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Executive Summary 

Quality impact assessments are being used by National Health Service (NHS) clinical commissioning 

groups as part of the review process for cost improvement programmes. Quality impact assessment 

aims to ensure high levels of patient care are maintained during programmes of change and cost 

reduction. Approaches to quality impact assessment have included risk assessment and narrative 

descriptions of impact on quality.  

The Northern, Eastern and Western Devon (NEW Devon) Clinical Commissioning Group (CCG) have 

developed an integrated quality equality impact assessment (QEIA) tool. The QEIA tool has been 

trialled and the NEW Devon CCG are seeking to develop and refine the tool further. 

An overview of the QEIA tool is provided in this report and suggestions for immediate improvements 

that can be easily made to the tool have been suggested. These include changes to the naming 

conventions used within the tool, changes to the impact measurement scales and changes to the 

layout. All of the suggested changes aim to improve the usability and effectiveness of the QEIA tool 

building on the existing solid and excellent framework. 

Areas for potential further research and development of the tool are also discussed with a number 

of research questions raised. Assessing the quality of impact in relation to patient care and 

healthcare service provision is a rich area of potential research that would be of great benefit to the 

healthcare sector in England and beyond. 

Introduction 

Background 

One of the roles of the NHS clinical commissioning groups (CCG’s) is to fund a series of cost 

improvement programmes (CIP’s) each year. The CIP’s are programmes of change to current 

practices and are proposed by clinicians or management within a commissioning region. A business 

case is formed by the clinician or manager proposing the CIP and they also undertake quality and 

equality impact assessments of the CIP as part of the development process. 

Equality impact assessments of CIP’s as public sector activities are a requirement of the Equality act 

2010. Quality impact assessments (QIA’s) became part of clinical commissioning during the 

restructuring of NHS England and the transition from primary care trusts to clinical commissioning 

groups. QIA’s were instigated by the National Quality Board as part of the wider quality, innovation, 

productivity and prevention challenge to the NHS set out by government in 2010 [1].The use of QIA’s 

sought to maintain the quality of care during the transition to CCG led regions while reducing NHS 

spending. 

Quality impact assessments are required to be completed for all CIP proposals. Guidance on the 

quality impact assessment process was outlined by the National Quality Board in their 2012 

publication ‘How to: quality impact assess provider cost improvement plans’ [2]. This document 

suggested that the impact of CIP’s on quality be assessed along the dimensions of; patient safety, 

clinical effectiveness, patient experience and general parameters. The QIA process is designed to 

provide additional information to complement the cost saving information in the business case for 
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CIP proposals and to ensure that the quality of patient care is maintained during the annual CIP 

commissioning decision making process.  

Examples of quality impact assessment in the NHS 

The quality impact assessment process has been adopted by CCG’s throughout England. In some 

instances it has been developed as a process of risk assessment for cost improvement programmes 

using prospective impact ratings and the likelihood of that impact being realised. These ratings have 

been formalised using risk matrices an example of which can be seen in Figure 1. Quality impact 

assessment ratings have been devised along a variety of dimensions including patient safety, 

treatment effectiveness, and patient experience. These dimensions have been extended and 

diversified deemed appropriate by individual Trusts. For example Leeds teaching hospitals use; 

impact on overall trust strategy, impact on clinical support services and trust/employee relations, to 

name but a few additional dimensions considered in the QIA process. 

The QIA process used by some Trusts uses a tick box process such as the example provided in Figure 

2 from NHS Harrow. This QIA process focuses on an assessment of risk associated with a CIP but 

does not produce a quantitative outcome. 
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 Very Low Low Moderate High Very High 

Very High 5 10 15 20 25 

High 4 8 12 16 20 

Moderate 3 6 9 12 15 

Low 2 4 6 8 10 

Very Low 1 2 3 4 5 

Figure 1 Risk matrix used for quality impact assessment adapted from Leeds teaching hospitals NHS 

trust, Trust board – private section, 27 June 2013, quality impact assessments, pg4 [3] 

The central commonality across all of these QIA tools is their focus on the risk of negative impact; 

the potential for positive impact does not appear to be as well represented. Appendix A contains a 

list of QIA tools from CCG’s and Trusts across England and hyperlinks to view the policy documents 

online where the QIA tools are described. 
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Figure 2 NHS Harrow impact assessment tool for service change proposals [4] 

The Northern, Eastern and Western Devon Clinical Commissioning Group 

Quality Equality Impact Assessment Tool 

The quality equality impact assessment (QEIA) tool presented and discussed in this report has been 

developed by Mr Simon Polak, Head of nursing and quality for the Northern, Eastern and Western 

Devon (NEW Devon) Clinical Commissioning Group (CCG). 

The purpose of the NEW Devon QEIA tool 

The QEIA tool assessed in this report was developed from the narrative quality impact assessment 

process previously in use until autumn 2014 when this latest version of QEIA tool was introduced at 

the NEW Devon CCG. Quality equality impact assessment is covered by the NEW Devon CCG quality 

equality impact assessment policy a copy of which is available in Appendix B.  The QEIA tool aims to 

provide a numerical score for the impact of proposed CIP’s on the quality of patient care along the 

dimensions of patient safety, effectiveness of the practice/treatment, patient experience and other 

impacts, while also providing a point for an equality and diversity assessment to be undertaken.  

