may be that APPs are a reflection of the practice, which might explain why adherence 

levels were no different versus physicians. However, there may be other areas, such as unnecessary 

workup or referrals, where differences might be significant and should be investigated. Another 

interesting area of study would be determining why certain physicians dropped out. Although we 

found no significant difference between completers and non-completers, there are a myriad of 

variables that we did not track which may indicate who is more receptive to adult learning and who is 

less so. In particular, the GI cohort showed both a high dropout rate and minimal overall improvement 

(compared to the other cohorts), and it would be interesting to discover the characteristics behind why 

these people chose to dropout and whether these same people also need the training and feedback 

system the most. 

VERSION 2 – REVIEW 

REVIEWER Rebecca Mercieca-Bebber 
University of Sydney, Australia 

REVIEW RETURNED 30-Jun-2016 

 

GENERAL COMMENTS Thank you to the authors for addressing my previous comments. I 
have reviewed the paper carefully and feel it is much clearer and 
more informative than the previous version. I have just a few 
comments, some of which are related to my previous set of 
comments, which I hope the authors can address.  
INTRODUCTION  
1. The introduction discusses 3 barriers to implementation of 
guidelines. I feel a 4th important barrier is whether the guidelines are 
based on up-to-date research. This point should also be raised in 
the discussion, because it can be a major barrier for clinicians in 
oncology care, if they feel guidelines or pathways are outdated, they 
will not refer to it. Guideline/pathways bring together research 
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evidence in a format that is accessible to clinicians. It will be 
interesting to learn whether the GI guidelines that formed the basis 
of the GI pathways in your study are based on up to date research.  
2. paragraph 2, point ‘C’ may need rewording to clarify the meaning. 
E.g. “tailor care to the practice setting by suggesting one or two 
preferred evidence-based care options, rather than listing a range of 
acceptable practices”. This may also facilitate patient-centred care, 
but allowing flexibility for the clinician and patient to discuss and 
come to agreement on preferred treatment options.  
3. “Pathways provide Moffitt physicians with decision-making tools 
reflective of evidence-based best practices culled from the peer-
reviewed literature and clinical guidelines, such as the National 
Comprehensive Cancer Network and Moffitt faculty expertise. MCC”. 
Culled is perhaps the wrong word; rather “obtained”?  
4. ‘The individualized feedback, provided to each physician 
completing the vignettes, makes recommendations based on 
specific evidence-based guidelines.” In the previous version of the 
manuscript I suggested that these guidelines should be cited. I note 
from in the authors’ response that this is not possible, and so I 
suggest the authors state this in the paper. “the Moffitt clinical 
pathways are a proprietary set of pathways and do not have a 
citation. They are based on multiple peer-reviewed papers and 
clinical guidelines, such as NCCN and ASCO”. The types of 
guidelines that formed the basis of your study is important for others 
in terms of interpreting your results and possibly translating your 
findings to other oncology practices.  
5. the following sentence could be deleted as it repeats previous 
information: “As will be discussed in more detail further on, CPV 
vignettes are a measurement and feedback tool that encourages 
provider engagement and education.”  
MATERIALS AND METHODS  
1. in the introduction you state that 6 CPV rounds was needed for 
practice change, yet your study only used three. I feel this choice for 
3 rounds only should be justified in the methods. I note it is in the 
discussion.  
2.Define the acronym DxTx – diagnosis with treatment plan  
3. the authors state they would provide a link or some other example 
of the CPV, yet it has not been provided. This is important for 
generalisability, if other centers wish to implement a similar program, 
the particular features of the CPVs used may be important. I think an 
example of the feedback form providers received would be 
particularly useful.  
4. did all providers see all vignettes (i.e. were there 6 vignettes or 
more)? How many vignettes were in the total pool?  
5. if a clinician obtained a very poor score or demonstrated no 
improvement over time, how was this handled by the center?  
6. Some contradictory information. “In a second subanalysis, we 
looked for differences in pathways adherence between providers 
who saw a higher percentage of cancer cases within their specialty 
versus those who saw a lower percentage.” Whereas earlier it was 
stated that providers only saw cases within their speciality. Please 
explain.  
 
