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ATTENTION TO THE QUALITY OF

patient care has become an
important health care issue in
the last decade, not only

among authorities, policymakers, and
managers, but also among physicians
and patients. Articles1-6 published in top
medical journals regularly highlight
problems with health care delivery,
such as underuse, overuse, and/or mis-
use of care. Blumenthal7 believes that
physicians should fully understand the
debate on quality or they may lose the
confidence of patients. The question for
practitioners, however, is how to im-
prove clinical performance.

A variety of approaches have been
introduced during the last decade, and
all of them claim to provide solutions
to some of the main problems in
patient care. Approaches such as
evidence-based medicine (EBM), total
quality management (TQM), assess-
ment, accreditation and accountabil-
ity, professional development, patient
empowerment, and others have gained
popularity. These approaches repre-
sent different perspectives on the
best methods for improving care
(TABLE 1). Some approaches focus
on professionals, and others on orga-
nizations; some emphasize the value
of self-regulation, and others believe
in external control; some prefer a
bottom-up method, and others a top-

down method. Although efforts to
integrate these approaches can be
observed, different parties in health
care usually adopt one specific
approach without taking into account
the achievements of the others.

In light of the current debate on
health care improvement, the indi-
vidual clinician may raise the ques-
tion of what the best approach may be
and which approaches contribute to im-
proved patient care. Most articles in this
field focus on one specific approach or
method for quality improvement. The
purposes of this article are to critically
reflect on and compare a series of
current popular approaches to improv-

ing patient care and to summarize the
available evidence for their value. In
particular, this article attempts to
summarize the current debate about
the achievements of the current ap-
proaches and show how bridges might
be built among them. The focus of this
article is on the improvement of pro-
fessional performance and not on or-
ganizational change.
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Physicians today are confronted with increasing demand to ensure and im-
prove care of their patients. A variety of approaches claim to provide solutions
to the problems of health care delivery. These approaches represent different
perspectives on optimal care and the best method for improving care. By sum-
marizing recent reviews and debates in this field, this article critically reflects
on the value of some of the approaches that have gained popularity during the
last decades: evidence-based medicine and clinical practice guidelines, pro-
fessional development, assessment and accountability, patient empower-
ment, and total quality management. Evidence regarding the impact and fea-
sibility of the various approaches is mixed or simply lacking. In particular, the
health care community lacks an understanding of which approaches are most
appropriate for what types of improvement in what settings and of the deter-
minants of successful performance change. Given the complexity of improve-
ment and change in patient care, it is not realistic to expect that one approach
can solve all the problems in health care delivery. None of the popular models
for improving clinical performance appear to be superior. Therefore, bridges
must be built and models must be integrated to be truly effective.
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METHODS
For the critical reflection, I used a search
for systematic reviews on improving the
quality of care and implementing change
performed in our department; 36 sys-
tematic reviews that addressed a variety
of quality improvement strategies and
followed accepted methods were ana-
lyzed in detail.8 The findings are sum-
marized in TABLE 2. The Cochrane Li-
brary9 was checked for specific reviews
on implementing change. In addition,
some of the main general medical jour-
nals (New England Journal of Medicine,
JAMA, BMJ, Lancet, Annals of Internal
Medicine, and CMAJ: Canadian Medical
Association Journal) and relevant health
services research journals (Health Ser-
vices Research, Milbank Quarterly, The
Joint Commission Journal on Quality Im-
provement, Quality in Health Care, Medi-
cal Decision Making, and International
Journal on Quality Health Care) were
searched by hand for both reviews and
articles published from 1995 to 2000 that
debated the selected approaches (EBM
and guidelines, professional develop-
ment, assessment and accountability, pa-
tient empowerment, and TQM). This
search led to additional articles in other
journals.

