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As I qualified in 1989, my career has coincided with the growing
evidence based medicine movement. It’s been a major advance
in evaluating clinical interventions, defining best practice, and
moving beyond a reliance on expert opinion or tradition. It’s
given us methodologically consistent systematic reviews such
as Cochrane, and evidence based guidelines such as those from
NICE.1-3

Medics learn that good systematic reviews and meta-analyses
top the evidence pyramid, then randomised controlled trials
(RCTs).4 5 In conventional evidence based medicine, even good
local observational and implementation data are ranked as less
weighty evidence. This may skew our world view—making it
harder for quality improvement (QI) work to find academic
funding, prestige, or publication impact.
For years I extensively researched in-hospital fall prevention.6

I concluded in systematic reviews (as did Cochrane and NICE)7 8

that only a modest reduction in fall rates could be demonstrated
in RCTs. This is partly due to the relatively short duration of
interventions, which may need longer to be adopted and
embedded. In RCT methodology, interventions are pre-specified
in the study protocol, leaving no leeway to ditch, add, or refine
elements during the trial. And the actions and engagement of
frontline practitioners and the real world context in which they
work are critical to success.
I’ve since realised that hospital teams are far more interested in
implementing and evaluating practical interventions to reduce
falls in their own wards than in peer reviewed trial data; likewise
with reducing other common harms, errors, or safety incidents.
Bigger effects are sometimes described in organisations using
QI work where local teams design, implement, modify, and
measure pragmatic interventions in real time.

QI can deliver tangible outcomes more quickly than
RCTs or take as long as needed to assess benefit, with
no fixed endpoint

QI is equally relevant to a range of interventions to improve
processes and outcomes in health services or indeed for testing

in the context of local systems—the implementation of evidence
based best practice from reviews and guidelines.
QI can deliver tangible outcomes more quickly than RCTs or
take as long as needed to assess benefit, with no fixed endpoint.
It has a methodological and theoretical rigour and peer
community of its own.9 10 Ethical approval is less burdensome.
With training, local leaders, and data analytics support, it can
be delivered by teams who aren’t career academics or based in
research institutions.
QI is always open to the charge that local findings aren’t
externally generalisable or the findings reproducible—but then
so are RCTs. But a compelling weight of evidence can emerge,
as interventions are disseminated and adopted more widely.
Shouldn’t we start giving QI work equal status to evidence based
medicine, given its powerful ability to tackle pressing and
relevant problems in individual systems and services in real
time?
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