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Background: Implementation science and improvement science have similar goals of

improving health care services for better patient and population outcomes, yet historically

there has been limited exchange between the two fields. Implementation science was

born out of the recognition that research findings and effective practices should be more

systematically disseminated and applied in various settings to achieve improved health

and welfare of populations. Improvement science has grown out of the wider quality

improvement movement, but a fundamental difference between quality improvement and

improvement science is that the former generates knowledge for local improvement,

whereas the latter is aimed at producing generalizable scientific knowledge.

Objectives: The first objective of this paper is to characterise and contrast

implementation science and improvement science. The second objective, building on

the first, is to highlight aspects of improvement science that potentially could inform

implementation science and vice versa.

Methods: We used a critical literature review approach. Search methods included

systematic literature searches in PubMed, CINAHL, and PsycINFO until October 2021;

reviewing references in identified articles and books; and the authors’ own cross-

disciplinary knowledge of key literature.

Findings: The comparative analysis of the fields of implementation science and

improvement science centred on six categories: (1) influences; (2) ontology, epistemology

andmethodology; (3) identified problem; (4) potential solutions; (5) analytical tools; and (6)

knowledge production and use. The two fields have different origins and draw mostly on

different sources of knowledge, but they have a shared goal of using scientific methods

to understand and explain how health care services can be improved for their users. Both

describe problems in terms of a gap or chasm between current and optimal care delivery

and consider similar strategies to address the problems. Both apply a range of analytical

tools to analyse problems and facilitate appropriate solutions.

Conclusions: Implementation science and improvement science have similar endpoints

but different starting points and academic perspectives. To bridge the silos between
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the fields, increased collaboration between implementation and improvement scholars

will help to clarify the differences and connections between the science and practice

of improvement, to expand scientific application of quality improvement tools, to further

address contextual influences on implementation and improvement efforts, and to share

and use theory to support strategy development, delivery and evaluation.

Keywords: improvement science, quality improvement, implementation science, comparative analysis, context

BACKGROUND

Within health care research and practice, implementation
science has emerged as a vital multidisciplinary research field in
the wake of the evidence-based medicine/practice movement.
Both evidence-based medicine/practice and implementation
science address the untapped potential to improve health and
welfare of populations through wider and more systematic use of
research findings and implementation of empirically supported
(“evidence-based”) practices (i.e., clinical interventions,
programmes, services, etc.). The ambition is to reduce the
research-to-practice gap; that is, the gap between what is known
through research to be effective and what is actually practiced or
used in various areas of society (1).

In parallel, the field of improvement science developed in the
2000s with similar aims of bridging the gap between ideal and
actual care to improve health care quality and, thereby, patient
and population outcomes (2, 3). Improvement science has grown
out of the wider quality improvement (QI) movement, which
entered health care widely in the late 1980s. QI involves process
mapping and systems thinking and the use of measurement
and tools to assess, plan, execute and evaluate changes to
improve patient and population outcomes, system performance
and professional development (4, 5). Whereas, the primary aim
of QI is to enhance local performance, improvement science is
aimed at producing generalizable knowledge within a scientific
framework (6–8).

Implementation science and improvement science have
similar goals of illuminating how to improve health care services
and patient and population outcomes. Glasziou et al. (9) have
argued that achieving this ambition requires integrating the
“do (the) right things” orientation of implementation science
(implementing evidence-based practices) with the “do things
right” orientation of improvement science (making sure the
practices are done thoroughly, efficiently and reliably). Still,
despite a shared ambition, work within the two fields seems
to progress largely separately, with limited exchange or cross-
reference between researchers and practitioners (10, 11). The
QI pioneer Don Berwick [(12), p. 1,182, 1,184] lamented
that the evidence-based movement and QI “are often in
unhappy tension.”

The overlapping interest of implementation science and
improvement science allows for common ground. Several
scholars have argued that aligning the two fields could potentially
improve treatment and care to benefit patient and population
health (13, 14). For example, greater alignment could benefit
implementation science scholars’ ability to align their work

with the terminology and tools such as Root Cause Analysis
used by health care practitioners, many of whom have adopted
QI approaches to address problems in health care delivery
identified by such methods (15). Further, improvement science
scholars might benefit from implementation science’s growing
menu of frameworks and models to categorise determinants
of desired changes and provide guidance for implementation
processes. Furthermore, research on collaboration between
scholars in different fields suggests that bringing researchers
with different backgrounds together can speed up research
progress and generate new ideas and discoveries in shorter time
periods (16, 17).

In this paper, we address the question: why do the two
fields function independently and what are the opportunities
to bridge the gap? To address this question, our first objective
is to characterise and compare implementation science and
improvement science as fields of scientific inquiry. Building
on this, our second objective is to identify aspects of
each field that potentially could inform the other so as to
advance both fields. We begin by providing a brief overview
of both implementation science and improvement science,
using key literature. This is followed by a comparison of
key aspects of the two fields, recommendations for how to
address key differences, and a discussion of opportunities
for cross-fertilisation.