The QEIA tool was designed to support decision making as an extension to the existing QIA. In the 

first instance this was to help the clinician or manager proposing the CIP more systematically assess 

the potential impact of their CIP on the quality of patient care in a structured manner. For the 

clinical commissioning group (CCG) the QEIA was used to aid them in deciding which CIP’s to fund. A 

numerical scoring system was devised to facilitate comparisons of impact quality between CIP 

proposals and for impact to be more readily visualised. Including a quantitative and narrative 
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assessment of  impact alongside the standard business case for the CIP proposals was hypothesised 

to produce more informed decisions could be made by the CCG which would improve healthcare 

service provision. The full review process for CIP development and the role of QEIA in this process is 

diagrammatically represented in the NEW Devon CCG quality equality impact assessment policy 

Appendix B, page 32. 

The CIP proposers and CCG decision makers are the immediate users of the QEIA tool and 

stakeholders in the QIA process. The patient is not a user of the tool but is an important stakeholder 

in the QIA process because the change proposed in the either directly or indirectly impact on the 

care that they receive. The dimensions of impact assessment are in relation to impact on the care of 

the patient in terms of patient safety, the effectiveness of the treatment carried out on the patient 

and the patients care experience. Currently the patient does not have any input into the assessment 

of impact so is not an active user group in the QIA process. 

Purpose of the report 

The QEIA tool has been through several revisions within the Devon partnership trust and has been 

used by the CCG during the 2014/2015 CIP development process. PenCHORD was approach by 

Simon Polak to provide an independent assessment of the QEIA tool. The QEIA tool developed by 

NEW Devon CCG is a departure from the QIA tools used by other NHS CCG’s and trusts because it 

can provide a measurement of impact quality without deferring to a measurement of risk. As 

discussed in the section ‘Examples of quality impact assessment in the NHS’ above, current QIA tools 

measure impact on quality in terms of risk without focusing on the positive impacts of a CIP. It is not 

clear why risk is used as a measure of impact quality when the positive aspects of impact quality are 

often ignored by such measures.  

The NEW Devon CCG QEIA tool provides an opportunity to study the use of QIA in decision making. 

‘Impact assessment’ is a term commonly associated with environmental sciences and the study of 

change on environmental quality. It is in business, marketing and retail research that the term 

‘service quality’ appears and is used in relation to the difference between consumers’ expectations 

and actual service. Based on a preliminary search of the literature the impact of change on the 

quality of healthcare provision that the quality impact assessment process seeks to measure has not 

been a central research focus. A full literature review will be required to assess the extent of quality 

impact assessment research particularly in relation to healthcare; this is highlighted in the ‘Further 

research’ section of this report. 

This report aims to provide an initial assessment of the tool’s construction and suggest changes that 

could be made to improve the usability and usefulness of the tool. There is considerable potential to 

develop the tool further beyond these immediate changes. A key question is; how can the impact of 

cost improvement programmes on the quality of healthcare be most effectively assessed to better 

inform decision making? Further lines of research studying the role of the QEIA in the larger system 

and its role in informing decision making are discussed below.  
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Overview of the QEIA tool 

The NEW Devon CCG QEIA tool was developed in Microsoft Excel. The tool comprises 13 pages with 

different functions. A menu page is provided to help the user navigate the tool and instructions 

given to help the user complete the tool. 

Narrative descriptions of the CIP in general are requested on the menu page and safety impact 

assessment page. For the quality impact assessment there is space for the user to input a narrative 

description, supported by evidence, of the impact of their proposed change on patient safety, the 

effectiveness of treatment, the patient experience and other impacts that may arise as a result of 

the CIP. 

For each aspect of the QIA the user is asked to provide an impact score based on a scale from -5 to 5 

based on the scale and category descriptions given in a decision matrix (Appendix B, page 27). 

Category scale measures of the number of patients affected by the change on a weekly basis and the 

number of weeks per year a patient would be affected by the change are also requested. The 

category scale for these ratings can be seen in Figure 3. 

Figure 3 Scoring categories for the number of patients impacted by a change per week and the length 

of time the change would impact on patients from the NEW Devon CCG QEIA tool. 

A text box is provided for the user to describe how the impact of the CIP on patient safety, 

treatment effectiveness and patient experience would be measured. 

A separate page is provided for the user to complete an equality impact assessment (Appendix C). 

The equality impact assessment comprises the range of protected groups and for each the user to 

provide an impact score based on a similar scale to the QIA (Appendix B, pages 28-31), a rating of 

the number of people impacted by the CIP on a weekly basis using the scale in Figure 3 and a text 

box for notes on actions to be taken. 

Scores for aspects of the QIA are calculated by multiplying the impact score by number of patients 

affected by the change rating and the number of weeks patients would be effected rating. This 

provides a score for each aspect of quality ranging from a minimum of -125 to a maximum 125. 

Several total scores are then calculated from the individual quality impact assessment dimensions. A 

total impact score is calculated using absolute values (all impact scores are positive) excluding the 

other impacts score, a total quality score is calculated from the actual impact assessment scores 

(including negative values) excluding the other impacts score and an overall quality impact score 

which is the total quality score plus the other impacts score. An equality impact score and the 
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number of groups affected by the CIP are calculated for the equality impact assessment. These 

results are variously displayed on a results summary page and detailed results page in numerical and 

graphical form. 

Further information on the use of the tool can be found in the NEW Devon CCG quality equality 

impact assessment policy in Appendix B.  

