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[bookmark: _Toc228567507]Context and Scope of Project
Referral pathways play a critical role in ensuring timely and coordinated access to appropriate healthcare interventions (Plummer et al., 2025). It is evidenced in multiple National Health Service (NHS) case studies that well designed referral pathways can help to reduce inappropriate demand on secondary care and improve triage accuracy, ultimately leading to lower treatment costs and more balanced workloads (Transformation Partners in Health and Care, 2017). Across many NHS settings however, referral pathways continue to rely on legacy digital systems, fragmented workflows, and labour-intensive administrative processes which creates inefficiencies that directly affect both operational staff and service users (Burns, 2024; Li et al., 2025). National guidance on legacy IT management highlights that these constraints present material risks to data integrity, security, and organisational flexibility, particularly where systems have been in place for extended periods without substantive redesign (Central Digital & Data Office, 2025).
Clinicians are frequently spending valuable time navigating inconsistent and single condition referral pathways, including telephone-based referrals, email chains and duplicated data entry (Shephard et al., 2018). This contributes towards delays, variability in service access, and increased workload pressures at a time when frontline workforce capacity is already stretched (Castelli et al., 2023). Procuring modern digital solutions to rectify these issues may appear to be an obvious remedy, however in practice, such systems are often costly and difficult to deploy within complex healthcare environments (National Audit Office, 2020).
Within Aneurin Bevan University Health Board (ABUHB), referral pathways into Primary Care, Community and Intermediate Care services vary significantly between service areas, reflecting a combination of legacy digital infrastructure, locally developed processes, and operational pressures. Some pathways rely on shared inboxes, manual triage, or multiple disconnected systems, increasing the likelihood that referral activity is managed differently depending on point of entry.
The Rapid Frailty Response (RFR) team form part of the wider Gwent Frailty Service, who are a multi-disciplinary team within the Primary Care and Community division in ABUHB. The service aims to reduce unnecessary hospital admissions by providing safe alternative pathways and minimising hospital stay by facilitating early hospital discharge. RFR provides acute interventions and monitoring to patients who are acutely ill but medically stable, who have been seen by a GP or Secondary Care Clinician and are well enough to be managed at home (Aneurin Bevan University Health Board, 2024). The RFR service currently receives the majority of their demand through the Frailty Portal, a legacy in-house digital system that is populated with new referrals by the Single Point of Access (SPA) (Aneurin Bevan University Health Board, 2025). The SPA operates as a clinical contact centre primarily supporting services in ABUHB by managing patient referrals using Adastra, a clinical patient management software hosted by OneAdvanced (OneAdvanced, 2016). 
The Frailty Portal has been the primary patient administration system in use by RFR since their inception in 2011, however it has seen minimal development since. The system does not support the direct creation of new referrals and is not currently being commissioned for enhancement. As a consequence, a workaround has been implemented that relies on interoperability between Adastra and the Frailty Portal via an application programming interface (API), enabling referral information entered by SPA call handlers on Adastra to be transferred over to the Frailty Portal (Strawley et al., 2012). While this arrangement allows existing pathways to function, it is dependent on multiple teams and systems, increasing the risk of error and instability.
In addition to limitations associated with legacy digital systems, referral pathways into the RFR service are increasingly influenced by operational pressures and clinician behaviour. Clinicians are increasingly contacting RFR teams directly to discuss referral suitability or to request urgent intervention, reflecting the time sensitive and complex nature of frailty care. Whilst these direct contacts are often clinically appropriate, they represent a deviation from the agreed referral pathway and do not consistently result in a formal referral record. As a consequence, operational teams are required to retrospectively process referral information, increasing administrative burden and introducing variability in how referrals are logged. Prior to intervention, this required RFR staff to subsequently contact SPA to relay referral details so that a record could be manually created on the Frailty Portal.
Furthermore, activity that is assessed or triaged but not accepted onto the RFR caseload during these direct contacts is not consistently recorded within existing systems, meaning a significant proportion of clinical decision‑making and workload is not currently visible within formal activity data. Across the five boroughs of ABUHB, locally developed processes have emerged to manage this activity, resulting in non‑standardised practice, information governance risks, and reduced confidence in referral data used for service monitoring, planning, and external reporting.
In response to these challenges, a project was commissioned in December 2025 to focus on a targeted digital intervention designed to improve the capture and standardisation of referral activity occurring outside of formal RFR pathways. Prior to implementation, a series of discussions and working meetings were held with relevant clinical and operational stakeholders to map existing processes, understand local variation in practice, and ensure that differences in referral management and information requirements were fully considered before any changes were proposed (Greenhalgh et al., 2017). The intervention introduces a bespoke patient assessment form, developed using Microsoft Forms, a secure digital data collection tool (Microsoft, 2025), capturing all pre-referral activity. The form is completed in real time by RFR staff when receiving direct contact from clinicians and is tailored to different situations, with different questions being prompted dependent on whether the requested intervention is preventing admission or facilitating discharge. The form enables RFR staff to record key information at the point of contact, including patient details, the nature of the intervention required, and the outcome of the interaction.
[bookmark: _Hlk228538030]Crucially, and as demonstrated in Figure 1, once the form has been submitted, Microsoft Power Automate, a low-code workflow automation platform (Microsoft, 2025b) is then utilised as an automated workflow process to identify the details within the submitted Microsoft Form and share all referral information via internal email with the appropriate colleagues based on the recorded outcome. For example, if the referral is deemed suitable and accepted onto the RFR caseload, the referral details will be automatically sent to the SPA team to create a record on the Frailty Portal. Implementing this digital intervention ensures that all referral related activity, regardless of how it enters the service, is captured in a consistent manner. The automation does not replace existing referral systems or clinical decision‑making processes, but compensates for gaps created by pathway deviation and legacy system constraints.
[image: ]Fig.1 - Example of Microsoft Power Automate flow logic used to triage and route RFR referrals