METHODS

We used a critical literature review approach (18), which
has been applied in past comparative reviews of related
topics, such as knowledge translation (19) and large
health care system transformation (20). Search methods
included systematic literature searches in PubMed,
CINAHL, and PsycINFO until October 2021 (using the
search terms “improvement/implementation science,” and
“improvement/implementation research”); snowball techniques
such as reviewing references in identified articles and books; and
the authors’ own cross-disciplinary knowledge of key literature.
We further searched until October 2021 for relevant content
in key disciplinary journals, including Implementation Science,
BMC Health Services Research, BMJ Quality & Safety, BMJ Open
Quality, International Journal for Quality in Health Care and
American Journal of Medical Quality.

Comparative analysis is a method for comparing two or more
topics to identify and analyse similarities and/or differences. The
product has the potential to engender a deeper understanding of
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each topic separately (21). The comparison of implementation
science and improvement science used the following categories
developed iteratively based on the research question (22):

(1) Influences: origins of the fields and knowledge sources
drawn upon

(2) Ontology, epistemology and methodology: characteristics
of the research

(3) Problem identification: key problem described in
the research

(4) Potential solutions: strategies proposed to address
the problem

(5) Analytical tools: theories, models, frameworks and other
knowledge products and processes used to analyse, understand
and explain problems, and to facilitate appropriate solutions

(6) Knowledge production and use: practice settings in which
the research is conducted and users of the knowledge produced

The comparative analysis identified areas of convergence and
difference across the fields. From this analysis, we identified and
articulated opportunities for cross-fertilisation.

From the self-reflexive perspective on the current disciplinary
“boundaries” of the two fields, the authors of the paper are
engaged in implementation science and improvement science,
with PN primarily involved in implementation science research,
JT and BAG primarily involved in improvement science research,
and MB, JL, and NS being equally engaged in both fields.

A BRIEF HISTORY OF IMPLEMENTATION
SCIENCE

The birth of the field of implementation science is usually
linked to the emergence of the evidence-based medicine/practice
movement in the 1990s. This movement has popularised the
notion that the effectiveness of health services depends on
consistent application of the best available research findings
and empirically supported (“evidence-based”) practices (e.g.,
preventive, diagnostic or therapeutic interventions, services,
programmes, methods, techniques, and routines) to achieve
improved health and welfare of populations (23). Spread
of the evidence-based medicine/practice movement has
been facilitated by developments in information technology,
especially electronic databases and the Internet, which have
enabled practitioners, policy makers, researchers and others
to readily identify, collate, disseminate and access research
on a global scale (24). The movement also resonates with
many contemporary societal issues and concerns, including
the progress of New Public Management, which has
highlighted issues of effectiveness, quality, accountability, and
transparency (25).

Implementation science is commonly defined as the scientific
study of ways to promote the systematic uptake of research
findings and other evidence-based practices into routine practice
to improve the quality and effectiveness of health services
and care (2). The term implementation research is often used
interchangeably with implementation science. Other terms in
circulation to describe essentially similar research concerning
how to put various forms of knowledge to use include knowledge

translation, knowledge transfer, knowledge exchange, knowledge
integration, and knowledge mobilisation (26, 27).

Although implementation science is a young research field
in its own right, research on the challenges associated with
how intentions are translated into effective actions to address
society’s problems has a long history. Many elements of today’s
implementation science can be traced to research on the
spread and adoption of innovations. This research originated
in sociology in the early 1900s (28). Everett M. Rogers collated
different traditions and presented a conceptual apparatus for the
spread and adoption of innovations in his ground-breaking book
Diffusion of Innovations, which was first published in 1962. The
theory originated from his own experience as a farmer and then
as an investigator of the spread of agricultural innovations (29).

Today’s implementation science is also related to research on
policy implementation; that is, the study of “how governments
put policies into effect” (30). This research rose to prominence
in the 1970s during a period of growing concern about the
effectiveness of public policy (31). A policy is a plan or course
of action intended to influence and determine decisions and
actions (32). This research emerged from the insight that political
intentions seldom resulted in the planned changes, which led
researchers to investigate what occurred in the policy process and
how it affected the results (33).

Implementation science also has many connections with the
study of research use (or research utilisation). This research grew
out of the social science research field of knowledge utilisation
in the 1970s, with Robert F. Rich and Carol H. Weiss being
prominent scholars (the term “knowledge utilisation” has also
been used as a collective name for all research relating to the
use of knowledge). As early as 1975, nursing researchers were
building on concepts and theories from knowledge utilisation in
research to understand how nurses used research in their clinical
practice (34, 35). Many researchers who were active in the field
of research use subsequently developed broader research agendas
within implementation science.