Current use of the QEIA tool 

The current version of the NEW Devon CCG QEIA tool has been used during the autumn 2014 CIP 

development process as. During this time the QEIA was completed by the clinician or manager 

proposing the CIP with guidance and feedback from the tool creator Simon Polak. The QEIA tool was 

also reported to have been used during by the NEW Devon CCG to assess the CCG’s own planning 

practices. This is an example of collaborative use with multiple persons completing the tool as a 

group to understand their own practices. The multiple uses of the QEIA tool indicate that its use may 

be applicable in other healthcare planning scenarios where the impacts of changes on the quality of 

care need to be assessed. Exploring the applicability and use of QIA and the QEIA tool in a variety of 

healthcare planning scenarios warrants further research and will be discussed later in the further 

research section below. 

Three completed QEIA tool examples from the autumn 2014 CIP development process were 

reviewed to provide insight into how the tool has been completed by users. All three of these 

examples were CIP’s impacting on small numbers of patients each week but over prolonged time 

periods. Although no strong conclusions can be drawn from a sample of three examples this may 

indicate a form of floor and ceiling effects. This is where the categories most commonly selected by 

the user are consistently at the extremes of the category scale; bottom (floor) or top (ceiling), for the 

on the number of patients and length of impact categories. 

In two of the three examples the number of patients affected by a proposed change was different 

for the three main QIA dimensions of patient safety, treatment effectiveness and patient experience 

compared to the number of patients affected by the change for the other impacts assessment. The 

reason for this difference in the number of patients affected in each dimension was not clear. 

Each of the three narrative information boxes for the QIA dimensions patient safety, treatment 

effectiveness and patient experience request evidence for the ascribed impact. Only one of the QEIA 

examples contained any references to evidence to support the assessment of the impact. The 

narrative descriptions in the other examples may have been based on evidence but no reference 

was made to the source of the information. Users completing the tool may be unaware of the need 

to reference evidence sources for the impact they are predicting or how to do this. 

In one of the examples a QIA assessment section describes both positive and negative impacts. 

When the user has provided an impact score for this section a score of zero was used. This instance 

reflects an issue with using only a single score to measure impact in an assessment. The assumption 

is made that there will only be a positive or negative impact on quality not instances of both. 

The NEW Devon CCG QEIA tool is able to capture information about the impact of change on quality 

and produce a quantitative score to accompany more descriptive qualitative information. From the 

completed QEIA tool examples there is still more that can be done to refine the usability and 
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effectiveness of the tool. The remainder of this report will provide suggestions for immediate 

changes that could be made to the tool and a future programme of work that could further develop 

the QEIA tool while providing a better understanding of the role and need for quality impact 

assessment in healthcare. 

Suggested changes 

Changes to the scoring system and measurement scales 

There are a number of changes that could be made to the scoring system and measurement scales 

to make them more understandable, usable, reduce framing effects and improve the 

appropriateness of the scoring system. These are discussed below in general terms under sub-

headings with more detailed information about specific changes included in appendices D, E, F and 

G. 

Reference to risk and total score outcome scales 

The scoring system in the QEIA tool makes a number of references to risk. Although the impact 

measurement scale has been adapted from a risk assessment measure, what is being measured by 

the QEIA is the impact of the proposed change on patient care quality, not risk to quality. To 

communicate to the user that the tool is measuring impact on quality and avoid any confusion, all 

reference to risk should be removed. If the tool were to measure risk only the neutral and negative 

aspects of the scoring system would be required because positive impacts do not represent a risk to 

patient care quality. Appendix D contains more detailed information on the alteration and creation 

of scales to more accurately depict the impact on quality score being measure and the integration of 

risk on alternative measurement scales. 

Decision matrix 

It is recommended that the colours be removed from the decision matrix and to aid in column 

differentiation the columns be coloured alternating light grey and white. Removing the varied 

colours will help people to read the text in the decision matrix; this is especially true for anybody 

that might be colour blind. The use of colour might also impact on the user’s decision to choose a 

certain score due to previously learnt meaning that people associate with specific colours, it would 

be best to avoid suggestive colours to encourage impartial scoring by the user. The colours also do 

not form a suggestive continuum; they are currently random particularly with regard to the positive 

end of the decision matrix. 

The scoring category names of catastrophic to excellence are also suggestive and may influence the 

users score choice. The names in Table 1 are suggested because they form a continuum and link to 

the scoring outcome scales suggested previously in Appendix D. These category names are also 

descriptive of what they are measuring. 

Patient number and length of time of impact categories 

The categories used to score the number of patients impacted by the proposed change per week 

and the length of time patients are impacted by the change are currently unequal as can be seen in 

figure 3. The manner in which the unequal categories have been applied to the QEIA tool means that 



10 
 

quality impact becomes non-linear when the impact score is multiplied by the number of patients 

impacted by the proposed change per week and the length of time patients are impacted by the 

change variables. In simple terms the use of steadily increasing category sizes unfairly weights 

impact in favour of smaller numbers of patients being impacted by the change and the change taking 

place over a short period of time.  

Table 1 Suggested scale category names for the QEIA tool decision matrix. 

Scale category name Score 

Very high positive impact 5 

High positive impact 4 

Medium positive impact 3 

Low positive impact 2 

Very low positive impact 1 

No impact 0 

Very low negative impact -1 

Low negative impact -2 

Medium negative impact -3 

High negative impact -4 

Very high negative impact -5 

 

Increasing the weighting for smaller numbers of patients and short timer periods does not seem to 

be appropriate for a measure of quality. It is possible that the opposite is true, he more patients that 

are impacted by a change the greater the impact on quality and the longer period of time that a 

change impacts on patients the greater the impact on quality.  