EBM AND EVIDENCE-BASED
CLINICAL PRACTICE
GUIDELINES
The EBM movement is aimed at help-
ing health care practitioners, patients,
and policymakers make decisions with
regard to health care by basing these de-
cisions on the best evidence available.
This is considered necessary because the
number of new scientific insights that
emerge each year is overwhelming.10 In-
ternational review groups, for instance,
in the context of the Cochrane Collabo-
ration, perform systematic analyses of the
literature with the expectation that cli-
nicians base their decisions on the best
evidence and consult databases contain-
ing such reviews. In addition, EBM is pre-
sented as a method for continuous learn-
ing and for improving care by critically
reflecting on clinical performance. How-
ever, there is a growing consensus that
although physicians like to be in-

formed of scientific results, they have
problems acquiring the skills needed to
search and review the relevant litera-
ture or to consult databases within the
context of their daily work.11-14 For ex-
ample, new methods for rapid access to
evidence through specific services that
provide direct answers to clinical ques-
tions may offer a solution, but there is
little research in this area.15

The inclusion of scientific evidence
within clinical practice guidelines has
now become more or less standard in the
Western world. Practical, evidence-
based recommendations on how to man-
age health problems are seen by practi-

tioners, payers, and policymakers as
potentiallypowerful tools for theachieve-
ment of effective and efficient care, pro-
vided that they are well developed and
implemented.16 We can, however, ob-
serve some problems here. First, there
are currently too many guidelines of low
quality. We see a “guideline industry”
emerging in many Western countries,
and physicians may be overwhelmed by
all these guidelines.17 Many of the guide-
lines are not based on the best evi-
dence, have not been developed system-
atically, or present the vested interests of
specific parties or industries. Various
studies that assess the quality of clinical

Table 2. Effects of Different Strategies to Improve Patient Care

Strategy
No. of

Reviews
No. of

Studies Conclusions

Educational materials,
mailed information

9 3-37 Limited effects

Continuing medical education 4 3-17 Limited effects

Interactive educational meetings 4 2-6 Few studies, mostly effective

Educational outreach visits 8 2-8 Particularly affects prescribing
and prevention

Use of opinion leaders 3 3-6 Mixed effects

Feedback on performance 7 16-37 Mixed effects, effect on test ordering

Reminders 5 5-68 Mostly effective

Substitution or delegation of tasks 7 2-14 Pharmacist: effect on prescribing
Nurse: no effect

Use of computer (systems) 4 7-21 Computerized decision support,
mostly effective

Total quality management
and continuous quality improvement

1 55 Limited effects, weak study designs

Patient-oriented interventions 7 2-34 Mixed effects, reminding patients
mostly effective in prevention

Combined and multifaceted interventions 16 2-39 Mostly (very) effective

Table 1. Approaches to Quality Improvement and Their Assumptions on Improving Medical
Care

Approach Assumptions

Evidence-based medicine
Clinical practice guidelines
Decision aids

Provision of best evidence and convincing
information leads to optimal decision making
and optimal care

Professional education and development
Self-regulation
Recertification

Bottom-up learning based on experiences
in practice and individual learning needs
leads to performance change

Assessment and accountability
Feedback
Accreditation
Public reporting

Providing feedback on performance relative to peers,
and public reporting of performance data, motivate
change in practice routines

Patient-centered care
Patient involvement
Shared decision making

Patient autonomy and control over disease
and care processes lead to better care
and outcomes

Total quality management
and continuous quality improvement

Restructuring processes
Quality systems
Breakthrough projects

Improving care comes from changing the systems,
not from changes in individuals
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guidelines show that most guidelines do
not meet important quality criteria.18-22