A BRIEF HISTORY OF IMPROVEMENT
SCIENCE

The term “the science of improvement” was first used in a
health care context by Langley et al. (36), in the 1996 edition
of The Improvement Guide. However, approaches used in today’s
improvement practices date back almost 100 years. An important
foundation for QI and, thereby for improvement science, was laid
byWalter Shewhart in the 1920s and 1930s. A physicist, engineer,
and statistician, he developed statistical methods to reveal key
aspects of the quality of industrial processes (37). His work on
tools such as control charts to understand and manage process
variation and the Plan–Do–Study–Act (PDSA) cycle (originally
called simply the Shewhart cycle or the Shewhart learning and
improvement cycle) are foundational for QI and core concerns of
improvement science. He summarised his work in his 1931 book
Economic Control of Quality of Manufactured Product (38).

Shewhart worked at Western Electric Company’s Hawthorne
factory to assist its engineers in improving the quality of

Frontiers in Health Services | www.frontiersin.org 3 February 2022 | Volume 1 | Article 817750

https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org
https://www.frontiersin.org/journals/health-services#articles


Nilsen et al. Implementation Science vs. Improvement Science

telephone hardware. While at Hawthorne, Shewhart mentored
both Joseph Juran and William Edwards Deming who went on
to champion Shewhart’s tools, not least the PDSA cycle (which
was also referred to as the Deming cycle). Deming, a statistician,
engineer and business consultant, recognised quality as a primary
driver for industrial success and subsequently introduced QI
tools to post-world War II Japanese industries, particularly the
automobile industry (39). Deming’s work was summarised inOut
of the Crisis (40). Joseph Juran, similarly influential, highlighted
the idea that quality can be managed through planning, control,
and improvement, known as the Juran Trilogy, as outlined in
his multiple-edition Juran’s Quality Handbook (41). The trio of
Shewhart, Deming and Juran are often considered the founders
of the QI movement (7, 42).

Interest in applying QI approaches to improve health care
increased in the 1980s. Concern about wide geographic variations
in health care practice led the United States Congress to establish
the Agency for Health Care Policy and Research (today the
AHRQ, Agency for Healthcare Research and Quality). Twenty-
one health care organisations in the United States participated in
the National Demonstration Project in Quality Improvement in
Health Care (NDP), a 1987 study to investigate the applicability
of QI approaches to health care. Many of the organisations
showed improved performance and the NDP was extended three
more years before evolving into the Institute for Healthcare
Improvement (IHI), a not-for-profit organisation that provides
leadership and training in health care QI. From its inception,
IHI leaders also promoted QI through influential academic
writing (43–45).

Attention to quality problems in health care grew in the
1990s, but it was the landmark publication of To Err is Human
in 1999 by the US Institute of Medicine (today the National
Academy of Medicine) that brought quality problems in health
care to widespread attention. According to the report, most
medical adverse events result primarily from faulty processes and
systems, not from isolated failures of individuals (46). This initial
report was followed in 2001 by the follow-up report Crossing
the Quality Chasm (also by the Institute of Medicine), which
documented the substantial gap between actual and desired care,
and proposed directions for closing it (47). Contemporaneously
and also important was the policy report An Organisation with
a Memory, which was published in 2000 by the Department
of Health in the United Kingdom. It reported on the quantity
and causes of adverse events in health care organisations
and recommended that health care systems learn from safety
incidents and act to improve safety (48). These reports provided
political, policy, and funding impetus for developing QI into a
research endeavour (8, 12, 49). Over the years, organisations such
as The Health Foundation in the United Kingdom and the IHI
in the United States have supported and disseminated QI and
improvement science knowledge widely (50).

The 2000s saw the development of improvement science as
a research field based on the recognition that QI needed a
scientific knowledge base (51). There is no unified definition of
the field and many different definitions have been proposed. Still,
some core characteristics can be identified. Definitions typically
build on definitions of QI but emphasise the scientific enquiry

into health care improvement issues. Hence, these definitions
emphasise the systematic and rigorous study of effectiveness;
that is, “what works best” (52), when scientifically evaluated, of
various QI strategies (5).

A fundamental difference between QI and improvement
science is that the former concerns the practical application
of knowledge for local improvement, whereas the latter aims
at the accumulation of generalizable knowledge. QI generates
knowledge for local improvement, and the results are not
primarily intended to be generalised beyond the specific
setting or population in question. In contrast, the ambition of
improvement science is to generate new, scientific, generalizable
knowledge (8, 10, 53). Hence, whereas QI focuses on optimising
the local benefits of change, improvement science can be said to
focus on maximising learning from, and for, improvement (52).
The comparative analysis in this paper focuses on improvement
science; references to QI are made when addressing aspects of QI
that have direct relevance to improvement science.

COMPARATIVE ANALYSIS OF
IMPLEMENTATION SCIENCE AND
IMPROVEMENT SCIENCE

The comparative analysis of the implementation science and
improvement science fields that we conducted centred on
six categories, developed iteratively based on the research
questions and analysis of the literature. We first describe
findings concerning each of the six categories (summarized in
Table 1) and then provide recommendations regarding how key
differences might be addressed.