A 6-week trial of the project using 2 of the 5 boroughs in ABUHB highlighted that the same digital mechanism introduced to support RFR referral pathways could be extended beyond its intended purpose to better enable overall pathways in intermediate care, whereby referrals initially intended for RFR could be signposted to the Direct Admission Pathways (DAP), where timely escalation to a community hospital is required, and identifying suitable patients attending the Community Assessment Lounge (CAL) who could be safely managed at home. This provided a more consistent and standardised approach to identifying alternative care pathways, supporting admission avoidance, and protecting clinical time through the use of automation.
Digital transformation initiatives increasingly recognise the role of low‑code automation platforms such as Microsoft Power Automate in filling functional gaps left by legacy systems (Cresswell et al., 2020; Jones et al., 2014). The tools described in this project offer flexible and scalable workflow automation without the cost and complexity associated with bespoke system development (Aguirre & Rodriguez, 2017), allowing organisations to implement targeted improvements for referral management, reporting and administrative processes within existing digital constraints (Cresswell et al., 2020). Supporting the case for automation platforms, East Lancashire Hospitals NHS Trust recently launched a digital transformation initiative that combined robotic process automation with a GP referral system. This eliminated the use of around 83,000 sheets of paper, improved data quality, and, most importantly, automated a process that handles up to 15,000 e‑referrals each month. The innovation also freed capacity equivalent to two and a half full‑time staff posts (East Lancashire Hospitals NHS Trust, 2022).
Figure 2 illustrates the adapted referral process, incorporating both direct and indirect contacts, and highlights where workflow automation has been integrated in the referral pathway.
[image: ] Fig. 2 – Mapped end-to-end RFR referral process including workflow automation of direct and indirect contacts
[bookmark: _Toc228567508]Project Aim
[bookmark: _Hlk228451252]The overarching aim of this project is to evaluate the use of Microsoft Power Automate as a mechanism for modernising referral pathways within Primary Care, Community and Intermediate Care services, with a specific focus on the RFR service within ABUHB. The project seeks to assess whether Power Automate can address workflow inefficiencies hampered by legacy digital systems, improve the consistency and visibility of referral data, and reduce the administrative burden placed on clinical staff.
Functional referral pathways are critical to healthcare services, optimising movement across the health system (Plummer et al., 2025) and protecting the time of healthcare workers which is paramount for delivering safe and efficient services whilst managing the risk of clinician burnout (Bodenheimer & Sinsky, 2014; Department of Health and Social Care, 2025). It is estimated that health professionals spend up to a third of their working hours on non-clinical tasks, further solidifying the need for streamlined processes that are considerate of efficiency, as well as being user friendly (Sinsky et al., 2016). Existing referral routes into RFR are evidently fragmented, relying on a combination of workarounds between disconnected systems and informal professional contacts. These arrangements have developed pragmatically over time in response to service pressures, but have resulted in inconsistent information capture, reduced transparency of demand and increased reliance on telephone-based interactions with the SPA (Cresswell et al., 2020). Such inefficiencies carry implications for service responsiveness, workforce capacity, and the ability of teams to manage demand safely and effectively (Department of Health and Social Care, 2025; National Audit Office, 2020).
Power Automate has been selected as the focus of this evaluation due to its growing influence across local ABUHB services as a low-cost automation tool capable of orchestrating workflows across existing systems. This approach aligns with the wider financial context across NHS Wales, where organisations are required to deliver service improvements and innovation within increasingly constrained budgets, prioritising solutions that provide value whilst remaining conscious of cost and system complexity (National Audit Office, 2020; Welsh Government, 2023).
By enabling structured data capture, automated routing of referrals, and improved accuracy of reporting, this project has the potential to support service-level modernisation without the complexity, cost, or governance burden associated with bespoke system or application development (Cresswell et al., 2020). However, despite increasing interest in such tools, there remains limited evidence regarding their effectiveness, usability, and sustainability within frontline clinical and administrative workflows (Greenhalgh et al., 2017).
This project therefore aims not only to assess whether Power Automate can deliver measurable improvements to referral processes, but also to understand how such tools are experienced by staff and whether they are perceived as a credible and acceptable solution within this specific care context (Sekhon et al., 2017). In doing so, the project seeks to contribute both practical insight for service decision-making within ABUHB and broader learning applicable to similar services operating within constrained digital environments and financial budgets.
Table 1. Overview of the potential benefits and risks of utilising Microsoft Forms & Microsoft Power Automate (Central Digital & Data Office, 2025; Jikeli, 2026; National Audit Office, 2020; Trieflinger et al., 2025)
	Product
	Benefits
	Risks

	Microsoft Forms
	-Simple to navigate
-No formal training required
-One form to access multiple services
-Can be easily modified to reflect service changes 
	-Not the most practical when referring multiple patients
-Human data entry error can result in referral routing to incorrect service
-Changes to form structure may affect consistency of data over time

