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THE movement for health care quality improvement has
many of the features of a religion. There are gurus — lead-

ers whose ability to communicate their ideas and beliefs gives
them a great deal of power and influence. There are adherents
or followers who adopt those ideas and beliefs wholehearted-
ly and find great strength and comfort in the community of fel-
low believers. There are belief systems — sets of values and
ideas about how health care organisations should work and
what should be done to bring about improvements in quality.
And perhaps most importantly, there is faith — in the effective-
ness of quality improvement techniques in delivering sus-
tained, meaningful improvements in the quality of health care.

The fervour and commitment that the quality improvement
movement inspires in its followers may be powerful positive
forces for good, helping to spread the ideas and expertise
needed to improve quality, and making inroads into health
care organisations where the quality of care has often not been
a priority. However, they may also lead adherents to overstate
or exaggerate the achievements of quality improvement, to
generalise too readily from individual examples of successful
implementation, and to ignore or disregard accounts of failure
or disappointingly limited benefits. In the longer term, the use
of quality improvement techniques or interventions in health
care organisations should depend on whether they work —
not on whether people believe in them, like using them, or find
them intellectually or spiritually comforting. Reason and ratio-
nality — not faith and belief — should be the currency of
debate and discussion.

However, the research evidence on a wide range of different
approaches to quality improvement in health care suggests
that there are no miracles or panaceas.1-3 The harsh truth is
that the effectiveness of quality improvement interventions is
highly variable, and seems to depend crucially on the context
in which they are used, and how and by whom they are imple-
mented. Successful implementation requires commitment,
investment, perseverance, attention to detail, and a lot of hard
work. There are no simple solutions.4,5 For health care organi-
sations this has two implications.6

First, it suggests that the approach to quality improvement
that is used may matter less than how it is used and by whom.
The ‘within-approach’ variance in effectiveness may be as
large or larger than any ‘between-approach’ variance. But
there is a history in health care (and in other settings) of organ-
isations chasing fads and fashions in quality improvement —
taking up, using, and then discarding one technique after
another. As a result, clinicians and managers are often con-
fused and discouraged by the transience of quality improve-
ment ideas and terminology. No-one wants to invest much
time and effort in establishing systems for quality improvement
if it is likely that next year they will be torn down and reshaped
into ‘the next new thing’. But that search for novelty looks dis-
tinctly foolish, given that most quality improvement techniques
have varying but fairly similar records on effectiveness.
Research suggests that organisations should choose their
approach to quality improvement carefully, and then stick with
it and make it work, showing what Deming long ago labelled
‘consistency of purpose’.7

Secondly, it means that no organisation should assume that
its quality improvement activities are effective. These interven-
tions are complex and uncertain technologies that need con-
tinuing attention if they are to continue to work. In a sense,
every quality improvement programme is an experiment. This
suggests that health care organisations should design their
quality improvement programmes to be ‘autoevaluative’ — in
other words, to produce information that allows their effective-
ness to be monitored on a continuing basis and which is capa-
ble of supporting and informing changes when effectiveness
problems are identified. The content of that evaluation does
not have to be especially complicated. It should include some
activity data (on numbers and types of quality improvement
activities), some outcomes or impact data (on the changes in
practice that result from quality improvement activities), and
some data on the costs or resources used. The aim should be
a reflective process of self-evaluation that is used to bring
about what could be called ‘second order’ improvement —
improvements in the system for improvement itself.

In conclusion, those who market the latest technique for
quality improvement to health care organisations — be it con-
tinuous quality improvement, process redesign, collabora-
tives, or whatever — as some kind of miracle cure, are the
quacks of our age. They are snake oil salesmen who often
stand to benefit from the take-up of the latest fad or fashion
and who next year will probably be selling a different product
with equal enthusiasm. Quality improvement in health care
demands leadership, commitment, investment, perseverance,
and hard work. There are no short cuts to success.

KIERAN WALSHE

Director of Research, Manchester Centre for Healthcare
Management, University of Manchester

References
1. Blumenthal D, Kilo C. A report card on continuous quality improve-

ment. Milbank Q 1998; 76(4): 625-648.
2. Johnston G, Crombie IK, Davies HTO, et al. Reviewing audit: barriers

and facilitating factors for effective clinical audit. Qual Health Care
2000; 9: 23-36.

3. Walshe K, Freeman T, Latham L, et al. Clinical governance: from pol-
icy to practice. Birmingham: Health Services Management Centre,
University of Birmingham, 2000.

4. Oxman AD, Thomson MA, Davis DA, et al. No magic bullets: a sys-
tematic review of 102 trials of interventions to improve professional
practice. CMAJ 1995; 153(10): 1423-1431.

5. Bero LA, Grilli R, Grimshaw JM, et al. Closing the gap between
research and practice: an overview of systematic reviews of interven-
tions to promote the implementation of research findings. BMJ 1998;
317(7156): 465-468.

6. Walshe K, Freeman T. The effectiveness of quality improvement:
learning from evaluations. Qual Saf Health Care 2002; 11(1): 85-87.

7. Deming WE. Out of the crisis. Cambridge, MA: Massachusetts
Institute of Technology, 1986.

Address for correspondence
Dr Kieran Walshe, Manchester Centre for Health Care Management,
University of Manchester, Devonshire House, University Precinct Centre,
Oxford Road, Manchester M13 9PL. E-mail: kieran.walshe@man.ac.uk 

Evangelism of quality

S46 British Journal of General Practice, October 2002 – Quality Supplement