DISCUSSION  
1. I felt the discussion is much stronger than in the previous version. 
I feel the authors should point out that clinical pathways need to be 
dynamic; changing based on advances in research, and this study 
provides evidence for how clinical pathways can be implemented 
within a clinic and promoted by active provider participation, to 
achieve high rates of adherence.  
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2. The authors make the point - “the initial adherence and 
improvements seen can be extended to other facilities is another 
issue which should be considered.” This is precisely why I feel it is 
important to provide an example of the vignettes and feedback 
reports – because this will allow future research to test whether the 
success you observed was due to your methods, the vignettes, or 
center-specific variables.  
3. I feel this point requires backing up: “help lower the unnecessary 
incidence of other diseases” 

 

REVIEWER Scott J Kush MD JD MPH 
Life Expectancy Group  
U.S. 

REVIEW RETURNED 03-Jul-2016 

 

GENERAL COMMENTS Excellent Revision! Your revisions have truly clarified things and 
improved readability.  
 
I can only offer five very minor sentence suggestions (that could 
serve to improve/ease readability). 'Suggestions' should be bold-
faced as in most these sentences it could simply be a writer's 
preference to remain as written.  
 
1) On page 5, 2nd paragraph, I suggest changing:  
 
"describe an optimal care process and not all care processes; (c) 
tailor care to the practice setting,instead of listing a range of 
acceptable practicing winnowing down the possible evidence-based 
options to one or two preferred choices; and"  
 
to  
 
"describe an optimal care process rather than all care processes; (c) 
tailor care to the practice setting by winnowing down the possible 
evidence-based options to one or two preferred choices; and "  
 
2) On page 7, 2nd paragraph: Add 'and' before "advanced practice 
providers" given this is how a list has been handled in other 
parentheticals in this article.  
 
3) On page 10, 3rd paragraph: Start a new sentence at 'we', so that 
it reads "regression models. We first ..."  
 
4) On page 11, penultimate sentence: Change "overall scores has 
decreased" to "overall scores had decreased"  
 
5) On page 15, first line: Change 'there are a myriad of variables' to 
'there are myriad variables'. The only reason I know about this 
suggested change is an old English Professor explained to me once 
that the word myriad is correctly used if the word 'innumerable' can 
be put in its place. I will never forget that! I guess it is quite common 
to use 'number' in its place instead.  
 
Again, this is an excellent article. I look forward to seeing this article 
released soon! 
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VERSION 2 – AUTHOR RESPONSE 

Reviewer #1 

 

We are grateful for the kind words indicating that the paper is not only clearer but has addressed her 

comments substantively.  Dr. Mercieca-Bebber hopes we can address comments in the Introduction 

Methods and Discussion.   

 

INTRODUCTION 

1. The Reviewer feels that there is a 4
th
 important barrier is whether the guidelines are based on up-

to-date research. This point should also be raised in the discussion, because it can be a major 

barrier for clinicians in oncology care, if they feel guidelines or pathways are outdated, they will 

not refer to it. Guideline/pathways bring together research evidence in a format that is accessible 

to clinicians. It will be interesting to learn whether the GI guidelines that formed the basis of the GI 

pathways in your study are based on up to date research. 

 
The reviewer is certainly correct. At MCC, the pathways are regularly reviewed and updated by 
the clinical departments.  Although this is potentially an issue, in our experience the dominant 
issue is that clinicians lag behind the current guidelines rather than the other way around. To 
clarify the point, we have amended the sentence describing the Clinical Pathways to read: 
 

MCC Clinical Pathways are a proprietary set of pathways meant to provide Moffitt 

physicians with decision-making tools reflective of evidence-based best practices derived 

from the peer-reviewed literature and clinical guidelines, such as the National Comprehensive 

Cancer Network and Moffitt faculty expertise. The pathways are updated several times a 

year whenever important new evidence emerges. 

 
The Reviewer asks that paragraph 2, point ‘C’ be reworded to clarify the meaning of: “tailor care 
to the practice setting by suggesting one or two preferred evidence-based care options, rather 
than listing a range of acceptable practices”.  
 
This is a very good point, and we have amended the sentence to now read: 
 

(c) tailor care to the practice setting, by winnowing down the possible evidence-based options 
to one or two preferred choices instead of listing all of the acceptable practices; 

 

The Reviewer asks that we change the word culled to obtained.  

 

We have changed the word from “culled” to “derived: 

 

MCC Clinical Pathways are a proprietary set of pathways meant to provide Moffitt physicians 

with decision-making tools reflective of evidence-based best practices derived from the latest 

peer-reviewed literature and clinical guidelines, such as the National Comprehensive Cancer 

Network and Moffitt faculty expertise. 