	Microsoft Power Automate
	-Cost effective – Available to all staff through Microsoft 365 licensing
-Operational staff do not need to understand automation process
-Reduction in administrative burden
-Improvement to accuracy and data quality
-Integration with existing systems
	-Automation processes can break/stop working
-Data Security
-Ongoing reliance on local expertise to maintain and update workflow



[bookmark: _Toc228567509]Research Objectives
The project is guided by three research objectives that collectively explore effectiveness, usability, and strategic value.
1. Determine the effectiveness of Power Automate as a digital tool for modernising referral pathways 
This objective is concerned with the operational impact of introducing an automated referral mechanism into the RFR pathway. Effectiveness is evaluated in practical service terms rather than technical performance alone. It includes the extent to which automation reduces reliance on manual and telephone-based processes, improves the consistency and completeness of referral information, and supports more efficient management of demand.
2. Identify factors that influence the adoption and usability of Power Automate within associated teams
While automation may offer technical capability, its success is also dependent on acceptance by end users and alignment with existing working practices (Jeilani & Hussein, 2025). This objective recognises that referral pathways are socio-technical systems shaped by professional judgement, trust, and informal routines as much as by technology (Carayon et al., 2011). The corresponding research objectives are to explore staff perceptions of usability and usefulness, identify perceived barriers and facilitators to adoption, and examine how the introduction of automation influences confidence, workload, and day-to-day practice among both RFR and SPA staff.
3. Assess whether Power Automate can be leveraged to compensate for the limitations of existing digital platforms
Rather than evaluating Power Automate as a standalone solution, this objective situates itself within the constraints of the current digital ecosystem, including legacy systems such as the Frailty Portal. The research objectives here are to assess the extent to which automation mitigates specific workflow gaps, such as the inability to create referrals directly or capture structured data consistently, and to evaluate whether it enhances visibility of referral activity in a way that supports service management and quality improvement.
Together, the research objectives and project aim provide a clear basis for evaluating both the technical and human aspects of introducing automation into a complex service environment. They ensure that the project moves beyond a narrow assessment of efficiency to consider wider implications for usability, sustainability, and digital maturity. The project does not seek to replace core clinical systems, evaluate patient clinical outcomes, or deliver a fully scaled digital product. Instead, its focus is deliberately restricted to service level workflow optimisation and the evaluation of a specific automation intervention within a defined organisational context. By maintaining this scope, the project remains feasible while still generating findings of practical relevance to services facing similar digital challenges.
[bookmark: _Toc228567510]Data Collection Methodology
Robust data collection underpins effective decision‑making, service evaluation, and quality improvement within healthcare systems, and relies on a clearly defined research design that sets out the systematic steps required to address research questions effectively (Gogo & Musonda, 2022; Lighterness et al., 2024). This is reflected in the NHS Wales Quality and Safety Framework, which highlights the need for reliable and timely data to identify variation, support learning and drive system wide improvement (Welsh Government, 2021). To support this project more specifically, mixed-methods research is widely regarded as being essential to the investigation of complex processes and systems in healthcare, particularly where organisational, technical, and human factors overlap (Fetters et al., 2013; Scott Philip J., 2016). Given the need to examine both the technical performance of workflow automation and the experiences of staff interacting with it, a convergent mixed-methods design has been selected for the project analysis. This approach involves the concurrent collection of qualitative and quantitative data, which are analysed separately and then integrated to provide a more comprehensive understanding of the research objectives (Fetters et al., 2013).
[image: ]



Fig. 3 – Diagram of convergent parallel design, adapted from (Edmonds & Kennedy, 2017)
The strength of this research method is its ability to support triangulation, enabling findings from different data sources to be compared and cross examined, thereby strengthening overall validity (Heale & Forbes, 2013). Bringing together objective performance measures with staff perspectives helps to balance the limitations of relying on a single method alone and supports a holistic assessment. It is prudent to recognise that a limitation of this approach is the possibility of conflicting results (Sale et al., 2002), however, rather than being treated as a weakness, such divergence is considered an important feature of this analysis. Differences between data sources can reveal the complexity of practical healthcare settings, offering insight into how human behaviour interacts with automated systems in ways that may not be visible through a purely quantitative or qualitative approach (Tonkin-Crine et al., 2016).



Table 2. Comparative summary of mixed method design approaches (Curry et al., 2013; Fetters et al., 2013; Gogo & Musonda, 2022; Rana & Chimoriya, 2025)
	Name
	Benefits
	Limitations

	Convergent Parallel Design
	-Parallel data collection
-Equal weighting of methods
-Strong triangulation of findings
	-Conflicting results possible

	Explanatory Sequential Design
(Quantitative first, Qualitative second)
	-Two-phase approach allows for deeper understanding of numerical data. “Why did X or Y happen in findings?”