It is suggested that a linear scale of equal categories be used until the scoring mechanism can be 

redesigned to account for unequal categories and provide greater resolution at the lower end of the 

scales for the two variables; patients impacted by the proposed change per week and the length of 

time patients are impacted by the change. Table 2 provides a liner category scale for these two 

variables with open upper limits. To provide a more accurate representation of the number of 

patients impacted by the proposed change and the length of time those patients will be impacted by 

the change, it is suggested that a box be added to allow the user to freely enter the number patients 

per week they expect to be impacted by the change and the actual number of weeks per year they 

expect the change to impact on patients. 

Table 2 Suggested patients impacted by the proposed change per week and the length of time 

patients are impacted by the change categories. 

Score Number of patients category Score Length of time category 

1 1 – 250 1 1 – 10 
2 251 – 500 2 11 – 20 
3 501 – 750 3 21 – 30 
4 751 – 1000 4 31 – 40 
5 >1000 5 >40 
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Naming conventions 

When attributing names to scores, wording titles, headings and questions it is important to maintain 

consistency throughout the document so that the user can easily trace information from one part of 

the document to the other. This will aid them in correctly interpreting information and what is being 

requested of them with minimal ambiguity. 

Score names 

There is particular inconsistency and ambiguity in the naming of the total scores in the QEIA. This 

results from the use of different variations on the total score and as such requires clear and 

descriptive naming to be used, for example: In the QEIA tool summary section the score name “Total 

impact of change” should be changed because it does not appear elsewhere in the tool. This score 

refers to the total score of the quality impact assessments, using absolute values and excluding the 

other impacts score. To keep the name of this score in line with the other score name changes 

described in Appendix E it is recommended that it be changed to “Total quality impact score (using 

absolute values)”.  

The two other variations on this score name are; “Total quality impact score” for the score using the 

actual values but excluding the other impacts score and “Total quality impact score (inc. other 

impacts score” for the score using actual values and including the other impacts assessment score. 

The main part of the score name remains consistent and it is only the description of the components 

comprising the score that change. This maintains the name consistency and description because the 

numbers that make up the score are always similar. 

All of the suggested changes to the score names are detailed in Appendix E. 

Titles and headings 

In the same way that the names of the outcome scores for the QEIA tool should be descriptive and 

meaningful to the user, so should the titles and headings also be sufficiently descriptive. For example 

the titles on each of the quality impact assessment pages currently use only the words; Safety, 

Effectiveness, Experience or Other impacts. By adding the word “assessment” to each of these titles 

e.g. “Safety Assessment”, the user can be certain that they are looking at the correct assessment 

page and not some other aspect of the tool relating to safety. Some of the other changes detailed in 

Appendix F refer to changes in grammatical tense and more descriptive titles and headings. 

Other suggested changes 

Several other suggested changes to the QEIA tool are proposed and the details of these changes can 

be found in Appendix G. 

The first of these changes is to the wording in the instructions box on the menu page of the QEIA 

tool and aims to provide clearer instructions to the user. One way in which this can be achieved is by 

numbering the assessments and menu buttons in the order of preferred completion. A variety of 

different possible orders and layouts of the menu buttons are provided in Appendix G. 
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It was observed in the ‘Current use of the QEIA tool’ section that only one of the examples had 

provided referenced evidence for the impacts of their proposed change programme. One way to 

help users decide what evidence they will provide and decision makers to assess the evidence being 

provided in the QEIA tool would be to introduce an evidence hierarchy outline or diagram. In 

Appendix F it is suggested that the narrative description text box headings explicitly ask that 

references be provided for evidence of possible impact. It may be useful to provide some 

referencing guidelines for the user alongside the evidence hierarchy to ensure all necessary 

information is included during the QIA. 

Further Research 

Questions arising from appraisal of the tool 

Earlier in this report the following question was proposed; how can the impact of cost improvement 

programmes on the quality of healthcare be most effectively assessed to better inform decision 

making? There are a number of more specific research questions that would help towards answering 

this question. These centre on the system(s) in which the QEIA tool is used, the tool users and the 

QEIA tool itself. 

The systems of QEIA tool use 

The wider system(s) in which the QEIA tool sits provides the context for its use. Useful questions to 

ask about these systems might be:  

 What is the formal process from development to implementation for cost improvement 

programmes?  

 In what other situations can the QEIA tool be used?  

 Who are the stakeholders within these systems and what is their role?  

 What is the understanding and perspective of the various stakeholders on the quality impact 

assessment process? 

 How does the QEIA tool assist in the QIA process and how can it assist in other relevant 

processes? What role does the QEIA tool play? 

Understanding how these systems function both in terms of the formal processes and from the 

perspective of the stakeholders within the systems would provide the context for the quality impact 

assessment process. The formal systems will denote how the QEIA tool is expected to be used and 

the perspective of the stakeholders will provide insight into how the QEIA tool is actually used. The 

perspective of the stakeholders can be used to capture information about factors impacting on their 

use of the tool for example in terms of barriers and enablers. 

The QEIA tool user - Proposer 

It is the QEIA tool user who must enter information into the tool and make a variety of judgements 

about what information they enter into the tool. Questions that will guide further research relating 

to the user and their use of the tool are: 

 Are users able to make consistent judgements when using the quantitative aspects of the 

QEIA tool? 
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 Do different stakeholder groups quantitatively score CIP’s (or other projects) in the same 

way? If not what factors, such as cognitive biases, might be affecting their appraisal of the 

CIP or other project. 

 Are users able to unambiguously understand all aspects of the QEIA tool? 

 How do users understand/perceive the QEIA tool in relation to the larger processes in which 

it is used? 