A second problem with evidence-based
guidelines is that, despite a rigorous
search and analysis of the scientific lit-
erature, clear evidence is available for
only part of the practical decisions and
actions recommended in the guide-
lines. There is a large area where expert
opinions, preferences of the health care
practitioners and patients, and societal
priorities are much more important in
setting the guidelines than the results of
research.23 Even when adequate evi-
dence is found and summarized, the
translation of evidence into recommen-
dations for actual practice often proves
difficult. The users of the guidelines regu-
larly address much more heterog-
eneous populations and more complex
care processes involving different health
care practitioners than those addressed
in theoriginal research.24,25 Thebestman-
ner of managing such processes and
chains of related actions has hardly been
studied. It also is often difficult to trans-
late the recommendations contained in
the evidence-based clinical guidelines
into decisions for individual patients be-
cause the guidelines can never cover all
of the relevant clinical details for spe-
cific cases. The consequences of a guide-
line in terms of acceptance by patients
and the resources, staff, skills, and equip-
ment needed are mostly not considered
during the development of the guide-
line.26,27 For example, the implementa-
tion of a new dyspepsia guideline in the
United Kingdom could have resulted in
a 3-fold increase in the number of gas-
troscopies.28 Whether a society is will-
ing to and capable of paying the bill for
a particular innovation cannot be deter-
mined on the basis of scientific evi-
dence, but instead relates to the setting
of priorities.

Even when clear research evidence is
available with regard to a particular
guideline, it is often interpreted differ-
ently by guideline developers in differ-
ent settings, from different cultures, and
with different backgrounds. Fahey and
Peters29 compared, for example, the
guidelines for the treatment of hyper-
tension with a group of 876 patients at

risk and found that 82% needed treat-
ment when the US guideline was ap-
plied, vs 53% with the UK guideline and
15% with the Canadian guideline. The
US guidelines for the management of pa-
tients with a high risk of breast cancer
recommend regular self-examination
and preventive mastectomy (requiring
only the consent of the patient). The
French guidelines, in contrast, do not
recommend self-examination (because
this may induce fear) and are very strict
with regard to mastectomy (as re-
flected by a waiting period of several
months before final decisions are
made).30 The authors of this study ob-
serve that the setting of evidence-based
guidelines is often largely a product of
specific cultural beliefs.

One last important problem con-
cerns the effective introduction of evi-
dence and guidelines in daily care. Re-
sults of many controlled trials and
systematic reviews show that efforts to
implement guidelines are often not very
successful.8,31,32 At best, small-to-
moderate improvements in the pro-
cesses of care have been found (usu-
ally not more than 5%-10%), whereas
the impact on patient outcomes has of-
ten not been studied.33,34

What is the best approach for fu-
ture work in EBM and evidence-based
clinical guidelines? We need an opti-
mal method for guideline develop-
ment that deals well not only with a sys-
tematic search for the evidence, but also
with the use of expert opinions, pa-
tient preferences, cost considerations,
and application in practice. Based on in-
struments developed in the United
States and the United Kingdom, an in-
ternational group of researchers re-
cently validated a set of criteria (ie, the
AGREE [Appraisal of Guidelines for Re-
search & Evaluation] instrument35) for
optimal guidelines, including all these
aspects. Wide dissemination and use of
these criteria may contribute to solv-
ing the problem of low-quality guide-
lines. To improve the use of high-
quality guidelines in normal practice,
the process of guideline setting should
be integrated within a more compre-
hensive system of quality improve-

ment that also includes translation of
the guidelines into protocols, care path-
ways, and valid indicators for monitor-
ing patient care and effective strate-
gies and programs to implement them.36

Development and evaluation of the ef-
fectiveness, costs, and feasibility of such
systems is one of the future challenges
for quality improvement.