-Allows for qualitative phase to be adjusted based on quantitative findings
	-Requires completion of quantitative analysis before considering qualitative data

-Qualitative findings are often reactive which can undervalue contextual data

	Exploratory Sequential Design
(Qualitative first, Quantitative second)
	-Allows researchers to understand the problem as experienced by people/staff, before deciding how to measure it with numbers
	-Longer study durations and demand on resource

-Risk of weak integration is each phase is poorly aligned

	Embedded (Nested) Design
	-Quick and efficient method if one research type is more important than the other
	-The smaller embedded section receives less attention

-The two types of research/data are not fully integrated

-Views can be under-represented



Although the use of mixed-methods research is increasing within healthcare, guidance on how to design, conduct, and critically appraise rigorous mixed-methods studies has not always been widely accessible or consistently applied (Curry et al., 2013). It is further highlighted by O’cathain et al. (2008) that mixed-methods research is frequently reported without sufficient methodological clarity, which can limit transparency and interpretation despite its suitability for complex healthcare evaluations. In awareness of this, the data collection within this project will adopt a clearly articulated convergent mixed-methods design, with explicit consideration given to data collection and integration.

Qualitative Data Collection
Qualitative data will be collected to capture staff experiences, usability perceptions and the perceived impact of workflow automation on day-to-day practice. Focus groups will be conducted with RFR staff, enabling in depth exploration of experiences and professional perspectives within a group context. In addition, structured feedback surveys will be distributed to SPA staff to capture broader perspectives on the impact of changes made to the RFR referral pathway.
Qualitative methods such as focus groups and staff surveys are widely used in healthcare research to explore experience, usability, and implementation processes, particularly in complex service environments where context and professional judgement are central to understanding change (Kitzinger, 1995; Polit & Beck, 2021). Focus groups can generate rich, practice‑based insight through interaction between participants, allowing shared experiences, challenges and adaptive behaviours to surface naturally. It is prudent to be mindful however, that discussions may also be influenced by group dynamics, with more confident participants dominating conversation or quieter staff contributing less, potentially constraining the range of perspectives captured (Gill et al., 2008). 
The focus group will be conducted via Microsoft Teams to support convenience and accessibility, demonstrating an awareness of the competing clinical workloads of nursing and medical staff (Archibald et al., 2019). The session will be recorded with participant consent, enabling accurate capture of discussion and supporting detailed analysis of responses during the qualitative analysis phase (Braun & Clarke, 2006). Participants will be informed that recordings will not be shared beyond the research team, will be used solely for analytical purposes, and that all data will be anonymised prior to reporting, with no identifiable quotations attributed to individuals.
Surveys complement this approach by offering a convenient means of capturing feedback from a broader range of staff and, where anonymity is provided, may promote openness when discussing system limitations or workflow pressures. Nevertheless, survey data can be affected by response bias and/or limited depth, and it will be necessary to ensure that questions included in the feedback survey are deliberately designed to be neutral, concise and focused on observable aspects of workflow and usability, in order to minimise the risk of leading responses (Althubaiti, 2016; Polit & Beck, 2021).
Participation in the qualitative component of the project is entirely voluntary. Participants who agree to be part of the focus group or feedback survey will be informed that they may decline to answer individual questions and are free to withdraw from the study at any time without providing a reason and without any adverse consequence, in line with established research ethics principles (Grady, 2015).
Saturation and Transferability
In qualitative research, thematic saturation is used to assess the adequacy of data collection and refers to the point at which additional data no longer generates new themes that are relevant to the research objectives (Guest et al., 2006). Saturation is assessed repeatedly during analysis rather than being determined solely by sample size and is closely linked to the scope of the study. In this project, saturation will be assessed across the focus groups conducted with RFR staff and free‑text responses collected from SPA staff surveys. Data will be reviewed on an ongoing basis to determine whether new insights continue to emerge in relation to usability, workflow impact, referral handling, and confidence in the automated process. Once themes become repetitive and no new substantive issues are identified, data collection is considered sufficient to address the qualitative aims of the study. It is recognised, however, that saturation is an interpretive judgement and does not imply that all possible perspectives have been captured (Hennink et al., 2019).
Qualitative research emphasises the need for transferability, which refers to the extent by which findings may be applicable to other settings based on similarity of context rather than representativeness of samples (Nowell et al., 2017). Transferability is supported through the provision of sufficient contextual detail to enable readers to assess relevance to their own settings. In this project, transferability is addressed through clear description of the organisational context, service model, and digital constraints under which data is generated. Findings are situated within the context of a service operating alongside legacy referral systems and multiple demand routes, enabling readers and decision‑makers to judge whether insights may be relevant to other services facing comparable workflow, referral, or digital challenges. As with all qualitative research, transferability relies on reader judgement and does not support universal claims (Green & Thorogood, 2018).
To support interpretation of the qualitative findings, a manual, adapted application of Braun and Clarke’s six‑phase framework for thematic analysis will be used. This approach provides a structured but flexible process for identifying, reviewing, and refining patterns within the data, supporting transparent and systematic interpretation of staff experiences and perceptions (Ahmed et al., 2025; Braun & Clarke, 2006).
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Fig.4 – Steps of Thematic Analysis, adapted from (Braun & Clarke, 2006)