Influences
Implementation science and improvement science ultimately
concern practice change. Improving the quality of a health
care process or implementing an evidence-based practice
implies the need to change aspects of current practice.
Hence, describing and analysing change is important in
both fields, but they draw on partially different sources
of knowledge to achieve this. Improvement science has
been informed by its roots in the management and
manufacturing fields, and topics and disciplines such as
quality, measurement, management, leadership, strategy,
and organisational learning (7, 52, 54). Implementation
science has different origins, being influenced by medical
sciences (and the evidence-based movement), behavioural
sciences and social sciences, perhaps most notably the fields of
psychology, organisational behaviour, sociology, and political
science (33).

An area of commonality in influence across the two fields
is the relevance of psychology for understanding how the
desired change can be achieved. However, how psychology is
utilised in each field is different. Psychology in implementation
science has been applied to analyse change and to identify the
mechanisms of this change (55). In implementation science,
change is usually considered in terms of behaviour change among
health care practitioners (56); for example, the extent to which
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TABLE 1 | Summary of similarities and differences between implementation science and improvement science across six thematic aspects.

Aspect Similarities Differences

Influences Both fields ultimately concern practice change

Both fields acknowledge the relevance of psychology for

understanding how desired change might be achieved

The fields have different origins and draw on mostly

different sources of knowledge

Ontology,

epistemology, and

methodology

The research characteristics of the two fields are largely

similar, primarily belonging to the positivist tradition, but

with some interpretivist features

Both fields are highly applied in nature, with aspirations

to inform practice

Problem identification Both fields describe a gap or chasm between current

and optimal care and/or service delivery

For improvement science, the problem is related to the

efficiency, safety, and/or quality of current practice; in

implementation science the problem relates to delays in

getting effective practices (clinical interventions,

programmes, services, etc.) applied systematically

in practice

Potential solutions The two fields share multiple common strategies,

although they use partially different terminology to

describe them

Improvement science posits that quality improvement

follows from successful change in the health care system

and its processes. Implementation science assumes that

implementation of evidence-based practices will reduce

or eliminate the problem. The scope of change is

broader in improvement science than in implementation

science, because a QI initiative is not necessarily limited

to application of scientifically supported evidence, but

can also involve operations, service quality and efficiency

Analytical tools Both fields use analytical tools to analyse problems and

to identify possible solutions

Improvement science uses a range of QI tools, typically

adapted for use in health care from the manufacturing

industry and management, whereas implementation

science emphasises the use of theories, models and

frameworks as analytical tools

Knowledge

production and use

Both fields produce knowledge that is both applicable for

improved practice and sufficiently generalizable to

contribute to scientific knowledge accumulation

Both fields focus on studies in health care but also

encompass research carried out in the broader health

and welfare services

Health care practitioners and organisational developers

are more likely to have QI and/or improvement science

knowledge than implementation science knowledge

they act in accordance with an evidence-based practice, such as
prescribing an antibiotic for a sore throat, adhering to a hygiene
recommendation or providing advice on alcohol consumption.
Social-cognitive theories from psychology concerning behaviour
change are widely used in implementation science (57).
These theories focus on individual cognitions (e.g., motivation,
attitudes, beliefs, and self-efficacy) as processes that intervene
between observable stimuli and responses in specific real-world
situations (58).

In improvement science, psychology is part of Deming’s
System of Profound Knowledge, which is a holistic approach
to leadership and management influenced by the theories of
pragmatist C.I. Lewis (59). This system identifies the relevance of
having knowledge about psychology, variation, the system and
having a theory on knowledge to change organisations (42, 45).
For Deming, psychology was essential for understanding the
human nature of the people in organisations (5). Contributions
from psychology that are important to improvement
science include knowledge about differences in people and
the relevance of both intrinsic and extrinsic motivation
underlying behaviours, and how people can be attracted to
change (36, 60).

Ontology, Epistemology, and Methodology
Despite their different backgrounds, the ontology and
epistemology of the two fields can be positioned largely
within a positivist tradition. Thus, they seek objectivity and use
systematic approaches to undertake research. The researcher is
assumed to have direct access to the real world, adherent with
positivist beliefs concerning the nature of the world (61, 62).
It is believed that it is possible to obtain objective knowledge
and the research has a focus on generalisation, consistent with
positivist notions about the relationship between the researcher
and the reality (61, 62). Both fields study the use of strategies
to actively influence and change current practice, to reveal
assumed cause-and-effect relationships between controllable
and editable independent variables and various outcomes
(dependent variables).

Reflecting a positivist approach to methodology (63, 64),
researchers in the two fields take a controlled and structured
approach in conducting research by identifying a clear research
topic, adopting a suitable research methodology and implicitly
assuming that the role of the researcher is predominantly that of
a detached, external observer. Still, interactive and participatory
approaches are increasingly emphasised in implementation
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science (65). Similarly, improvement science researchers
acknowledge the importance of pre-understanding and action-
oriented approaches to doing research (66, 67). This field has
emphasised the importance of accounting for the personal
experience, knowledge and intuition of those who are closest
to the problem while recognising the need to frame and test
these insights scientifically (42). This knowledge is referred to as
subject matter knowledge, which is considered to be unique to
each practice setting (45).