 

2. The Reviewer asks us, in lieu of citing the guidelines we add the following language: “the Moffitt 

clinical pathways are a proprietary set of pathways and do not have a citation. They are based on 

multiple peer-reviewed papers and clinical guidelines, such as NCCN and ASCO”.  

We have added the following phrasing to indicate that Moffitt’s Clinical Pathways are proprietary: 

 

MCC Clinical Pathways are a proprietary set of pathways meant to provide Moffitt 

physicians with decision-making tools reflective of evidence-based best practices derived 

from the latest peer-reviewed literature and clinical guidelines, such as the National 

Comprehensive Cancer Network and Moffitt faculty expertise. 
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3. The Reviewer asks that we delete the following sentence: “As will be discussed in more detail 

further on, CPV vignettes are a measurement and feedback tool that encourages provider 

engagement and education.” 

 

Following the Reviewer’s advice, we have removed the sentence from the manuscript. 

 

MATERIALS AND METHODS 

1. The Reviewer notes that the QURE methodology requires 6 CPV rounds for sustained practice 

change while we only report on three in this paper and requests that we justify or explain this in 

the Methods in addition to the Discussion where it is included.   

The Reviewer is correct: 6 rounds are necessary for permanent practice change, the purpose of 

this study was to determine how 3 different service lines within the same institution responded to 

the same testing, measurement, and feedback program, rather than determining any long-term 

changes. 

 

To clarify this point, we have changed the last paragraph of the Introduction to now read: 

 

This study reports on the M-QURE experience and documents the extent that active 

participation and feedback using CPVs impacts adherence to clinical pathways for different 

types of cancer and different types of multidisciplinary clinical oncology providers (medical 

oncologists, radiation oncologists, advanced practice providers [e.g., PAs, NPs, etc.]) within 

the same institution. 

 

Additionally, we have changed the Objectives in Materials and Methods: 

 

Objectives: We report on 3 rounds of data collection in each of the three disease areas at 

Moffitt, to examine clinical pathway adherence using CPV scores (overall and by domain) 

over the three rounds in breast, lung, and GI cancers. We compare the outcomes of the three 

disease areas and see how their baseline and round-to-round adherence rates differ. 

 

2. We are asked to define the acronym DxTx – diagnosis with treatment plan  

We thank the reviewer for noting this oversight on our part, and we have adjusted the text 

accordingly to read: 

Measurement and Feedback System: Using the MCC clinical pathways and feedback from 

the provider groups, 12 CPV vignettes in each of the three disease areas – 36 cases in total – 

were written to address pathway specified diagnostic, therapeutic, and cost challenges in 

cancer care of a typical clinical encounter. The range of scores available within each domain 

(History, Physical, Workup, and Diagnosis with Treatment Plan [DxTx]) and the overall score 

when the domains are aggregated (Total) is 0% to 100%, where 100% denotes perfect 

adherence to the clinical pathways. 

3. The Reviewer asks us for a sample of a CPV.  

 

We have provided a sample walkthrough of a CPV in the Appendix. 

 

To indicate this, we have added the following: 

 

Two vignettes were completed each round per provider, and rounds were completed every 4 

months. Vignettes were randomly assigned at the beginning of every round, and no provider 

saw the same case twice. (See Appendix for a walkthrough of a CPV vignette.) 

 

4. The Reviewer wants to understand if in 3 rounds being reported if all providers saw all the 

vignettes and how many vignettes were in the total pool?  
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No participant saw all of the vignettes. Within each disease area, there were 12 CPV vignettes 

created, and each provider saw two vignettes per round over three rounds and thus saw six 

vignettes. 

5. The Reviewer wants to know what the institutional response was to a clinician who scored poorly 

or demonstrated no improvement over time. 

Due to the anonymization of data during the collection period and the private dissemination of the 

individual feedback forms to providers, no remedial action for low performers was undertaken 

taken by Moffitt. 

To clarify this point in the paper, we have added the following: 

After every round, each provider receives confidential electronic feedback on each vignette, 

which includes an overall score, domain scores, and adherence to pathways, as well as 

recommendations for improvement and links to relevant clinical guidelines and medical 

literature. Due to the anonymous data collection and confidential feedback methods, 

MCC did not take any remedial action for low performers, relying instead solely on the 

individual feedback form. In contrast, around the time of feedback, items with poor 

group-level performance (e.g., axillary evaluations in breast cancer) were highlighted, 

and clinicians could have their concerns heard regarding particular points of the pathways in 

order to clarify the evidence-base and to amend the pathways as needed. 