Quantitative Data Collection
Quantitative data collection focuses on assessing changes in referral activity and administrative workload associated with the introduction of workflow automation within the RFR service. A before‑and‑after design will be employed, comparing a defined pre‑intervention period with a post‑intervention period. As referenced in Appendix A, a reporting requirements template was developed ahead of data extraction to specify the technical definition, data source, and logic for each outcome measure, ensuring consistency and clarity in how the change is evaluated (Craig et al., 2008).
Data will be extracted from a combination of existing local dashboards and the newly developed patient assessment form, ensuring that outcome metrics are available to reflect demand to services, a breakdown of referral activity, length of stay on caseload and referral conversion rates. These metrics have been selected to establish changes to administrative burden, referral appropriateness and referral pathway utilisation, capturing changes in how demand enters and is processed by the service.
Statistical and operational significance
Quantitative analysis aims to identify whether observed differences between the pre‑intervention and post‑intervention periods are unlikely to have occurred by chance alone. Where appropriate, statistical significance is used to assess whether changes in outcome measures exceed expected random variation, applying conventional thresholds to support structured comparison and interpretation (Sullivan & Feinn, 2012).
However, in the context of service evaluation, statistical significance alone is insufficient to determine the value of an intervention. Therefore, operational significance is considered alongside statistical findings. Operational significance refers to whether the magnitude and direction of observed changes are meaningful in practical terms, such as reducing administrative burden or improving the consistency and traceability of referral activity (Kazdin, 1999).
In this project, operational significance is prioritised when interpreting quantitative results. For example, changes in the volume of telephone calls to the SPA will be interpreted in operational terms rather than as inherently positive or negative. A reduction in calls may indicate less overall demand on its own, but may also reflect a shift toward increased clinician‑to‑clinician contact with RFR teams where direct discussion is deemed more appropriate. By this logic, referrals submitted via the automated pathway can be used alongside telephone numbers to SPA in order to gain a better understanding in relation to efficiency, data capture, and referral management.
This project and subsequent data collection will not be conducted within a controlled experimental design, and therefore careful consideration will need to be given to potential secular trends and confounding factors (Kim & Steiner, 2016). In particular, the selection of data collection timeframes will require attention, as referral activity and service demand may be influenced by seasonal pressures such as winter demand, influenza prevalence, holiday periods, and wider fluctuations in workforce capacity. These factors will be addressed through transparent reporting and cautious interpretation of findings (Pape et al., 2013).
[bookmark: _Toc228567511]Ethical and Information Governance Considerations
This project will be conducted as a local service evaluation of RFR, with specific reference to the impact of implementing workflow automation to referral pathways. The project did not involve the revision of any clinical decision‑making or patient treatment pathways, however, the introduction of workflow automation and the change to referral pathways raises a number of ethical and information governance considerations. This includes the management of personal and potentially sensitive data, staff consent, information security, and accountability for digital change. 
Formal governance processes were undertaken to ensure compliance with relevant organisational and national policies, reflecting Welsh Government’s Digital and Data Strategy for Health and Social Care in Wales, which emphasises that digital innovation must be supported by strong information governance, secure data handling, and public confidence in data use (Welsh Government, 2023).
This project involves a change to the way in which RFR capture, process and manage identifiable patient information and referral activity, bringing it within the scope of the UK Data Protection Regulation (GDPR) and the Data Protection Act 2018 (UK Government, 2016, 2018) As shown in Appendix B, to address these requirements, a Data Protection Impact Assessment (DPIA) was completed prior to implementation of the project. The DPIA documented the rationale for the proposed changes, outlined the impact to the workforce and relevant systems, and described potential risks relating to confidentiality, data security and access controls.
Completion of the DPIA ensured that data processing was limited to what was strictly necessary to support referral management and pathway oversight, and that appropriate technical safeguards were in place (Wachter et al., 2017). This included the use of failsafe emails, whereby nominated staff members are notified if there are any disruptions to the automated workflow, allowing them to manually extract information from the patient assessment form as a temporary measure and subsequently investigate the issue. The DPIA is a recognition of compliance and alignment with the All-Wales Information Governance Policy, which sets out clear requirements for lawful processing and accountability (NHS Wales, 2021).
Although the automation did not replace existing clinical systems or decision‑making processes, it introduced a new digital workflow layer that interacted with operational staff and referral management. To address this, a Situation, Background, Assessment, Recommendation (SBAR) paper was prepared and shared with senior leadership within the Primary Care, Community and Intermediate Care divisions respectively. This supported transparent communication of the purpose of the intervention, identified risks and documented proposed mitigations (Greenhalgh et al., 2017; Haig et al., 2006).
This governance approach ensured that the intervention was considered not only as a technical change, but as a holistic transformation requiring senior oversight and shared ownership. Risks were explicitly acknowledged, mitigated, and accepted at the appropriate level, aligning with the established digital strategy of ABUHB, which outlines the expectations for digital change to address real operational challenges rather than being adopted in isolation (Aneurin Bevan University Health Board, 2019).
[bookmark: _Toc228567512]Conclusion
This project sets out to evaluate the use of Microsoft Power Automate as a mechanism for modernising referral pathways within Primary Care, Community and Intermediate Care services. By focusing on referral activity occurring outside formal pathways, the project addresses a recognised gap in visibility and data capture that had developed through pragmatic workarounds in response to service pressure and digital immaturity.
Evaluation will be conducted through the use of a convergent mixed‑methods design, combining quantitative and qualitative research methods to gain insight from both performance data and staff experience of the automated process. This approach reflects the socio‑technical nature of referral pathways, recognising that effectiveness is shaped not only by technical capability but also by professional judgement, informal routines, and organisational context.
The project demonstrates how automation can be introduced responsibly as a support mechanism rather than a replacement for existing clinical systems or decision‑making. By adopting a low risk approach with minimal interruption to current procedures, the intervention aligns service improvement objectives with financial sustainability and digital accountability. Overall, this evaluation will offer practical insight into how workflow automation can be used to improve referral pathways within RFR and relevant alternative care pathways, whilst contributing transferable learning for similar services operating within constrained digital environments.
I confirm that this is my own original work and does not include text created by a generative artificial intelligence tool.
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Appendix A – Reporting Requirements Template
	Metric
	Technical Specification