PROFESSIONAL
DEVELOPMENT
Often, EBM is criticized for being an
overly top-down process and not tak-
ing the complexity of actual clinical prac-
tice sufficiently into consideration.37 Ap-
proaches to the improvement of care
involving professional education and de-
velopment emphasize this complexity
and therefore propose bottom-up im-
provement based on professional pride,
self-regulation, and ownership by clini-
cians. They also emphasize consider-
ation of their individual learning needs
and experiences within the context of
daily life as a more effective path to op-
timal care. These approaches are based
on theories of adult learning and the as-
sumption that people will inherently
strive toward maximum competence and
improvement when provided with the
appropriate learning environment. In
light of the fact that systematic reviews
by Davis et al38,39 and Oxman et al40 have
shown classic continuing medical edu-
cation (CME) approaches (providing
educational materials, courses, and con-
ferences) to not be very effective for
changing clinical performance, we now
see a tendency to adopt new educa-
tional approaches with such intriguing
names as continuous professional devel-
opment, self-directed or self-instruc-
tional learning, problem-based learning,
portfolio learning, and professional re-
validation.41,42 Effective learning and im-
provement are assumed to be more in-
dividualized, based on personal learning
needs, and require the active participa-
tion of the clinician within these ap-
proaches. There is considerable opti-
mism among educational experts with
regard to these approaches. A recent re-
view by Davis et al39 suggests that learn-
ing based on interactive forms of edu-
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cation may indeed be more effective than
classic CME. Educational outreach vis-
its as part of a more personally tailored
approach to the individual needs and
problems of the target group appear to
be a promising method in the 8 system-
atic reviews studying the approach, es-
pecially for improving prescribing and
preventive care.8,43 In a review by Wen-
sing et al,44 small group learning and
peer review by physicians were found
to be particularly useful in outpatient of-
fice-based practice settings. Neverthe-
less, there are a number of questions
about these new educational ap-
proaches as well.41,45-47 Information on
self-directed and portfolio learning and
on professional revalidation from well-
designed studies is not yet available, and
just which methods are most effective
in which settings is not at all clear. We
also need to investigate the cost-
effectiveness of such new methods be-
cause they require considerable staff time
and cost for their implementation and
maintenance.

A related issue is the level of compe-
tence of physicians. There is increasing
awareness among clinicians that soci-
ety expects evidence of their compe-
tence.41 This aspect of the professional
development of clinicians is now typi-
cally handled in most Western coun-
tries via professional self-regulation, li-
censing, and recertification systems,
which are usually based on credit points
attained via participation in specific edu-
cational activities. The impact of such
systems, however, remains unclear, and
there is virtually no information on the
quality and effects of the educational sys-
tems themselves.48 More formal sys-
tems of regular assessment and “revali-
dation” of physicians have been
proposed in various countries but have
yet to be implemented, at least in most
countries.49 Problems can be foreseen in
this domain because of a lack of valid
and reliable measures and the nature of
the data to be used (see the next sec-
tion). Also, a cultural change is basi-
cally needed among professionals; as the
editor of the BMJ wrote, “medicine has
a culture of hiding errors and forgiving
those who make them . . . we need a cul-

ture that allows doctors to express fears,
doubts and vulnerabilities.”50

In sum, there are indeed very inter-
esting new educational approaches
within the field of self-regulatory pro-
fessional development, but we need fur-
ther evaluations of their impact, cost,
and possibilities for implementation.
Linking them to the implementation of
the best research evidence and to high-
quality clinical guidelines on the one
hand, and to systems for monitoring
clinical performance on the other, may
guarantee a better impact on patient
care. In particular, it is a challenge to
link systems for self-regulatory profes-
sional development with systems for ex-
ternal assessment and accountability
and with systems that focus on the or-
ganization of care; it is also a chal-
lenge to evaluate the impact and feasi-
bility of such integrated systems.

ASSESSMENT AND
ACCOUNTABILITY
There is wide consensus on the need for
regular assessment and monitoring of
clinical performance for both profes-
sional development and quality improve-
ment (see previous section); in addi-
tion, there is widespread agreement on
the need for public accountability.3,51