 What are the potential contexts for use of the QEIA tool (e.g. independent completion, 

group completion, comparative use) and how do the different contexts impact on 

completion of the tool? 

The QEIA tool currently involves aspects of subjective judgement in the scoring process. It will be 

necessary to understand if the users are able to make consistent judgements over time which will 

help improve the scoring system. Consistency is also important between stakeholder groups because 

there is the possibility that the person proposing the project may score impact quality differently to 

somebody else in the appraisal system perhaps due to an overestimation of a proposals positive 

impact. Such an overestimation may occur due to their wish for the project to succeed and would 

indicate the presence of a cognitive bias in the use of the tool. Such biases can be accounted for 

once they have been identified. 

The QEIA tool user – The decision maker 

The decision maker in relation to the QEIA tool is the user who appraises the information after it has 

been submitted by the proposer. The decision maker is expected to make judgements based on the 

contents of the QEIA tool. In the case of CIP approval the QEIA tool information is not used in 

isolation to inform decision making. The QEIA tool information is considered alongside the business 

case for the CIP proposal. Understanding how the QEIA tool informs decision making can be guided 

by the following questions: 

 What factors might be effecting the decision makers’ appraisal of the QEIA tool and the 

information contained within the tool? 

 How do decision makers perceive the quality of the data derived from the QEIA tool and 

how does this compare to other data available to the decision maker? 

 How does quality impact information change decision making and why? 

 How do decision makers deal with conflicting information when appraising CIP’s and other 

projects? 

 Is risk a useful to the quality impact assessment process and how does risk differ from 

impact quality. 

These questions relate to how the QEIA tool user making decisions based on the data within the tool 

understands and uses that information to inform the decision that they are making. Of particular 

importance and interest will be studying the role of the quality impact data in relation to financial 

data in the case of CIP proposals. Understanding whether the combination of these two types of 

data lead to more effective decision making or how they could lead to more effective decision 

making if this is not currently optimal, particularly in the case of conflicting information, seems 

central to well informed clinical commissioning decisions. 
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Research directly informing specific refinements to the QEIA tool 

There are some refinements that could be made to the QEIA tool that would require further 

research to be undertaken. Questions guiding this research would include: 

 How can the QEIA tool interface and architecture be adapted and optimised for use as a 

standalone programme and/or app? 

 Can and should the narrative reporting of impact be replaced with more specific questions 

relating to particular aspects of impact that are pertinent to patient safety, treatment 

effectiveness, patient experience and other impacts? 

 Are the patient number and length of impact categories appropriate? 

 Can the patient number and length of impact variable become continuous variables within 

the scoring process? 

 How should the scoring mechanism be adapted to take account of any changes to the 

questions, patient number variable and length of impact variable? 

 Should positive and negative impacts be included in the scoring mechanism for each aspect 

of the quality impact assessment? 

 How can the impact measurement scale be refined to improve user responses and reflect 

expected impacts across a variety of contexts of use? 

 How should the outputs of the QEIA tool be visualised to most effectively facilitate 

understanding and decision making? 

One aspect of developing the QEIA tool further would be to take it from an Excel based tool to a 

standalone web based program and/or mobile application. This change would facilitate ease of use, 

data collection and interface optimisation. Further developments to the scoring system and impact 

scales beyond the suggested changes described in this report would require further research and 

more time so their effectiveness and usability can be ensured. 

Ideas for future projects 

There are several research projects that could be undertaken in relation to the further development 

of the QEIA tool and quality impact assessment in healthcare. The project ideas described in this 

section build on the questions raised in the previous section. 

Projects 

1) A literature search (iterative or systematic) could be conducted of prior research pertaining 

to; impact assessments, alternative tools and measurement approaches used, quality of 

impact and service quality. This would provide a currently unavailable breadth of 

information to inform the further development of the QEIA tool. 

2) Hard and soft systems analysis of the CIP process and QEIA tool use. This project would seek 

to understand the system and user questions related to the use of the quality impact 

assessment and specifically the QEIA tool. A stakeholder analysis could also be undertaken 

to identify the stakeholders in the quality assessment processes and their role within these 

processes. The addition of a needs assessment to the stakeholder analysis could be used to 

identify important considerations for the redesign of the QEIA tool in relation to each 
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stakeholder group. The findings of a needs assessment would also highlight other contexts 

of use for the QEIA tool from the perspective of potential user groups. 

3) A series of lab experiments could be designed to understand the variations in judgement 

and decision making in quality impact assessment. These experiments could explore factors 

related to the source of the information, the role of information conflict and resolution of 

cognitive dissonance and any other factors that are identified in project 2 by the hard and 

soft systems analyses. 

4) Field and/or lab experiments could be used to determine the inter-rater reliability of the 

QEIA tool and the test re-test reliability to identify variation between and within users of the 

QEIA tool.  

5) A study of subjective user perceived data quality and its impact on QEIA tool completion and 

decision making could be undertaken. It is possible that quality impact data is seen as lower 

quality data by decision makers which would impact on their appraisal and use of that 

information. 

6) Conducting a study to understand the impact on quality types commonly associated with 

patient safety, treatment effectiveness, patient experience and other impacts in healthcare 

would provide information for the alteration of the narrative aspects of the QEIA tool. 

Identifying consistent characteristics would provide dimensions along which more detailed 

assessment of the general categories (patient safety etc.) could be assessed. 

7) A secondary analysis of previous CIP (or other project) proposals where quality impact 

assessment was or might have been applicable could be used to determine appropriate 

patient number and length of impact categories. This project would also determine if the use 

of continuous variable data would be more appropriate and how the QEIA scoring 

mechanism could be altered to accommodate these. 