 

6. The Reviewer is worried that there might be an apparent contraction between analysis of 

“differences in pathways adherence between providers who saw a higher percentage of cancer 

cases within their specialty versus those who saw a lower percentage.” Whereas earlier it was 

stated that providers only saw cases within their specialty.  

 

This apparent contradiction is due to poor word choice, rather than any actual contradiction. Each 

provider in the study only saw cases from their particular department (either breast, lung, or GI 

cancer).  However, they will have different clinical work-loads for example if they had more 

administrative responsibilities. 

As such, we have reworded the manuscript to read: 

In a second subanalysis, we looked for differences in pathways adherence between providers 

who had a higher clinical workload versus those whose workload is lower. 

DISCUSSION 

1. We are grateful the Reviewer feels that the Discussion is much stronger than in the previous 

version. She requests that we point out that clinical pathways need to be dynamic; changing 

based on advances in research, and [that] this study provides evidence for how clinical pathways 

can be implemented within a clinic and promoted by active provider participation, to achieve high 

rates of adherence.   

We have made the following insertions into the Discussion to address this issue: 

 

Regardless, the diversity of overall and domain pathways scores among all three disease 

areas speaks to the ability of CPVs to measure multi-disciplinary team care, where there are 

expected differences in skills among team members.  

 

Clinical pathways are a dynamic, living documents, with updates made based on 

accumulation of evidence gathered by experts within their field. One aspiration of 

pathway implementation is for there to be a basic reference standard that can be accessed 

(as it was in this study) and used by all providers. These results suggest that high rates of 

adherence to clinical pathways can be implemented using methods similar to the one 

described in this study.  
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2. The Reviewer likes our point - “the initial adherence and improvements seen can be extended to 

other facilities is another issue which should be considered” and asks for an example of the 

vignettes and feedback. 

See our response in Materials and Methods, #3. 
 

3. The Reviewer asks that we further substantiate the comment: “help lower the unnecessary 

incidence of other diseases” 

This phrase is a bit awkward, and we have changed it to now read: 

Clinical pathways may also help lower the unnecessary incidence of comorbidities, evaluate 

chemotherapy symptoms, and reduce avoidable downstream costs.
21 

21. Hoverman JR, Cartwright TH, Patt DA, et al. Pathways, outcomes, and costs in colon 

cancer: retrospective evaluations in two distinct databases. J Oncol Pract. 2011;7(3):52s-

59s. 

 

Reviewer #2 

Reviewer Name: Scott J Kush MD JD MPH 

Institution and Country: Life Expectancy Group, U.S. 

Competing Interests: None declared. 

 

We very much appreciate the Reviewer’s continued enthusiasm “Excellent Revision!  Your revisions 

have truly clarified things and improved readability.” He requests that we address five very minor 

sentence suggestions (that could serve to improve/ease readability) noting the 'Suggestions' should 

be bold-faced as in most these sentences it could simply be a writer's preference to remain as written. 

1. The Second Reviewer suggest that on page 5, 2nd paragraph, we change: "describe an optimal 

care process and not all care processes; (c) tailor care to the practice setting, instead of listing a 

range of acceptable practicing winnowing down the possible evidence-based options to one or 

two preferred choices; and" to "describe an optimal care process rather than all care processes; 

(c) tailor care to the practice setting by winnowing down the possible evidence-based options to 

one or two preferred choices; and"  

We have made the following changes to the paragraph (see also responses to Reviewer #1, 

Introduction, #1): 

(b) describe an optimal care process rather than all care processes; (c) tailor care to the 
practice setting, by winnowing down the possible evidence-based options to one or two 
preferred choices instead of listing all of the acceptable practices; 

 

2. On page 7, 2nd paragraph:  Add 'and' before "advanced practice providers" given this is how a list 

has been handled in other parentheticals in this article. 

We have made the recommended change to now read: 

 

(medical oncologists, radiation oncologists, and advanced practice providers [e.g., PAs, NPs, 

etc.]) 

 

3. On page 10, 3rd paragraph:  Start a new sentence at 'we', so that it reads "regression models. We 

first ..." 

Following Reviewer #2’s suggestion, the sentence now reads: 

 

We then combined all three cohorts into a single cohort to perform a subgroup analyses using 

linear regression models. We first compared physician and APP performance to determine if 

there was a significant difference between these two groups in their adherence to pathways. 
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4. On page 11, penultimate sentence: Change "overall scores has decreased" to "overall scores had 

decreased" 

Again, following the Reviewer’s suggestion, we have now made the change to now read: 

 

In fact, by the third round, overall scores had decreased to 63.9%, although this difference 

was not significant (P=0.68). 