Considerable optimism exists with re-
gard to the measurability of the quality
of care as well. In an impressive review
of 48 MEDLINE articles, Schuster and
colleagues52 demonstrated that it is pos-
sible to clearly describe many aspects of
the quality of care (about 50%-70% of the
patients in the United States were found
to receive the recommended care). In
most Western countries, we see recent
progress in the development of perfor-
mance indicators and criteria. Such an
approach is clearly favored by payers and
other authorities who want transpar-
ency and control and expect systematic
data collection, feedback, and publica-
tion of data to improve the quality of care
and also reduce health care costs. The as-
sumption is that when health care prac-
titioners are confronted with negative in-
formation regarding their performance
relative to that of their peers and these
results are presented openly for every-

one to see, the behavior of the practi-
tioners will change. But is this assump-
tion correct? Concerns regarding the
reliability and validity of the indicators
and the data currently being used have
beenraised in themedical literaturealong
with questions about the effects of feed-
back based on such indicators and the
effects of the public reporting of evalu-
ation results. For instance, the selec-
tion of indicators and measurements is
said to be often driven by what can be
measured and provides “simplicity at the
expense of meaning.”53,54 Little informa-
tion is usually collected at the indi-
vidual patient or case level, which makes
the validity of such measurements doubt-
ful.55-58 A study of the measurement of
diabetes showed, for instance, valid and
reliable assessment of physician perfor-
mance to simply be impossible because
of too few cases per decision.59 In a re-
view article by Eddy,56 it is observed that
“today’s measures tend to be blunt, ex-
pensive, incomplete and distorting. And
unless great care is taken, they can be eas-
ily misunderstood.” A further point of
concern is the actual impact of assess-
ment and feedback on physicians. We
found 8 systematic reviews that ana-
lyzed large numbers of randomized con-
trolled trials that consistently showed
only mixed or moderate improvements
in patient care.60 The most effective forms
of assessment and feedback are still un-
clear, but certain studies61 suggest that
targeted feedback provided by a well-
respected peer or opinion leader using
clearly credible (eg, evidence-based)
guidelines may be most effective, par-
ticularly when it is embedded in a com-
prehensive program of continuous moni-
toring and improvement.

Another concern is related to the pub-
lication of performance data in the form
of report cards or physician profiles as
a tool for external accountability. This
has become a multimillion dollar indus-
try in the United States62 and raised con-
siderable debate in the 1990s.63 A re-
cent systematic review of the impact of
such performance information (21 pub-
lications on 7 different systems) re-
vealed only 1 controlled study. This
study62 showed the consuming public to
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frequently not use the information, not
understand it, or simply not trust it. It
did, however, influence the quality im-
provement activities within the insti-
tutes. Additional studies in the United
States confirmed these findings.64,65 In
an editorial in JAMA, Bindman66 con-
cludes that physician profiles bring con-
siderable cost, may cause considerable
frustration and resistance among phy-
sicians, and may even lead to a declin-
ing quality of care rather than im-
proved care. In a recent inventory of
systems of external assessment in the
world (such as accreditation programs,
Baldrige and European Foundation of
Quality Management models, and In-
ternational Standards Organization
assessments), Shaw67 found that gov-
ernments, insurers, consumers, and pro-
fessions almost everywhere in the West-
ern world hurry to set up new schemes
to ensure public accountability and
transparency in health care. He con-
cludes, “What do we know about the
schemes’ evidence base, the validity of
their standards, the reliability of their as-
sessments, or their ability to bring im-
provements for patients, staff, or the gen-
eral population? In short, not much.”

Reflecting on the current state of the
art and debates about assessment and
accountability, we may conclude that
measurement systems are absolutely es-
sential for improving clinical perfor-
mance, but many challenges lie ahead
of us. These can, for instance, be found
in building bridges between evidence-
based guidelines and systems for moni-
toring quality with valid (evidence-
based) indicators. A challenge is to
develop simple, valid, case-based pro-
cess measures with sufficient clinical de-
tail that can be easily integrated within
the monitoring systems in practices and
hospitals.68,69 Methods should be de-
veloped and evaluated to solve the ten-
sions between self-regulatory profes-
sional development and revalidation on
the one hand and programs for exter-
nal assessment and accountability on
the other. In some countries, such as
France,70 experiments are under way to
solve such tensions, but their feasibil-
ity and effects have to be studied. An-

other important question is how to in-
volve patients systematically in the
assessment of quality and how to use
their input in continuous quality im-
provement. This brings us to the ap-
proaches discussed below.

