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Quality Impact Evidence Summaries
Measurable evidence of the impact of policy interventions on quality
About Quality Impact Evidence Summaries (QIES)

Quality Impact Evidence Summaries (QIES) present measurable evidence of the impact of policy interven ons within
the NHS. Dis nc vely, impact is viewed through the lens of quality, using the Ins tute of Medicine (IOM) domains of
quality as a framework.1
QIES began as a series of structured reviews featured in A Clear Road Ahead, a 2016 Health Founda on project
delivered in collabora on with Professor Sheila Leatherman, to shape a quality strategy for the NHS.2 The Health
Founda on re-commissioned Research Ma ers in 2017-18 to develop the structured reviews further, with the aim of
exploring the poten al to develop a sustainable tool or service to support and promote evidence-based policy and
decision making across the NHS in England.
Scope
QIES focus exclusively on na onal policy interven ons in the English health care sector. Typically, these are centrally
developed by the Department of Health, NHS England or other na onal bodies and rolled out na onally, albeit with
local varia ons in implementa on. Some interven ons may have ini ated at a local or ins tu onal level and been
adopted na onally. The me period for both policies reviewed and evidence used is from 1997 onwards.
NHS Taxonomy
As the scope and volume of relevant policy interven ons is signiﬁcant, a Taxonomy of Policy Interven ons for the
NHS in England was developed. Policies are grouped into four policy areas - governance, ﬁnance, delivery and
improvement - split further into focus areas. Groups of policy interven ons combine as policy levers, which forms a
thema c basis for a series of QIES. Each individual QIES focuses on a single policy interven on as an example of the
use of that policy lever. This enables groups of policy interven ons which share conceptual or prac cal similari es to
be described alongside each other, allowing for comparison about what works.
For further informa on, see the separate working paper: Taxonomy of health care policy interventions for the NHS in
England, Working paper for Quality Impact Evidence Summaries (QIES) project, February 2018.3
Impact on quality
In assessing and presen ng the impact on quality of policy interven ons, we have used the Ins tute of Medicine
(IOM) framework for the quality of health care.1 This describes six domains (or aims), across which improvements in
quality can occur. These are:

●
●

Safe: avoiding harm to pa ents from the care that is intended to help them.
Effective: decision-making and service provision based on clinical and scien ﬁc evidence and knowledge, as
well as refraining from providing services to those not likely to beneﬁt (avoiding underuse and misuse,
respec vely).

●

Patient-centred: providing care that centres on the pa ent, respec ng and responding to individual pa ent
preferences, needs, and values and ensuring the pa ent is in control.

●
●
●

Timely: reducing waits and delays for both those who receive and those who give care.
Efficient: providing care that is cost-eﬀec ve and avoids waste.
Equitable: providing care that does not vary in quality because of personal characteris cs such as gender,
ethnicity, geographic loca on, and socioeconomic status.

Evidence about a policy interven on is reviewed and ﬁndings which show impact against one or more domain of
quality form the basis of results gathered and presented in a QIES. Assessments of the level of impact within each
domain are made: impact on quality can be posi ve, uneven and can also be unintended.
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Methodology
QIES iden fy the key and most relevant evidence, only where measurable impact on quality is demonstrated,
resul ng in a suﬃciently secure evidence base for conclusions to be tested and drawn. The approach is me-limited
and pragma c and is not intended to be comprehensive or meet the academic standards of a systema c review.
For each policy interven on, a structured search of published literature is conducted using, key databases, such as
NHS Evidence, PubMed and Cochrane Library, as well as relevant sources of grey literature and stakeholder reports.
Searching combines database searching, reference scans, looking at recommended studies/authors and targeted
desk research. Full texts of reports and studies are obtained and viewed for the majority of studies, but some mes
the abstract provides suﬃcient informa on.
A discussion of the evidence used describes the key sources used to produce the QIES, including the number of
relevant studies and diﬀerent evidence types. Results are presented thema cally, based on the IOM domains and
describe the measurable impact of the policy interven on on aspects of quality of care in the English NHS. This is
supported by a summary table with judgements about the strength of the impact for each IOM domain.
About Research Matters
Research Ma ers is a small, well-established research company delivering high quality, client-focused research to
ght me-scales for clients across many sectors. Our work is bespoke, pragma c and insight driven and our style is
always friendly, ﬂexible and professional.
We have completed a number of rapid evidence reviews for the Health Founda on, as well as developed a
methodology for Quality Impact Evidence Summaries and an NHS taxonomy to facilitate a structured approach to
producing of evidence reviews. Most recently, we have completed a review on reten on in the health and social care
workforce.
*