Both fields have a strong focus on measurement.
Implementation science studies involve measurement, with
the influence from clinical epidemiology, other medical sciences
and the evidence-based movement evident in the preference for
systematic reviews to determine the effectiveness of different
implementation strategies (68, 69) (even if the strategies
might have been applied in very different contexts). Overall,
implementation science uses a wide range of research methods,
both qualitative and quantitative, to understand and explain
the conditions for implementation by identifying determinants,
usually divided into barriers and enablers, for successful
implementation and to evaluate the effectiveness of various
strategies intended to facilitate implementation (1).

The origins of improvement science in industrial
manufacturing provide an explanation for the importance of
measurement in this field. The concept of “quality” in industrial
production was initially bound up with standardisation, using
statistics to understand and manage variation, and measurement
was therefore recognised early on as critical to the identification
and correction of deviations and deficits in the production
process (70). Today, improvement science concerns efforts to use
measurement for creating feedback loops to promote learning
and gauge the impact of changes over time (36, 71).

Problem Identification
The two fields address a similar problem: that many patients
or service users do not receive optimal care or treatment and
that efforts to improve on this situation are often challenging,
unsystematic, andmeet withmixed success. Both fields start from
a gap between current and optimal or desired care and treatment.
The gap was famously referred to as a “quality chasm” in the
US Institute of Medicine (47) report that inspired improvement
science and as an “implementation gap” in implementation
science (in contrast to an “evidence gap,” which describes lack of
evidence on the effectiveness of a practice). However, although
the two fields describe a similar problem, the understanding
of this problem and how knowledge of the problem can be
obtained differ.

In implementation science, the problem is conceptualised
as lack or insufficient use of evidence-based practices
in current clinical care, which means that practice is
not sufficiently informed by empirical research findings
(1) and that (often hard won) research insights are left
unused. Data on the deviations between current and
evidence-based practice and determinants (barriers and
facilitators) contributing to those deviations are key to
understanding the problem and informing efforts to solve
it (72).

Improvement science is premised on the assumption that
there is a gap between the way care is being provided
and optimal care delivery in relation to safety, efficiency,
effectiveness, equity, patient centredness and timeliness, core
dimensions of health care quality highlighted by the Institute
of Medicine (47). Data on how care is currently being
provided are essential to understanding the quality problem
(3, 73).

The problem in improvement science can be identified
based on clinical audits, quality registries or on local practice-
based knowledge (74); for example, unwarranted variation in
clinical practice and in patient outcomes, patient complaints
about long waiting times in an emergency department,
practitioners’ experiences with increased incidence of
pressure ulcers or performance benchmarking data that
indicate avoidably, even unacceptably, high prescription of
antibiotics. Hence, the specific problem can be identified
by practitioners or researchers in a sort of bottom-up
process in local practice settings. In contrast, the problem
in implementation science is more likely to be defined by
researchers or health care-related authorities, who identify a
gap between current practice and a practice that is based on
the latest available evidence (1). Thus, problem identification in
implementation science studies tends to be based on more of a
top-down process.

Scholars in both fields have increasingly engaged in
discussions about how to address the influence of context
on the gap between current and optimal care and treatment.
Researchers in quality improvement have defined context as
“everything else that is not the intervention” [(75), p. 605] or
as one of three factors influencing the outcomes, the other
two being the QI strategies and the QI tools (73, 76) (see
below for further details regarding strategies and tools). This
is somewhat similar to implementation science, in that the
strategy to facilitate the implementation is not considered to
be part of the context, instead being viewed as one of five
determinant domains: (1) effectiveness of the strategy to facilitate
implementation; (2) attributes of the implemented practice
(e.g., the perceived complexity and relative advantage of the
clinical intervention, programme, service, etc.); (3) features of
the adopters (e.g., health care professionals’ attitudes, beliefs and
motivation concerning the implemented practice); (4) features of
the patients or recipients of the implemented practice (e.g., their
values and priorities); and (5) contextual influences (72, 77).
Hence, implementation science researchers typically view this
“everything else” quite broadly in terms of attributes of the
implemented practice and features of the adopters and patients.

Potential Solutions
The two fields propose partially different means to solving
the identified problems in current practice. Implementation
science starts from the premise that implementation of evidence-
based practices will address the problem and contribute to
improved patient and population outcomes. Improvement
science, meanwhile, examines whether and how QI in health
care systems and processes can ameliorate the problems, thus
improving clinical practice and patient and population outcomes.
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The solutions studied in improvement science are typically
called QI strategies, but they are also referred to as QI
interventions or QI activities (66, 78). It is common in
improvement science to distinguish between QI strategies and QI
tools, the latter being instruments and processes used to define
and analyse problems (15).