8) An internship or knowledge transfer partnership (KTP) could be created to translate the 

QEIA tool into a web based and/or mobile application. This project would begin with a 

conceptual redesign of the current QEIA tool during which the application development 

process would also be planned. If a candidate with skill/interest in conducting behaviour 

research as well as computer science expertise can be found they could also assist with the 

other projects. This project would synthesise all of the insight gained through this 

programme of research into the redesign and optimisation of the QEIA tool.  

Figure 4 is an idealised timeline for a programme of work which would integrate all of the projects 

described above. The programme would begin with the literature review which would then inform 

the other projects. The hard and soft systems analysis would follow the literature review and the 

findings of which would further inform projects 3, 5, 6 and 7. Projects 3, 5, 6 and 7 could be 

conducted in any order.  This work would be aided by the intern/KTP associate from project 8 and 

this project would develop the QEIA tool platform as an on-going task. Finally project 4 would test 

the reliability of the redesigned tool and refine the tool until it was fit for purpose. 
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Figure 4 Idealised project order and timeline for future research project ideas. 
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Appendix A 

List of quality impact assessment tool documents from NHS England clinical 

commissioning groups and trusts 

CCG/Trust Link to QEIA tool Basis of tool 

Leeds teaching 
hospitals 

http://www.leedsth.nhs.uk/uploads
/tx_lthboardmeetings/26.1_-
_QIA_Framework_-_June_2013.pdf 

Risk 

Bury, Heywood, 
Middleton and 
Rochdale, Oldham 
and North 
Manchester, 
Tameside and 
Stockport 

http://www.buryccg.nhs.uk/Library/
Board_Papers/AI-22-CIP-Sign-Off-
Process.pdf 
 

No tool 

Yorkshire ambulance 
service 

http://www.yas.nhs.uk/Publications
/board_meeting_documents/2012-
13/Att-2012-07-
31/Quality_Impact_Assessment_Pro
cedure.pdf 
 

Non-numerical subjective 
assessment 

Surrey and Sussex http://www.surreyandsussex.nhs.uk
/wp-content/uploads/2013/02/3.2-
Cost-Improvement-Plans-QIA.pdf 
 

Risk 

Harrow https://www.harrow.gov.uk/www2/
documents/s69400/36.Appendix_4_
Vol_Orgs_Impact_Assessment_Harr
ow_Mind.pdf 
 

Non-numerical subjective 
assessment 

Nene and Corby http://www.corbyccg.nhs.uk/modul
es/downloads/download.php?file_n
ame=388. 
 

Risk 
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Appendix B 

Northern, Eastern and Western Devon NHS Clinical Commissioning Group Quality and 

Equality Impact Assessment Policy 
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Appendix C 

Northern, Eastern and Western Devon NHS Clinical Commissioning Group equality impact 

assessment 
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Appendix D 

Reference to risk and total score outcome scales 

Removing the references to risk involves changing the “Review body – threshold for authorisation 

total score table”. It is suggested that the ratings be changed to use the word impact instead of risk. 

The score name has been changed to “Total impact score (using absolute values)”. This is a 

consistent change throughout the tool and will be further highlighted and discussed later in this 

document. The colours have also been removed to reduce confusion between the colours and 

association’s people hold with those colours. All of these changes can be seen in Figure 5. 

Total quality impact 
score (using absolute 

values) 
<20 20-50 51 - 80 >80 

Rating  Low Impact  Medium Impact High Impact Very High Impact 

Review & Approval 
Required by 

Governing Body 

Figure 5 Altered QEIA total quality impact score scale 

The actual score not using absolute values and individual assessment scores could also be given an 

outcome rating scale that might follow the template used in figure 6. This scale uses the same 

categories as the Total impact score (using absolute values) minimising the use of different 

categories which could confuse the user. It is on this scale that an indication of risk could more 

appropriately be given. Figure 7 includes a risk indicator in the negative scoring end of the scale. 

Such a risk indicator could be appropriately used because a negative impact on quality might pose a 

risk to patient care.  

 <-80 -51 to -80 -21 to - 50 -1 to -20 0 1 to 20 21 to 50 51 to 80 >80  

          
 Very 

high 
negative 
impact 

High 
negative 
impact 

Medium 
negative 
impact 

Low 
negative 
impact 

No 
Impact 

Low 
positive 
impact 

Medium 
positive 
impact 

High 
positive 
impact 

Very 
high 

positive 
impact 

 

Figure 6 Suggested actual quality impact score scale for the QEIA 

 

 <-80 -51 to -80 -21 to - 50 -1 to -20 0 1 to 20 21 to 50 51 to 80 >80  

          
 Very 

high 
negative 
impact 

High 
negative 
impact 

Medium 
negative 
impact 

Low 
negative 
impact 

No 
Impact 

Low 
positive 
impact 

Medium 
positive 
impact 

High 
positive 
impact 

Very 
high 

positive 
impact 

 

 Very 
High risk 

High risk Medium 
risk 

Low risk       

Figure 7 Suggested actual quality impact score scale inclusive of a risk indicator of negative quality 

impact for the QEIA. 

Appendix E 
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Score naming conventions 

The names of the scores will be most easily understood when consistent and descriptive naming 

conventions are used. The name changes suggested below refer to each name change required in 

the tool and where in the tool it needs to be made.  

The format (Tab name in QEIA tool document) => (Section with the specified tab) is used to 

describe the location of the suggested change within the QEIA tool document. 