* *
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Role Development: Emergency Care Practitioners

In this Quality Impact Evidence Summary (QIES), we examine the impact on quality of the Emergency Care
Prac oner (ECP) role. This policy interven on sits within the policy lever of Role Development within the NHS
Taxonomy.
NHS Taxonomy: Positioning of Policy Intervention
Policy area

Policy focus

National policy levers

Governance
Finance
Service provision
Workforce planning

Delivery

Role development
Adjustments to NHS roles, including developing
existing roles, task shifting and creating new roles

Workforce strategy

Team-based-working and collabora on
Pa ent involvement
Public health programmes
Improvement
Related evidence summaries within the policy lever of role development are: Clinical Pharmacists, Modern Matrons,
Community Matrons, Physician Associates and Clinical Nurse Specialists.
Description of intervention
Role description
An Emergency Care Prac oner (ECP) is a clinical role ﬁlled by someone with either a paramedic or nursing
background, whose skills have been extended so they can work across the tradi onal boundaries of emergency and
unplanned care. They are able to assess, diagnose, treat, refer and discharge certain pa ents without reference to a
doctor. ECPs can work in diﬀerent se ngs, including urgent care centres, ambulatory response services, and primary
care out-of-hours services or in control centres responding/advising by phone.
The main focus of the ECP role is to improve the pa ent experience and pathway of care, par cularly by discharging
pa ents at the scene or by referring to the most appropriate service, with the eﬀect of reducing unnecessary
a endances at A&E departments or avoidable inpa ent admissions.
Policy context and implementation
The ECP role evolved through the Changing Workforce Programme, with the aims of increasing care quality and
opera onal eﬃciency, while at the same me reducing wai ng mes and A&E a endances. The 2003 Emergency
Care Practitioner Trials, funded by the Department of Health (DoH) and piloted across 17 sites,4 helped establish the
role. A er a posi ve ﬁrst phase evalua on, na onal roll-out began in earnest. Local models were developed, varying
according to the professional backgrounds of recruited ECPs, training and educa onal programmes, and the ways in
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which ECPs were deployed. A Skills for Health competency framework was developed and published in 2007,
outlining the knowledge, skills and core competences which all ECPs must achieve at the point of qualiﬁca on.5
By 2007 there were 25 schemes opera ng in England and Wales, employing over 650 ECPs, with a further 210 in
training.6 Numbers peaked in 2010 at 780 ECPs, but dropped a er that – latest ﬁgures show 688 ECPs in 2014,
represen ng a small propor on of paramedics.7
Implementa on issues included lack of clarity and consistency over the role descrip on, use of the job tle and also
whether the role sat within the paramedic or broader urgent care career paths. The use of the role in diﬀerent
se ngs and varied professional backgrounds lead to some uncertainty over how to deploy ECPs. It was never a
registered or protected tle, and is no longer supported by the College of Paramedics.8 Indica ons are that the role
has gradually been rebranded or redeﬁned as Specialist Paramedic, Paramedic Prac oner or as Cri cal Care
Prac oner.9
Funding
The DoH provided funding for the ini al trial and then supported a second phase na onal rollout, channelled via
Strategic Health Authori es and allocated on a ‘fair share’ basis. Otherwise, implementa on was designed and
resourced at a local level.
Discussion of evidence
22 relevant studies were iden ﬁed and reviewed for the QIES, with most research looking at impact between
2004-09, when the ECP role was being established and promoted. Key sources of evidence include:

●

Independent, DoH funded evalua on of 17 na onal ECP pilots. This led to a main report, several
accompanying ar cles and a report by the Modernisa on Agency summarising the research.4,10–12

●

Strand of work focusing on London ECPs. This was a series of qualita ve studies, interviewing ECPs and
pa ents about their experiences. They were rela vely small scale as a result of the newness of the role in
London and research design.13–15