	Total demand
	Sum of referrals managed via Frailty Portal and any activity not accepted at pre-referral screening phase

	Referrals added to Frailty Portal
	Sum of all referrals added to Frailty Portal, whether accepted or rejected/assessed out

	In-reach assessments where outcome was assessed out or reject
	Sum of all pre-referral screening forms where outcome was not accepted (rejected, assessed out and sign-posted)

	Referrals accepted for community care
	Count of referrals accepted on Frailty Portal excluding where referral source = DAP or RTG

	Referrals assessed out or rejected
	Sum of assessments which resulted in rejection / assessed out

	Referrals rejected/assessed out via Frailty Portal
	Sum of all referrals added to Frailty Portal and subsequently rejected / assessed out

	In-reach assessments where outcome was assessed out or reject
	Sum of all pre-referrals screening forms where outcome was rejected / assessed out

	Patients admitted to intermediate bedded care
	Sum of patients admitted to DAP and RTG

	Patients admitted to DAP
	Sum of patients admitted to 'intermediate care' via CWS excluding D6E

	Patients admitted to RTG
	Sum of patients admitted to D6E via CWS

	Proportion of patients suitable for DAP/RTG who were admitted
	Proportion of patients signposted to DAP via pre-referral screening form who were admitted to CWS under 'intermediate care' specialty within 24hrs

	Length of time on caseload in community
	Average length of time from referral accepted to discharge date on Frailty Portal

	Length of time in DAP bed
	Average length of time from referral accepted to discharge date on CWS where coded as 'intermediate care' excluding patients on D6E

	Length of time in RTG bed
	Average length of time from referral accepted to discharge date on CWS where coded on D6E ward

	Referral to RFR within 24hrs or recommendation to ward
	Proportion of patients where pre-referral screening form outcome was 'referral to RFR recommended' and where a referral was received on Frailty Portal within 24hrs

	Referral accepted by RFR within 24 hours of recommendation to ward
	Proportion of patients where pre-referral screening form outcome was 'referral to RFR recommended' and where a referral was accepted on Frailty Portal within 24hrs



Appendix B – Data Protection Impact Assessment Form
	Screening Questions – Proposal Description

	Please provide a few sentences/brief description of what this proposal is about:

It has been identified that an increasing number of professionals are contacting the Community Resource Team (CRT) directly to discuss the capacity and suitability of patient referrals to Frailty. This growing volume of direct calls creates two key challenges.

Firstly, when patients are accepted onto the caseload following these direct conversations, the usual referral pathway via the Single Point of Access (SPA) is not always followed consistently. This results in operational teams spending additional time processing referral information and introduces variability in how referrals are logged. Inconsistencies in adhering to the standard pathway increase the risk of delays in care and, in rare cases, referrals being missed completely.

Secondly, RFR teams are increasingly required to attend hospital sites to assess patients directly, before then passing information to SPA or other services. Across Gwent’s five teams, locally developed processes have emerged to manage this workflow. However, these separate processes differ significantly, raising concerns around inconsistent practice, Information Governance (IG) risks, and missed opportunities to harness digital tools.

A trial was therefore undertaken with Blaenau Gwent & Newport CRT to test a more consistent and efficient approach. A bespoke patient assessment form, developed using Microsoft Forms, was introduced for use whenever a professional contacts CRT directly requesting Frailty intervention. The form captures the key information required for a referral, mirroring what would typically be submitted through the SPA. Power Automate workflows embedded in the form responses automatically route the referral to the correct destination. For example, when a referral is accepted, the system generates an email to SPA containing all the information required to create an entry on the Frailty Portal, ensuring that service demand is accurately captured and clinicians are not required to make multiple phone calls. Importantly, no identifiable patient information is included in the email body.

For safety‑netting purposes, each automated email within the workflow includes a secondary ‘failure notification’ to alert the Performance Team if an action does not complete successfully. The form also allows rejected, assessed‑out, or sign‑posted referrals to be recorded, enabling more comprehensive visibility of overall service demand. In addition, a Robotic Process Automation (RPA) solution is currently in development, which will allow the outcomes captured via the form to be automatically uploaded into CWS. This further reduces manual processing time and provides an additional layer of audit assurance by clearly evidencing actions taken and decisions recorded within the workflow.

The trial also highlighted further opportunities to utilise the MS Form beyond standard frailty referral logging. The same mechanism can be used to support referrals of suitable patients onto direct admission pathways, ensuring timely escalation where appropriate. It also enables the identification of patients attending the Community Assessment Lounge who meet the criteria to be safely managed at home by the RFR team. This provides a more consistent and standardised approach to identifying alternative care pathways, supports admission avoidance, and further capitalises on the use of automation to streamline decision-making and protect clinical time.

This approach does not replace the established Frailty referral pathway. Instead, it addresses inconsistencies that arise in specific operational circumstances, ensuring demand is captured reliably across teams while supporting a more efficient and IG‑compliant process that makes better use of available technology and reduces administrative burden on frontline clinicians.
