Menu tab => Risk level indicator 

This is not a measure of risk, it is suggested that the name be changed to “Impact level”. Due to the 

current setup of the tool the ‘risk level’ text will change in relation to the summary tab. 

Summary tab => Total quality impact scores section 

The score name “Total impact of change” should be changed because this phrase does not appear 

elsewhere in the tool and is inconsistent with the QIA matrix. It is suggested that the name of this 

score be changed to “Total impact score (using absolute values)”. As mentioned in relation to the 

risk indicator on the menu tab this is not a measure of risk. Using absolute values the impact levels 

could range from “No impact” to “Very high impact” in line with the revised scoring table outlined in 

the decision matrix section of this report. 

The score name “Overall quality (sum of positive and negative impacts)” could also be changed. A 

recommended name is “Total impact quality score”. This is a fully descriptive name for as it is the 

true summated score for the quality of the impact that is being measured. 

Changing the score name “Other impacts” to “Other impacts score” would ensure it is clear to the 

user that that this is also a scored value and maintain a naming convention. 

The order of the scoring in this section might cause some confusion to the user. They are being 

asked to score the impact of their proposed change on a scale that uses positive and negative 

numbers. They will be expecting to see a score that uses both those negative and positive scores as 

the main output of the tool and the first score. The total impact score (using absolute values) is 

important but if proffered as the main output score of the tool may cause confusion. It is suggested 

that the total impact quality score come first followed by the total impact score (using absolute 

values). 

Summary tab => Equality quality impact scores section 

The text “Equality Impact Assessment: Groups affected” could be changed to “Number of groups 

affected”. The suggested title states that these are equality impact scores so a simplified score name 

would be appropriate. It is also recommended that the score name “Sum of +ve and –ve impacts” be 

changed to “Equality impact score” to aid in simplifying the score names and maintaining naming 

conventions. 

Safety, effectiveness, experience and other impacts tabs => Scoring section 
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Impact score title could be changed to “Safety/Effectiveness/Experience/Other impact score from -5 

(Very high negative impact) to 5 (Very high positive impact). 

Safety and other impacts tabs => Scoring section 

Patients score title change to “The number of patients per week effected by the proposed change 

from category 1 (1-50 patients) to 5 (>1000). 

Safety tab => Scoring section 

Length of change title change to “The number of weeks per year patients are effected by the 

proposed change 1 (1-4 weeks) to 5 (>40 weeks). 

QIA matrix tab => Quality impact table 

Suggested changes to the heading and score names for the QIA matrix are displayed in figure 8. 

These changes are consistent with the previously suggested names for the outcome scores used to 

be used in the tool. 

Assessment 
Impact score 

(-5 to 5) 

No. of 
patients 
effected 

(band 1 to 5) 

No. of weeks 
per year 

patients are 
effected 

(band 1 to 5) 

Weighting 
Outcome 

Score 

Safety 0 0 0 0 0 

Effectiveness 0 0 0 0 0 

Experience 0 0 0 0 0 

Total quality impact score (using absolute values) 0 

Total impact quality score 0 

Other impacts  0 0 0 0 0 

Total impact quality score (inc. other impacts assessment) 0 

Figure 8 Altered QIA matrix containing altered score and heading names for the QEIA tool 

QIA matrix tab => weighting system 

The weighting system is fine as it is but providing predefined categories may simplify the weighting 

system for the user. An option to turn the weighting system on and off could be used as most users 

will probably not use the weighting system until they are well acquainted with the tool. Table 3 is an 

example of what a category weighting system might look like. 

Table 3 An example category weighting system for quality impact assessment scores. 

Category Percentage Rating 

4 100% Most important 
3 75%  
2 50%  
1 25% Least important 
0 0% Not included 
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Using a category weighting system would simplify the process for the user giving them a method by 

which they could order the importance of the different assessment scores given by the tool. 
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Appendix F 

Title and heading changes 

This section describes a series of changes to the wording of some titles and headings within the QEIA 

tool. These changes have been suggested to help clarify what is being requested of the user and 

improving the consistency of naming throughout the tool. 

The format (Tab name in QEIA tool document) => (Section with the specified tab) is used to 

describe the location of the suggested change within the QEIA tool document. 

Menu tab => Proposal summary description 

Changing the subtitle of the proposal summary description from “Summary description of the 

change proposal:” to “Summary description of the proposed change:” might help to clarify that the 

change has yet to take place by using the explicit future tense. 

Summary tab => Proposal summary description title 

Should the proposal summary description title on the menu tab be changed to “Summary 

description of the proposed change:” the text box title should also be changed on in the summary 

tab. 

Summary tab => Total quality impact scores section 

It is suggested that the heading “Total Quality Impact” be changed to “Summary of Impact Quality 

Scores”. This change would better highlight that these are a group of impact quality scores. 

Summary tab => Equality Impact scores section 

It is suggested that the heading “Equality impact” be changed to “Summary of Equality Impact 

Scores”. This will maintain consistency of naming conventions. 

Safety tab => Area applied section 

The heading “Area applied” might be too vague a description for the user to immediately 

understand. Providing a more descriptive title such as “Department or clinical area name where the 

change will take place”. 

Safety, effectiveness, experience and other impacts tabs => Narrative description text box 

headings  

The grammatical tense of the description text boxes in the safety, effectiveness, experience and 

other impacts assessment tabs is currently slightly ambiguous. Changing the text to better reflect 

that the change has not taken place but will in the future would be useful for the reader. For 

example changing the text, “What is the impact on the SAFETY of patients of implementing the 

change proposed? (Please add a description of evidence)” to “What would be the impact on the 

SAFETY of patients if the proposed change is implemented? (Please use available evidence and 

provide references)”. The suggested text is more explicitly in the future tense. The request for 

evidence contained in the parenthesis has also been altered. The suggested text requests references 
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for the evidence being provided which should prompt the user to include these. The inclusion of an 

evidence hierarchy is also suggested in Appendix G to aid in this process.  