PATIENT EMPOWERMENT
Placing the patient at the center of the
provision of care is yet another new and
important approach to improving the
quality of medical care. From an ethical
perspective, patient autonomy is seen as
a basic value and underlying premise for
theprovisionofhealthcare in itself.From
a psychological perspective, greater pa-
tient involvement and greater patient
control are assumed to lead to better ad-
herence to treatment recommenda-
tions and thus to better health. From an
epidemiologic perspective, patients are
seen as rational beings who, after being
informed of the relevant benefits and
risks of treatment alternatives, can share
in decision making. Different methods
can be used to “empower” patients: sat-
isfaction surveys; complaint proce-
dures; communication training for pro-
fessionals; needs assessment; interactive
education; the provision of information
on the Internet; consultation via e-mail;
and the use of decision analysis, deci-
sion aids, and risk tables for “shared de-
cision making. Very promising meth-
ods indeed, but research into their value
is in its infancy. A systematic review by
Grilli et al71 showedthat educatingpeople
at risk through mass media programs (eg,
vaccination programs and programs in-
tended to reduce numbers of hysterec-
tomies) can be effective. The use of in-
struments to collect data on patients’
health care needs (eg, the needs of el-
derly patients or those with depres-
sion) can lead to better detection of
health problems, but the results of stud-
ies that evaluate the impact of such mea-
sures on the processes and outcomes of
care are still unclear.72 Studies that evalu-
ate the impact of satisfaction surveys on
the provision of care are virtually non-
existent or methodologically limited.72

Most of the research on improving the
role of patients in their own care has been
focused on patient-physician commu-

nication. Various reviews show patient-
centeredness on the part of the physi-
cian to be related to greater patient
satisfaction and better adherence to treat-
ment or advice.73 The involvement of pa-
tients in decision making has recently re-
ceived considerable attention.74 The
conclusion of one review75 was that, al-
though most patients like to receive ad-
equate information on their condition
and the various treatment alternatives,
many do not want to be involved in the
decision making related to their medi-
cal care. Some patients are found to
refuse any responsibility for the man-
agement of their illness, particularly
when they are seriously ill. According to
the authors of the review, in fact, the
positive effects of involving patients in
decision making related to their care have
yet to be demonstrated. This conclu-
sion is in line with the results of a sys-
tematic review of 17 trials that analyzed
the impact of decision aids.76 Decision
aids improved the knowledge and in-
volvement of the patients in decisions,
but had little effect on satisfaction with
the care and variable effects on the de-
cisions actually made and the out-
comes of the care. The potential role and
impact of the Internet and teleconsulta-
tions in the future are even more un-
clear. Approximately 40% to 50% of the
people accessing the Web are said to do
so to find medical information.77 This
suggests that this medium can play a cru-
cial role in educating the public and in-
forming them of the optimal evidence-
based options for care. The quality
and accessibility of information for pa-
tients are nevertheless still variable,
and research on the impact of such
information on their care and on patient-
physician communication is only
starting.78-80

The new emancipation of the pa-
tient may also raise new problems in the
relationship between physician and pa-
tient. There is now increasing concern
about unrealistic patient autonomy and
increased consumerism and the expec-
tation that this may foster laissez-faire
attitudes and loss of morale among pro-
fessionals. We need a new conceptual-
ization of patient-centered care; new
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roles for both clinicians and patients in
the provision of medical care should be
explored and defined to establish a “dia-
logue-centered care” with clear rights
and responsibilities for both parties.81 Al-
though patient empowerment is a fas-
cinating new approach to the improve-
ment of medical care, many steps have
to be taken before it can be used with
maximum effectiveness. Methods should
be developed with real input from pa-
tients and consumers. We need to iden-
tify which methods of involving pa-
tients should be used for which patients,
with what problems, and at what point
in time, and we need to explore their
costs and feasibility. We also need to find
effective ways to bridge the gap and ease
the tensions between EBM and a patient-
centered approach. This obviously con-
stitutes a major challenge for the field
of quality development and research.