 

5. On page 15, first line: Change 'there are a myriad of variables' to 'there are myriad variables'.  

The only reason I know about this suggested change is an old English Professor explained to me 

once that the word myriad is correctly used if the word 'innumerable' can be put in its place.  I will 

never forget that!  I guess it is quite common to use 'number' in its place instead. 

This is a useful mnemonic for using the word ‘myriad’. We have amended the sentence to: 

 

Although we found no significant difference between completers and non-completers, there 

are myriad variables that we did not track which may indicate who is more receptive to adult 

learning and who is less so. 

 

VERSION 3 - REVIEW 

REVIEWER Rebecca Mercieca-Bebber 
University of Sydney, Australia 

REVIEW RETURNED 01-Aug-2016 

 

GENERAL COMMENTS Thank you to the authors for addressing my previous comments; the 
paper is much improved and methodology clearer.  
Materials and methods: Re one of my previous comments- in the 
introduction you state that 6 CPV rounds were needed for practice 
change, yet your study only used 3 and this choice for 3 rounds has 
still not been justified in the text of the paper (only addressed in your 
reply to reviewers). Please state your reason in the text of the paper 
"our aim was to........rather than to determine long term practice 
changes". Readers are likely to question why you explain that 6 
rounds are necessary for long term change in the intro and yet you 
have only assessed 3 rounds.  
General comment: some stylistic inconsistencies: some acronyms 
are used and then authors return to full text. Also some 
inconsistencies in how numbers <10 are written: e.g. ‘three’ VS ‘3’. 

 

VERSION 3 – AUTHOR RESPONSE 

INTRODUCTION 

4. The Reviewer feels that we should better explain why we only looked at three rounds of 

measurement and feedback, when we mentioned that six rounds were required for long-term, 

permanent changes. 

 
Although we had made some changes in the previous submission, perhaps these were not 
explicit enough. We have therefore made the recommended addition in the paper. The paragraph 
now reads: 
 

As a tool for engagement and learning, the CPV vignettes are used on a continuous basis as 

a method for accountability. From other studies, we know that six rounds of CPVs shows long 

term, sustainable group practice changes. It seems that six rounds are needed to create 

a culture of accountability and learning, which the evidence suggests is mediated 

through personal transformation and greater clinical awareness.
12

 Previous research 
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also shows that improvement can occur more quickly, typically after only three 

rounds.
13

  

 

This study report on the M-QURE experience with changing practice over three rounds.  

We will document the extent that active participation and feedback, using CPVs, 

impacts adherence to clinical pathways for different types of cancer among different types of 

multidisciplinary clinical oncology providers (medical oncologists, radiation oncologists, 

advanced practice providers [e.g., PAs, NPs, etc.]) within the same institution.  

 

13. Peabody JW, Paculdo DR, Tamondong-Lachica D, et al. Improving clinical practice 

using a novel engagement approach: measurement, benchmarking and feedback, a 

longitudinal study. J Clin Med Res. 2016;8(9):633-40. 

 

We have made some clarifications in the Objectives in Materials and Methods, so it now reads: 

 

Objectives: We examine clinical pathway adherence using CPV scores (overall and by 

domain) over the three rounds of data collection in each of the three disease areas at 

Moffitt: breast, lung, and GI cancers. We compare the adherence in these three disease 

areas and determine how their baseline and round-to-round adherence rates differ. 

 

Additionally, we have made small changes in the Discussion section to now read: 

 

Referring back to Figure 1, the differential gains between the three disease areas 

indicates that improvements occurs along different timelines. Whatever the underlying 

cause (a difference in clinician engagement or a difference in leadership styles or something 

else entirely), a post-study meeting between the clinical areas might help elucidate cultural 

and practice differences, pointing a possible way forward for greater clinical adherence in all 

service lines. It should be noted that although GI did not see a significant increase in CPV 

scores, this may reflect a different timeline than either breast or lung or it may reflect 

underlying commitment to standardizing group practice or even differences in the evidence 

base reflected in the pathways.
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5. The Reviewer requests greater stylistic consistency in displaying numbers that are less than ten 

(i.e., 3 vs. three).  

The Reviewer is correct, and we have made the necessary fixes in the text to make the display of 

number consistent. 
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