●

Larger, NIHR funded ‘whole system’ evalua on comprising ﬁve study streams within a mixed methods
framework.6,16–19

Other evidence included smaller studies and case studies20,21 and more recently, a systema c review summarising the
available evidence.22
Varia ons in local implementa on and se ngs meant the impacts measured were not comparable, which was noted
in NIHR research.6 Other research issues included inconsistency over the role deﬁni on and use of the tle, making
comparisons of evidence diﬃcult, as well as poor understanding of the way diﬀerent mixes of cases aﬀected referral
rates.21,23 Also, much of the empirical work was undertaken when ECPs were rela vely new, small in number and s ll
embedding.4,24
A number of studies, including the early evalua ons highlighted the need for a whole system approach to evaluate
the impact of ECPs, as the implica ons were o en wide ranging, complex and diﬃcult to isolate from broader service
redesign.21 There was agreement that randomised trials were not always the best methodological approach because
randomising some pa ents failed to capture the whole system eﬀect: “The evaluation of new roles such as the ECP is
challenging and requires new ways of measuring their effect. Research has to take into account the ‘whole system
effects’ of a changing workforce innovation in the settings in question. This includes taking into account the effects on
patients, services and the workforce themselves.”6
Gaps in evidence
Evalua ons were unable to measure clinical outcomes or examine cost-eﬀec veness adequately:14,16 “positive
findings remain tentative in the absence of analyses on two key factors which were planned for inclusion in the
present study, namely the clinical outcome of care, and the cost of care provided by different practitioner groups.”13
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Cost beneﬁt analysis was challenging because of the need to account for cost impact across the full pathway,
including factors such as reduced referral/conveyance rates or increased me at the scene.23 This was seen to limit
overall posi ve conclusions: “a comprehensive judgment on the commissioning of ECP services cannot yet be made in
absence of evidence of delivery of care across the whole patient episode.”22
Strength of evidence
A good spread of studies and evalua ons, with robust methodological approaches, provides secure and valuable
insight into the impact on quality of many aspects of the ECP role. However, inconsistent evalua on of pa ent
outcomes and limited es mates of cost eﬀec veness makes it hard to draw ﬁrm conclusions about overall impact.
Impact on quality
Evidence on the ECP role found them to be as safe, appropriate and eﬀec ve as the roles they were subs tu ng, with
an iden ﬁed strength in decision-making and suppor ng decisions made. Lower rates conveyance to hospital or
other services were demonstrated or implied as an eﬃciency, which in part contributed to high levels of pa ent
sa sfac on. The rela onships established with pa ents and nature of communica ons were also noted as
pa ent-centred. Impact on meliness was complex to measure and as a result, did not show clear impact on quality.
Safety
Research addressing the safety of ECPs reported that they were no less safe than other prac oners. One study
found "no evidence that care provided by an ECP was less safe than the care provided by the control providers."4
Later research conﬁrmed "earlier findings that in the UK, the overall care provided by ECPs is at least equally as safe
as the care provided by non-ECPs in similar settings."16 The safety of ECP decisions to treat some elderly pa ents at
home rather than transfer them, was found to be “in the most part, safe and did not lead to a significant increase in
re-attendance rates or death of these patients, representing a very important clinical finding.”25 There was also some
evidence that ECPs performed well at speciﬁc tasks which supported safety, such as quality of records.6,16
Effectiveness
The ECP role was seen to be appropriate and eﬀec ve, and in some evalua ons, more eﬀec ve than decisions by
other prac oners. An audit of nearly ~4,700 pa ents seen by an ECP found that the majority of referrals to the
emergency department were appropriate – with just 2.4% deemed as inappropriate.26 A 2014 systema c review of
the ac vity and impact of ECPs found “a number of studies of high methodological quality describing care processes
(diagnosis, investigations instigated and treatment initiated) provided by ECPs as equivalent to or better to that
provided by practitioners with traditional roles.”22 Other research looked at the decision making of London ECPs and
found that “both patients and clinical reviewers judged appropriateness of ECPs’ decisions making and the care
pathway decisions ECPs made, to be more appropriate than those of their medically qualified colleagues.”13 Following
their review, the Modernisa on Agency concluded that “there is a consensus view that the development of ECPs will
dramatically improve the provision of unscheduled and emergency care services. ECPs will ensure that patients
receive the most appropriate care at the most appropriate time and in the most appropriate place.”10
Evalua ons looking at the eﬀec veness of ECP’s care for speciﬁc pa ent groups also saw a posi ve impact,
par cularly when dealing with older pa ents. This meant that more pa ents were treated appropriately at home or
referred to a speciﬁc service rather than taken hospital: “Paramedics with extended skills can provide a clinically
effective alternative to standard ambulance transfer and treatment in an emergency department for elderly patients
with acute minor conditions.”27
One study noted that large diﬀerences in clinical eﬀec veness were unlikely, as this implied that ECPs were providing
be er care than their counterparts.6
The addi onal training and educa on ECPs had undertaken was found to improve decision making and develop
conﬁdence.23 In addi on, the early pilot iden ﬁed a further small eﬀect on communica on skills, sugges ng that
ECPs elicited more informa on from pa ents and ar culated their conclusions more clearly.24
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Efficiency
Two key measures of eﬃciency were explored in evalua ons of the impact of ECPs. Evidence of decreases in
conveyance rates were a consistent feature, but overall cost eﬀec veness was much harder to isolate.
Several studies showed that ECPs had lower rates of conveyance and dealt with more pa ents at the scene or at
home. These included:

●

NHS Modernisa on Agency/DoH publica on which reported that “ECPs are only transporting 45% of patients
to A&E, compared to a traditional ambulance response, which transports 70%-77% of patients to A&E;”10

●

Case study from an ambulance trust which saw “30% fewer patients transferred to an emergency department.”
Looking speciﬁcally at elderly fall pa ents, the study found that 48% did not need admi ng following
a endance by an ECP.28

●

Evalua on of the ECP role in London, which found that ECPs convey signiﬁcantly fewer pa ents to the A&E
(57%) compared to paramedic colleagues.13

●

Controlled observa onal study found that pa ents were signiﬁcantly more likely to be discharged home by an
ECP without referral on to another service, and similarly, less likely to require transfer to A&E or be admi ed.4

●

More recent systema c review, which found that pre-hospital prac oners were less likely to convey pa ents
to A&E and more likely to discharge at the scene than conven onal ambulance crews.20

Some evidence showed that conveyance rates varied by the se ng or service model where the ECP worked.22 An
evalua on across mul ple sites and se ngs showed that ECPs in mobile se ngs had more impact on A&E
a endance and hospital admission than those based in urgent care centres or out of hours care services. In these
sta c se ng, ECPs discharged less people than usual care givers.6,17 The skill level of the role being subs tuted by
ECPs also seemed to have a bearing on impact. One study iden ﬁed that “where usual care providers have a higher
or comparable level of skill (such as a GP, nurse practitioner) the impact of the ECP is lessened,” implying increased
value added when an ECP provided a higher level of care than previously existed.6
Evidence seen reﬂected the need to determine the most appropriate types of case for ECPs to a end, to achieve the
greatest impact from their diﬀerent knowledge, experience and approach to decisions.13 The NAO report into
ambulance services suggested that ECPs were not always used in the most eﬃcient and eﬀec ve way, o en due to
the processes that were in place. For example, “evidence suggests that the call categorisation system currently in use
in most services is not sophisticated enough to direct practitioners to the most suitable calls.”29
Evidence about cost eﬀec veness of ECPs was much less clear, with the systema c review reﬂec ng “a paucity of
evidence available for a comparison of ECP cost-effectiveness.”22 The review found four studies comparing costs of
ECPs with other providers (ambulance service, A&E, or 'usual care'). Three studies found cost savings associated with
use of ECPs, but study methods varied and the es mated savings diﬀered widely across studies. One evalua on of
cost-eﬀec veness found “strong evidence that ECPs can reduce costs when operating in mobile schemes” but less
signiﬁcant diﬀerences in other se ngs.6 The review concluded that “differences in study populations and research
methods made it impossible to draw firm conclusions about their cost-effectiveness.”
Patient-centred
Consistent evidence of increased pa ent sa sfac on was seen when an ECP a ended.T The systema c review found
that “five high quality studies found greater overall patient satisfaction in patients seen by an ECP."22 One study
iden ﬁed the elements underpinning pa ent sa sfac on as “genuine concern and respect for the patient
characterised by being compassionate, empathetic, considerate and non-judgemental.”6
There was speciﬁc evidence that eﬀorts to establish a rapport or close rela onship with pa ents had a posi ve
impact. Pa ents valued the approach taken by ECPs in terms of diligence and explaining op ons: “in two areas
("thoroughness of assessment" and "explaining what would happen next"), the care provided by ECPs was
7