QI and improvement science share many strategies with
implementation science. For example, researchers in both fields
have referred to the taxonomy developed by the US Agency
for Healthcare Research and Quality (AHRQ), consisting of
nine types of “off-the-shelf ” strategies, including audit and
feedback, health care practitioner education, reminder systems,
organisational change and financial incentives, regulation and
policy (79). Numerous other strategy taxonomies have been
developed in implementation science (80), but many of the
strategies are essentially the same as in the AHRQ taxonomy. A
recent review of both implementation and improvement science
studies found they used many common strategies, although
terminology differed (13). Hence, even though the problem is
defined differently in the two fields, the potential solutions (i.e.,
strategies) to address the problem overlap markedly.

Analytical Tools
Both fields apply a range of analytical tools to understand
problems, to inform and evaluate solution designs and efforts
to facilitate their application in practice. Implementation science
places great emphasis on the use of analytical tools in the
form of theories, models and frameworks, both to describe and
guide actual implementation endeavours (i.e., action models)
and to analyse implementation (i.e., determinant frameworks)
(72). Some of the theoretical approaches have been developed
within the field by researchers from varying backgrounds
(including psychology, nursing and sociology), e.g., Consolidated
Framework for Implementation Research (77), Normalisation
Process Theory (81), Organisational Readiness for Change (82),
and the Theoretical Domains Framework (55). Other theories
(“classic” theories) have been borrowed from other fields, such
as psychology, sociology and organisational behaviour, and tend
to be broader in nature (72).

A crucial element of improvement science is the wide range
of generic QI tools, inherited from many years of QI work
(15), that can be applied to quality and performance problems.
Implementation science scholars also borrow some of these tools
(13, 14, 80, 83), but they were not developed in this field.

Implementation science studies often investigate health care
practitioners’ behaviour change as an implementation outcome,
emphasising the importance of using theory to understand and
explain “what works, for whom and under what circumstances”
(55, 84, 85). Similar approaches are entertained in improvement
science (86–89). Both fields seek ways to determine cause-and-
effect relationships.

Knowledge Production and Use
The two fields aim to produce knowledge that is applicable and
useful in practice while simultaneously sufficiently generalizable
for scientific knowledge accumulation. Implementation science

studies are conducted in the wider health and welfare services
(90, 91). Similarly to implementation science, improvement
science research is carried out in health care settings, but
studies also go beyond health care to encompass, for example,
community-based services, education and social work. The wider
QI movement encompasses many other environments, including
manufacturing, software development, aviation and the military;
that is, sectors that have systematically explored themost effective
ways to reduce variability and improve quality (5, 92).

Both fields involve scholars who conduct research on
improvement and implementation issues, and practitioners who
are actively involved in “doing” QI work and carrying out
implementation in real-world settings. However, health care
practitioners are currently more likely to be knowledgeable
in QI/improvement science than in implementation science
(10). Knowledge used in (QI and) improvement science,
including information about the numerous QI tools, is
increasingly taught in health care practitioners’ undergraduate,
postgraduate and continuing professional education globally (93,
94). Furthermore, health care practitioners who are employed in
organisational or health care development capacities also make
use of this knowledge and enable it to be applied in health care
practice (11).

In contrast, practitioners in health care and other areas
tend not to be knowledgeable about implementation science
(10). In fact, a gap has been noted between knowledge about
implementation science (e.g., regarding key determinants or the
most effective strategies) and the actual use of this knowledge in
practice to facilitate implementation endeavours (95). Although
there is a proliferation of “evidence-based skills” literature and
courses, these tend to focus on how to critically appraise research
studies and scientific evidence rather than on how to actually
apply it effectively (96). Implementation science researchers have
developed action models such as Knowledge-to-Action (97) and
Quality Implementation Framework (98) to guide the translation
of research into practice, but they are not as hands on or as
widely disseminated or used as QI tools. Hence, knowledge
produced in implementation science is still predominantly the
domain of academia rather than health care practice and
management. Paradoxically, there is a risk that valuable research
about how to implement research is not being applied effectively
in practice.

Recommendations to Achieve Increased
Collaboration Between Implementation
Science and Improvement Science
The comparative analysis shows that there are several
similarities between the two fields, but there are also
numerous differences that would need to be addressed to
promote collaboration to allow the fields to learn from each
other’s approaches, expertise and experiences. The fields have
different origins and draw on mostly different sources of
knowledge, yet this does not constitute a problem since it
can serve to broaden and deepen the understanding of the
problem and solutions to produce more useful and indeed
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deeper knowledge for research and practice. Both fields are
inherently multidisciplinary, with scholars who are used
to working together with others who might have different
backgrounds, including clinicians, health care managers and
people with lived experience if illness and care pathways.
This suggests that collaboration with scholars and other
stakeholders coming from the other field is not a barrier
for cross-fertilisation.

The two fields are based on different premises as to what
constitutes the problem. The starting point for improvement
science is a need or opportunity to improve performance
(e.g., efficiency, effectiveness, timeliness, equity), whereas
implementation science is based on the recognition that
current practice is not sufficiently evidence-based. Rather than
viewing these two orientations as conflicting, we recommend
that the two fields recognise them as complementary. In
practice, problems often include aspects relevant to both
perspectives. For example, long waiting times in an emergency
department may result from both underuse of evidence-based
triage tools and problems concerning care processes. Thus,
implementation scientists would benefit from improvement
science’s process mapping or Root Cause Analysis methods, while
improvement science would benefit from a consideration of
existing tools that have demonstrated effectiveness in improving
triage processes.