TOTAL QUALITY
MANAGEMENT
The last approach to be discussed herein,
TQM and continuous quality improve-
ment, has its roots in the management
perspective on quality improvement. The
emphasis is not on the performance of
individual clinicians, but on the ongo-
ing efforts to improve the whole health
care organization: the efficient organi-
zation of the care processes, optimal
teamwork, committed employees, a
stable infrastructure, and a culture of
quality within the hospital and prac-
tice.82-84 A crucial element is “to under-
stand, design, and simplify the pro-
cesses as seen through the eyes of the
patients.”85 Systematic monitoring of
clinical performance, the provision of
feedback, and the conduct of concrete
quality improvement projects in a cy-
clic process should help make the care
processes more efficient and patient
friendly. The assumption is that the es-
tablishment of the necessary structural
and organizational conditions for change
will clearly help to improve clinical per-
formance: “Real improvements come
from changing the systems, not chang-
ing within the systems.”86 The TQM ap-
proach has considerable influence in
many Western countries and particu-

larly in Western hospitals. Many ex-
amples of successful improvement
projects can be found in the literature.
Recent considerations of the impact of
TQM suggest, however, that the evi-
dence for its effectiveness is still largely
anecdotal.87 There is as yet only 1 sys-
tematic review available, which in-
cludes 55 studies; 42 of these studies
were actually performed in the same hos-
pital, whereas only 3 had a controlled de-
sign.88 The authors therefore con-
cluded that there is as yet insufficient
evidence for real hospital-wide impact of
TQM on health care delivery. The im-
pact observed for primary care is even
more limited.89,90 The first experiments
with the use of TQM in small office-
based primary care practices in the
United States, the United Kingdom, and
the Netherlands indicated that both long-
term and intensive external support by
expert facilitators is required for suc-
cessful change.91-93 Opinion leaders
within the field of TQM admit that the
approach has yet to meet their expecta-
tions.87,94 Widespread implementation
has not been achieved; support from the
management in institutions is often lack-
ing, and physicians are either skeptical
or do not understand the approach be-
cause it was developed by managers and
first applied to the organization and not
to specific clinical problems. The costs
of hospital-wide TQM and staff train-
ing outweigh the benefits.

As we reflect on our current knowl-
edge about the value of TQM, the ques-
tion remains: how to make TQM more
effective and how to implement it more
successfully within health care? Theo-
retically, the TQM approach is very
attractive, particularly because care
provision is not viewed as just the per-
formance of single actions by physi-
cians, but also as processes organized
around patients and their problems, and
because improving the quality of care is
not seen as just single improvement
actionsbyphysicians,butalsoasanorga-
nization-wide change of the culture
toward quality. Integration of different
approaches is one of its characteristics.
However, the current TQM approaches
should be better adapted to the realities

of health care to be maximally effective.
Links to other approaches (eg, profes-
sional development and external assess-
ment) should be established. Physi-
cians should be actively involved and
occupy leadership roles, and the quality
improvementactivities shouldbe related
to their needs and to patient-related
problems more directly.95-97 Multi-
disciplinary collaboration within small
quality-improvement teams receiving
specific training isanother importantele-
ment.98 New TQM methods that meet
these requirements have recently been
introduced,suchasbusinessredesignand
the breakthrough series. Preliminary
evaluationsof thesemethods showsome
fascinating results, but the real chal-
lengeis tostudytheireffectiveness inlight
of their cost, the time demands on the
professionals involved, and their appli-
cability to daily medical practice.