experienced as considerably better. These differences were partly explained by considerably fewer patients from ECPs
being conveyed to the emergency department, suggesting that empowering ECPs to explore and explain alternatives
to the emergency department improves patient satisfaction.”14 In addi on, as well as the nature of interac on with
the ECP, a link was seen between lower rates of conveyance and increased pa ent sa sfac on.
Timeliness
Timeliness of care from ECPs was explored, but the outcomes measured varied and views were mixed on this.
Several studies reported that ECPs spent more me at the scene than ambulance crews: the early pilot es mated an
average of 22 minutes on scene for an ECP compared with the 14 minutes by ambulance crews.6 This may have been
because of “ECPs spending more time giving advice, reassuring patients, and attending to a wider range of patients’
care needs.” Time from one call to availability to the next call was not signiﬁcantly diﬀerent for ECPs versus other
ambulance staﬀ.24 However, another study highlighted improved meliness when compared to GPs in an out-of-hours
service - in this assessment, ECPs responded typically in 1 hour 10 minutes compared to 3 hours 7 minutes by GPs.10
Equity
Availability of ECPs to provide out of hours care was associated with “improving access and equity for ‘hard to reach’
groups such as those not registered with a GP, people living in rural areas remote from urgent care services, or those
dealing with difficult social problems.”6 However, local funding and variable implementa on led to uneven provision
and availability of ECPs, implying a less posi ve impact on equity.
Other impacts
Improved career development from the introduc on of this extended role was noted in the na onal evalua on, with
many newly appointed ECPs seeing the role as “enhancing their career options and retaining trained paramedics and
nurses within the NHS, and welcomed the new challenges.”4
In summary …
● Evidence, much of which was small scale, showed that ECPs had localised impact on referral rates and
improved conveyance levels. They were also valued by pa ents who appreciated the extra me ECPs spent
with them and being treated at home.

●
●

However, rela vely small numbers of ECPs limited any poten al for signiﬁcant system-level impact.
The ﬂexibility of the role, its ability to cross organisa onal boundaries and diﬀerent local funding models
resulted in wide varia ons in implementa on. Clarity over role descrip ons, career paths and professional
regula on, as well as guidance about how to eﬀec vely embed ECPs within services could have helped
promote understanding of the role and poten ally increased adop on. Newer advanced prac oners,
specialist and advanced paramedics and paramedic prac oner roles have meant that some trusts have moved
away from ECPs.
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Summary of evidence of impact on quality: Emergency Care Practitioners
Domains of
quality

Impact
Found to be at least as safe as roles they subs tuted
● ECPs performed be er at some speciﬁc aspects of safety such as quality
of records
●

Safe

Evidence that care processes are as good or be er than roles they
subs tute
● ECPs make appropriate care decisions
●

Effective

Conveyance rates to ED reduced in some se ngs, speciﬁcally mobile
● Lack of robust evidence of cost-eﬀec veness with es mates varying
widely depending on research methods and study popula ons
●

Efficient

Strong evidence of increased pa ent sa sfac on associated with value
placed on reduced conveyance
● Pa ents appreciated me and approach taken by ECPs to assess and
explain
● Several studies showed longer me spent on scene with pa ents
● Some evidence of improved responsiveness compared to out of hours
GPs
●

Patient-centred

Timely

●

Some improved equity associated with improved access for ‘hard to
reach’ groups

●

Varia on in implementa on resulted in uneven geographic access to
services

Strength of
evidence

●

Lack of research looking at changes in outcomes

Funding

●

No central funding provided. Paid for locally

Equity

Strong impact

Some impact

Mixed impact

No impact

Possible nega ve impact

No evidence

Date reviewed: January 2018
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