The potential solutions to the identified problems also differ
between the two fields. The scope for solutions to achieve
the desired practice is broader in improvement science than
in implementation science simply because QI initiatives are
not necessarily limited to application of scientific evidence.
Implementation science is usually defined in terms of research
on implementing evidence-based practices with convincing
empirical support from clinical trials, preferably randomised
controlled trials. In practice, however, this definition tends to
be applied inconsistently as journals publishing implementation
science studies also publish occasional studies involving practices
that lack solid empirical support (99, 100). We argue that
the focus on practices that are evidence-based limits the
ability to assess how important the strength of the evidence
is relative to other determinants for implementation success.
For example, a highly structured clinical intervention with high
efficacy shown in randomised control trials may be harder
to implement than an intervention with less evidence, e.g.,
based on a number of small observational studies. Loosening
conceptual restrictions of implementation science to evidence-
based practices would introduce the field to the opportunities
that are inherent in improvement science, which welcomes
any reasonable approach to improvement. Obviously, such a
development would considerably reduce the differences between
the two fields.

Developing and implementing solutions to identified
problems benefits from accounting for local knowledge of
relevance for the implementation and/or improvement. In
this regard, implementation science scholars could learn
from improvement science by considering how local and
tacit knowledge (e.g., of frontline health care practitioners)
as well as “expertise by experience” (e.g., of service users) is
accounted for in improvement efforts when designing tailored

implementation strategies. The approach of improvement
science coupled with existing knowledge about adaptation in
implementation science (101) offers the potential for more
tailored, context-sensitive implementation strategies instead of
using “off-the-shelf ” strategies.

It has been argued that improvement science scholars have
achieved a better understanding of the complex concept of
context than implementation science scholars (10, 11, 13).
Implementation science frameworks that describe determinants
of implementation success typically include context as one
determinant alongside others, such as attributes of the
implemented practice and health care practitioners’ beliefs,
attitudes, and motivation to change their practice (72). However,
the treatment of the context in implementation science, as
one of several determinants causally linked to implementation
outcomes, implies a fairly reductionist approach to context that
often fails to account for the inherent complexity of this concept.
Determinant frameworks rarely provide a precise definition
or clarify the meaning of the context. Most frameworks define
the concept indirectly, in terms of specifying a number of
components or dimensions that comprise the context; for
example, organisational support, financial resources, culture, and
leadership (102). Thus, in many ways, implementation science
scholars are still struggling with the concept of context and how
to address it in their research. We view this area as an important
frontier for both fields to focus their efforts on, particularly in
terms of tailoring effective approaches to differing contexts.
Research in both fields seems to be heading in precisely this
direction. Otherwise, they will remain stuck with the conclusion
about the effectiveness of most strategies that “it depends,”
without being able to articulate how it does so, or how to adapt
to such differences (103).

The two fields use partially different terminology for the
solutions developed within each field. However, discussions
about the meaning of concepts are not unusual within
research fields as they evolve over time. For example, both
implementation science and improvement science scholars have
laboured over how concepts such as context, determinants,
frameworks, strategies and interventions should be defined,
with considerable within-field inconsistency in the use of many
terms (66, 72, 78, 102). Differences in terminology can be
a problem, particularly when implementation science scholars
engage with practice settings, which are increasingly adopting
QI approaches (14). As a result, health care practitioners
are learning the language of improvement science. To be
successful, implementation science scholars must engage with
health care practitioners who are expected to adopt and use their
evidence-based practices.

There are also differences with regard to what analytical tools
are used in the two fields. We believe implementation science
scholars should take a closer look at how improvement science
researchers and practitioners use QI tools such as PDSA cycles,
Six-Sigma, Root Cause Analysis and Failure Mode, and Effects
Analysis (7, 15, 39). These tools can facilitate description and
analysis of problems and support the development of relevant
solutions. There are still relatively few implementation science
studies that use the tools, but interest seems to be increasing,
which is encouraging (13, 14).
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The importance of using theory to understand the
mechanisms of change appears to be more pronounced in
implementation science than in improvement science. It has
been argued that implementation science can offer valuable
insights for improvement science into the how and why of
change (11, 104). Improvement science scholars Ramaswamy
et al. [(53), p. 15], stress the importance of “unpacking the
black box of improvement” to learn what happens during
the process of change. Although implementation science now
has a strong focus on using theory to understand and explain
change, early implementation science was critiqued on the basis
of its limited use of theory (105, 106). However, the field has
seen wider recognition of the need to establish the theoretical
bases of implementation and the strategies used to facilitate
implementation (72). A similar development has been advocated
in improvement science (88). Increased collaboration between
scholars in the two fields could facilitatemore emphasis on theory
use in improvement science to allow for better understanding
and explanation of how and why certain improvements or not
are achieved.