Appendix C – Ethics Approval Form




image3.png
‘Add patient
0 caseload

Denotes added automarion

Complete.
AL patient
auditand

Reject/Assess out

-~
P— e —
sy s -
Single Point of Access (SPA} referral o -Community Assessment Lounge—————|
iy s s
‘ NoncaL
Dap request only -RFR advice (direct contact) R e
e
f—
- e
G
S0
e
e
S
Eo
= fr—
=
— —
e
Pl
e
T o> o apacysestes
e

=D

AR o





image4.png
Qualitative Research

Quantitative
Research

RFR focus group

SPAfeedback | 7| Results
survey
Capture of
outlined referral [———»1  Results

activity data

Merge Qualitative &
Quantitative results

Interpret results





image5.png
Familiarising yourself with data

Generating

initial codes

Searching for themes

Reviewing potential themes

Defining and naming themes

TN YN N YN Y O

Writing up

N A R A Y





image6.emf
PG2 Application for  Ethical Approval.docx


PG2 Application for Ethical Approval.docx
[image: S:\Quality Assurance\QAHBooks\Academic Quality Handbook 2015-16\Appendices\UWTSD Logo.jpg]PG2 / E1 FORM

APPLICATION FOR ETHICAL APPROVAL

ADAPTED FOR MSC DIGITAL TRANSFORMATION DISSERTATIONS





		STUDENTS should submit this form (and receive the outcome) via systems explained to you by the supervisor/module leader.









In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.



The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.



The individual undertaking the research activity is known as the “principal researcher”.



Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.



Please read the notes for guidance before completing ALL sections of the form.



This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  



SECTION A: About You (Principal Researcher)

		1

		Full Name:

		Adam Peter James



		2

		Tick all boxes that apply:

		Member of staff:

		☐

		Honorary research fellow:

		☐



		

		Undergraduate Student

		☐		Taught Postgraduate Student

		☒		Postgraduate Research Student

		☐





		3

		Institute/Academic Discipline/Centre:

		IMH





		4

		Campus:

		Distance learning





		5

		E-mail address:

		

2409981@student.uwtsd.ac.uk



		6

		Contact Telephone Number:

		

07701324366



		

		For students:



		7

		Student Number:

		2409981



		8

		Programme of Study:

		MSc Digital Transformation for the Health & Care Professions



		9

		Supervisor name:

		














SECTION B: Approval for Research Activity

		1

		Has the research activity received approval in principle?

(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)

		YES

		☐		NO

		☐

		

		

		Date



		2

		If Yes, please indicate source of approval (and date where known): Approval in principle must be obtained from the relevant source prior to seeking ethical approval

		Research Degrees Committee

		☐		N/A



		

		

		Institute Research Committee

		☐		N/A



		

		

		Other (write in)



		☐		







SECTION C:  Internal and External Ethical Guidance Materials

		

		Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines. You may add rows to this table if needed.



		1

		UWTSD Research Ethics & Integrity Code of Practice

		☐

		2

		UWTSD Research Data Management Policy

		☐



		3

		[List any other relevant documents here]

		☐







SECTION D: External Collaborative Research Activity

If there are external collaborators then you should gain consent from the contact persons to share their personal data with the university. If there are no external collaborators then leave this section blank and continue to section E.

		1

		Institution

		





		2

		Contact person name

		





		3

		Contact person e-mail address



		



		4

		Is your research externally funded?

		YES

		☐

		NO

		☐



		5

		Are you in receipt of a KESS scholarship?

		YES

		☐

		NO

		☐



		6

		Are you specifically employed to undertake this research in either a paid or voluntary capacity?

		Voluntary

		YES

		☐

		NO

		☐



		7

		

		Employed

		YES

		☐

		NO

		☐



		8

		Is the research being undertaken within an existing UWTSD Athrofa Professional Learning Partnership (APLP)?

		If YES then the permission question below does not need to be answered.

		YES

		☐

		NO

		☐



		9

		Has permission to undertake the research has been provided by the partner organisation?

		(If YES attach copy)

If NO the application cannot continue

		YES

		☐

		NO

		☐












Where research activity is carried out in collaboration with an external organisation

		10

		Does this organisation have its own ethics approval system?

		YES

		☐

		NO

		☐



		

		

If Yes, please attach a copy of any final approval (or interim approval) from the organisation (this may be a copy of an email if appropriate).









SECTION E: Details of Research Activity

		1

		Indicative title:

		Evaluating Workflow Automation to Modernise Referral Pathways in Rapid Frailty Response Service



		2

		Proposed start date:

		

		Proposed end date:

		



		

		Introduction to the Research (maximum 300 words per section)

Ensure that you write for a Non-Specialist Audience when outlining your response to the points below:

· Purpose of Research Activity

· Proposed Research Question

· Aims of Research Activity

· Objectives of Research Activity

Demonstrate, briefly, how Existing Research has informed the proposed activity and explain

· What the research activity will add to the body of knowledge 

· How it addresses an area of importance. 



		3

		Purpose of Research Activity



The purpose of this research activity is to evaluate a workflow automation intervention introduced within the Rapid Frailty Response (RFR) service at Aneurin Bevan University Health Board (ABUHB). The project was undertaken in response to operational challenges associated with fragmented referral pathways, reliance on informal communication and inconsistent capture of referral activity occurring outside of formal pathways. By introducing a structured digital mechanism for automating the capturing and routing of referral activity, the project seeks to assess whether automation can support more consistent referral management while remaining aligned with existing clinical workflows, professional judgement, and organisational governance requirements. 