BUILDING BRIDGES
Where are we now and how should we
continue with improving medical care?
Considerable progress has been made
in the last decades. We have gained
good experiences with some new and
challenging approaches to quality im-
provement; our knowledge about ef-
fective improvement in patient care has
grown. Nevertheless, we still face large
problems (overuse, underuse, and mis-
use) in the quality of medical care. The
current approaches to quality improve-
ment have been, so far, only partly suc-
cessful in tackling these problems. This
article does not provide a systematic re-
view of the impact of all the ap-
proaches to improving medical care;
that would be impossible within the
context of one article. Only a few were
addressed herein; some other interest-
ing ones, such as risk management,
managed care, disease management, or-
ganizational development, and learn-
ing organizations were not, but the con-
clusions will probably be similar.

We can observe a body of knowledge
in this field to be found in hundreds of
well-designed studies and some dozens
of systematic reviews on strategies to im-
prove patient care. They show that we
have sufficient information on the im-
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pact of classic CME, audit and feed-
back, and reminder methods, but that we
lack studies on the value of many inter-
esting new strategies, such as portfolio
learning, organizational development,
TQM methods (eg, the breakthrough se-
ries), or patient-oriented improvement
strategies. The different approaches pre-
sented in this article all claim to contrib-
ute to improved patient care, and they
probably do. However, the evidence for
their cost-effectiveness and feasibility is
mixed or lacking. We particularly lack
a good understanding of which ap-
proach is most appropriate for what type
of improvement in what setting. We are
just beginning to gain a good look in-
side the black box and at the determi-
nants of successful performance change.
Weneednotonlymorewell-designed tri-
als to explore this field, but also obser-
vational studies of existing change pro-
cesses, evaluation of large-scale programs
of quality improvement, meta-analyses
of samples of improvement projects, in-
depth qualitative studies on critical suc-
cess factors, and economic analyses of the
resources needed in effective quality im-
provement.99 Specific well-funded, long-
term research programs, which stimu-
late the collaboration among researchers
in different institutes and countries, are
required to make progress in this very
complex field.

We can indeed observe from the lit-
erature that the problems related to the
improvementofpatient careare largeand
complex. Many different factors—
professional, social, economical, and or-
ganizational—play a role.100 It is, there-
fore, not realistic to expect that one
approach can solve all these problems;
we need them all. The overview of sys-
tematic reviews on change in clinical care
(Table 2) included, for instance, 16 re-
views with studies that investigated the
effects of multifaceted strategies for qual-
ity improvement—strategies that com-
bined different approaches and tar-
geteddifferentbarriers to improvingcare.
They are, in general, more effective than
individual approaches. This finding is
confirmed by a recent overview of 41 sys-
tematic reviews by Grimshaw et al.101 Sol-
berg et al102,103 report on a qualitative

study on factors that support the imple-
mentation of evidence-based guide-
lines. A mixture of professional and or-
ganizational factors (such as the presence
of an infrastructure for quality and the
involvement of clinical leaders and en-
thusiastic volunteers) is said to be cru-
cial. “Give attention to many different
factors and use multiple strategies” is the
conclusion of this study and of many
other reflections on effective change.32,36

They all point in the direction of the need
for building bridges among the differ-
ent approaches to quality improve-
ment. There is a need for integrated
methods and comprehensive programs
that combine, for instance, evidence-
based guidelines, clinical pathways, in-
dicators for continuous assessment, and
quality improvement projects embed-
ded within a wider quality system of a
hospital or practice. We can observe the
development of such programs in some
countries (eg, the clinical governance
program in the United Kingdom, some
disease management programs in the
United States, accreditation and continu-
ous quality improvement in France,
guideline development and implemen-
tation integrated in the Netherlands, and
new programs for professional develop-
ment combining education, guidelines,
assessment, and revalidation in some
countries). However, we lack informa-
tion on the impact of such complex in-
terventions. Most quality improvement
activities in the world are still largely a
reflection of the specific beliefs of spe-
cific parties about the best way to im-
prove patient care. Crossing borders
among professional pride and self-
regulation, external accountability, payer
profit, organizational development, and
pleasing and involving patients can help
us overcome the obstacles to optimal
medical care.
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