The two fields also differ concerning knowledge production
and use. We contend that implementation science researchers
could learn a great deal from some aspects of improvement
science. In many ways, improvement science has a practitioner-
friendly “how-to-do-it” orientation that facilitates the use of
this knowledge in practice settings. QI/improvement science
has been more successful in disseminating knowledge about
basic QI principles and QI tools to health care leaders and
practitioners, possibly because many accessible QI resources
provide practical approaches that health care systems are in need
of; that is, standardised ways to improve health care structures
and processes that can be taught through training programmes
(36, 44). Implementation science seems to have taken note,
because recent years have seen a growth in the number of
courses and programmes in implementation science directed at
both practitioners and researchers, and publications providing
more hands on, practical summaries of implementation science
approaches; for example, the Implementation Science Research
Development (ImpRes) Tool (107–112).

Knowledge produced in the course of QI is practice-based
and held by practitioners, whereas knowledge generated in
implementation science as well as improvement science is
research based and therefore predominantly the domain of the
academic community. The need to more clearly distinguish
betweenQI and improvement science is a position taken bymany
improvement science scholars (6, 78, 104, 113, 114). Indeed,
scholars have conveyed critique that the field is being held back by
people who resist “the suggestion that science should play a more
prominent role in improvement” [(104), p. 254] and therefore do
not adopt a “more scientific approach to improvement” [(115),
p. 83]. We believe such a development would open up more
opportunities for collaboration between scholars in the two fields.

DISCUSSION

This comparative analysis study has sought to characterise
implementation science and improvement science, analyse
similarities and differences between the two fields, and provide

recommendations how to address the differences so that
improvement science potentially could inform implementation
science and vice versa. At a higher abstraction level, we
conclude that the two fields are remarkably similar, with
a shared goal of using scientific methods to understand
and explain how health care services can be improved
for better patient and population outcomes. At lower
abstraction levels, our comparative analysis identified some
key differences and opportunities for enriching interaction
between the fields.

Both fields ultimately concern practice change and describe
a problem in terms of a gap or chasm between current
and optimal care and treatment. Hence, it is not surprising
that numerous scholars in both fields have argued for a
merger or increased integration of the two fields. It was not
uncommon in the early 2000s for scholars to conduct research
in both fields. A 2012 discussion paper in Implementation
Science (116) conveyed ambitions for a common science
concerning research on how to improve health care, but
these plans have since been laid to rest. More recently,
Koczwara et al. (11), Check et al. (13) and Leeman et al.
(14) have called for scholars who are proficient in both fields.
A recurrent theme at many of the conferences the authors
behind this study have attended is debate concerning whether
and how the two fields differ and why there seems to be
only limited collaboration—discussions that have prompted
this paper.

Despite such calls for integration between implementation
science and improvement science, they have not yet found
adequate common ground. Why? After all, both fields
ultimately are concerned with carrying out structured,
rigorous and systematic scientific processes to build scientific
knowledge to inform improvement of health and health
care. In light of this study, we take the view that part
of the continued separation between the two fields can
be attributed to a failure to distinguish between QI and
improvement science, with impressions of improvement
science being influenced by views of QI as not being
scientific (104, 117) and relying too much on “intuition and
anecdotal accounts” [(15), p. 138]. Conversely, the challenges
of applying implementation science in practice may perpetuate
this separation.

We believe collaboration between the two fields will be
more likely as improvement science matures as a scientific
endeavour that is distinct from QI (even though QI tools
might be used). Increased use of QI tools in implementation
science and practice may also contribute to increased
interactions between the two fields. Ultimately, integration
will depend on a genuine interest among scholars (and
indeed practitioners) to learn about each other’s fields and
collaboration to create favourable conditions for synergies.
A comparative analysis like this is bound to identify
many aspects that differ, yet the two fields have the same
ambitions to produce scientific knowledge for improved
patient and population outcomes; an inclusive approach
to evidence-informed improvement through cross-field
collaboration can achieve these ambitions more quickly
and effectively.
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CONCLUSIONS

Our comparative analysis identified both similarities and
differences between implementation science and improvement
science. The two fields have disparate origins and draw on
mostly different sources of knowledge but have a shared goal of
using scientific methods to understand and explain how health
care services can be improved for better patient and population
outcomes. The two fields describe a problem in terms of a gap
or chasm between current and optimal care and treatment, and
use similar strategies to address the problems. Both fields apply
a range of analytical tools to understand problems and inform
effective solutions, but implementation science is more focused
on using tools (theories, models, frameworks) to disentangle
the mechanisms of change to explain the how and why of
practice change.

Increased collaboration between scholars (and practitioners)
in the two fields, clarifying the differences between the science
of improvement and its practice-oriented predecessor, QI,
expanded scientific application and evaluation of QI tools,
advanced analysis of ways to manage contextual influences on
implementation and improvement efforts, and more coherent
and shared use of theory to support strategy development,
delivery and evaluation can all help move both fields forward and
bridge the silos between them.
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