Measurement tab => Narrative description text box heading 

Changing the heading “How will the Impact of Safety, Effectiveness and Experience described above 

be measured?” to “How will the impact of the proposed changes on safety, effectiveness and 

experience, as previously described, be measured?” removes the need to use the phrase “described 

above” as the text is not literally above this page.  

Safety, effectiveness, experience and other impacts tabs => Assessment page titles 

It would be useful to change the title at the top of each assessment page to include the word 

assessment. For example on the Safety tab to change the Title from “Safety” to “Safety assessment” 

to better reflect the titles on the menu buttons in the Menu tab. 
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Appendix G 

Other suggested changes 

The format (Tab name in QEIA tool document) => (Section with the specified tab) is used to 

describe the location of the suggested change within the QEIA tool document. 

Menu tab => Instructions section 

It is suggested that some of the text in the instructions section of the menu tab be changed to help 

clarify the use of the tool. This altered text below has been kept as similar to the original as possible 

to maintain the message that the author wished to convey. 

Change of text to – This tool assesses four domains that are related to the quality of patient care: 

Safety, effectiveness, patient experience, any other impacts on the patient. The tool also includes an 

equality impact assessment. 

Please begin by completing the project information on this page. 

Next, please work through the tool to identify the impact of your proposed service change(s) in 

relation to current practice. You will need to complete the four work sheets, numbered 1 to 4 in the 

menu below, using text and the drop down boxes. You will also need to complete the equality 

impact assessment (EIA), button 5, to demonstrate compliance with the equality act 2010. A quality 

impact score will be automatically generated as you complete the tool; these results are displayed in 

the summary sheet. 

Menu tab => Menu section 

To help the user understand the order in which to complete each section of the tool, alternative 

layouts and the inclusion of a numbering system for each part of the impact assessment are 

suggested. The numbering system refers to the numbers included in the changed text of the 

instructions section above.  

Suggestion 1 

Splitting the menu panel into two sections and ordering the assessment buttons from left to right in 

order of completion provides a grouping mechanism and is easier for the user because the order of 

the buttons follows their normal reading direction. The first section contains the assessments 

numbered and laid out horizontally as shown in Figure 9. Then the “Other views” section enables the 

user to access the instructions, results, full screen mode etc.  

Suggestion 2 

Should you want the user to view each screen in a very specific order it is recommended that the 

menu buttons are numbered and ordered by the order that you wish them to be viewed in. 
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1. See instructions 
2. Review decision 

matrix 

3. Safety 

assessment 

4. Effectiveness 

assessment 

5. Experience 

assessment 

6. Other impacts 

assessment 

7. Measurement 

approach 

8. Equality impact 

assessment 
9. Summary 

10. Detailed view Full screen Exit full screen 

Menu 

 

 

 

 

 

 

 

 

 

 

 

Figure 9 Menu button panel suggestion 1 – numbered split panel 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 10 Menu button panel suggestion 2 – Numbered and ordered single panel 
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Not all of the buttons have to be numbered, for example in Figure 10 the full screen buttons have 

been left without numbers. Leaving buttons unnumbered can help indicate to the user that these 

buttons are of a different type of function to the other buttons and are best used whenever it is 

appropriate. 

Suggestion 3 

The changes to the menu section proposed in suggestions 1 and 2 use a similar layout of the buttons 

to those currently employed in the QEIA tool and would only require minor changes to the layout of 

the menu tab to incorporate them. 

To fully illustrate the linear order in which the various assessments should be completed the buttons 

could be laid out in a line as in Figure 11. The line could be orientated vertically or horizontally and 

the assessments and other views kept separate or amalgamated as in suggestions 1 and 2. Using a 

more linear layout of the buttons would also make the use of a completion indicator more effective. 

The completion indicator can be easily linked to a specific button due to there being less rows 

reducing the ambiguity about which completion check is attached to which button. The completion 

checks could be a shape, colour or word. An example of this is given in Figure 12  

It is suggested that the buttons in the menu be reordered to either reflect the order in which the 

user should view each page or to separate the assessments and other buttons. The buttons would 

also be more easily understood if they were ordered from right to left horizontally as this reflects the 

way the user likely reads information. Figures… show several suggested layout changes all of which 

would be suitable depending on preference. 

Menu tab => Project details section 

The “Reviewed by:” section is currently using an incorrect input value as there is not space in the 

tool for the reviewer to enter their name. 

 

 

 

 

 

 

 

 

Figure 11 Menu button panel suggestion 3 – Fully linear horizontal numbered split panel 
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Figure 12 Menu button panel suggestion 4 – Fully linear vertical split panel with completion idicators 

Instructions tab => Guide to completion of the tool 

An evidence hierarchy could be useful to guide the user in understanding what types of evidence to 

include in the narrative description boxes. There are a number of evidence hierarchies available 

online. For health research they tend to use the general format of: 

Level 1: Systematic reviews 

Level 2: Randomised controlled trials 

Level 3: Quasi-experimental studies 

Level 4: Non-experimental studies 

Level 5: Case studies/narrative evaluation or review 

Level 6: Expert opinion 

[Level 1 represents the strongest evidence and level 6 the weakest evidence.] 
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