		4

		Research Question

Can workflow automation support the modernisation of referral pathways within the Rapid Frailty Response service?



		5

		Aims of Research Activity



The main aim of the research activity is to evaluate the use of low‑code workflow automation as a means for modernising referral pathways within the RFR service. The project aims to determine whether automation can improve the consistency, completeness, and transparency of referral data, reduce reliance on manual and duplicated processes, and support more efficient management of demand. the project also aims to understand staff experience of the automated workflow and assess whether it is viewed as a credible and acceptable alternative to a purpose built supplementary clinical system or application.







		6

		Objectives of Research Activity



1. Determine effectiveness of Power Automate as a digital tool for modernising referral pathways



2. Identify factors that influence the adoption and usability of Power Automate within associated teams



3. Assess whether Power Automate can be leveraged to compensate for limitations within existing digital infrastructure







		

		Proposed methods (maximum 600 words)

Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed. You do not need to justify the methods here, but should instead describe how you intend to collect the data necessary for you to complete your project.



		7

		This project adopts a convergent mixed‑methods design to evaluate the impact of workflow automation on referral pathways within the RFR service. The use of both quantitative and qualitative methods reflects the socio‑technical nature of referral processes, where operational outcomes and staff experience are interdependent. Quantitative and qualitative data will be collected over the same evaluation period, analysed separately, and then integrated during interpretation to provide a comprehensive understanding of the research question and objectives.



Qualitative methods:

The qualitative component is designed to explore staff experience of the automated referral process and to understand factors influencing usability, adoption, and perceived value. Data will be collected through focus groups with RFR staff and feedback surveys distributed to SPA staff, as both groups are directly impacted by the workflow change.



Two focus groups will be conducted with RFR staff, comprising participants from different teams to encourage varied perspectives while maintaining manageable group dynamics. Focus groups will allow exploration of shared experiences, perceived benefits, challenges, and unintended consequences of automation. Participation will be voluntary, with sessions conducted via Microsoft Teams for convenience and accessibility. Discussions will be audio‑recorded with consent and transcribed for analysis.



SPA staff will be invited to complete a brief feedback survey incorporating closed questions and free‑text responses. Survey questions will be deliberately designed to be neutral, concise, and focused on observable aspects of workflow and communication to minimise response bias.



Qualitative data will be analysed thematically, with particular attention to usability, workflow impact, alignment with existing practices, and confidence in the automated process.



Quantitative methods:

The quantitative component uses a before‑and‑after service evaluation design to assess changes in referral activity and administrative workload following the introduction of workflow automation. Data will be extracted retrospectively from existing service dashboards for a defined pre and post intervention period. Outcome measures have been specified and documented within a reporting requirements template to ensure consistency and transparency in data collection. Given the evaluation context and absence of a control group, findings will be interpreted cautiously, with emphasis placed on operational rather than purely statistical significance.





		


		Location of research activity

Identify all locations where research activity will take place.



		8

		University of Wales Trinity St David / Aneurin Bevan University Health Board



		

		Research activity outside of the UK

If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants. If you live in the country where you will do the research then please state this.



		9

		





(this box should expand as you type)







		10

		Use of documentation not in the public domain: Are any documents NOT publicly available? 



		NO

		☒



		

		

		YES

		☐



		11

		If Yes, please provide details here of how you will gain access to specific documentation that is not in the public domain and that this is in accordance with the current data protection law of the country in question and that of England and Wales.







(this box should expand as you type)







		

		Does your research relate to one or more of the seven aims of the Well-being of Future Generations (Wales) Act 2015?

		

YES

		

NO



		12

		A prosperous Wales

		☐

		☐



		13

		A resilient Wales

		☐

		☐



		14

		A healthier Wales

		☒

		☐



		15

		A more equal Wales

		☐

		☐



		16

		A Wales of cohesive communities

		☐

		☐



		17

		A Wales of vibrant culture and thriving Welsh language

		☐

		☐



		18

		A globally responsible Wales

		☐

		☐



		19

		If YES to any of the above, please give details:



		

		

In line with the Well‑being of Future Generations (Wales) Act 2015 and A healthier Wales, this research evaluates a sustainable, digitally enabled approach to modernising referral pathways that prioritises efficient use of resources, workforce wellbeing, and long‑term service resilience. By focusing on a local incremental improvement rather than large scale system replacement, the project supports responsible innovation that benefits both current and future service users.











SECTION F: Scope of Research Activity

		

		Will the research activity include:

		YES

		NO



		1

		Use of a questionnaire or similar research instrument?

		☒

		☐



		2

		Use of interviews?

		☐

		☒



		3

		Use of focus groups?

		☒

		☐



		4

		Use of participant diaries? 

		☐

		☒



		5

		Use of video or audio recording?

		☒

		☐



		6

		Use of computer-generated log files?

		☐

		☒



		7

		Participant observation with their knowledge?

		☐

		☒



		8

		Participant observation without their knowledge?

		☐

		☒



		9

		Access to personal or confidential information without the participants’ specific consent?

		☐

		☒



		10

		Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?

		☐

		☒



		11

		Performance of any acts which may cause embarrassment or affect self-esteem?

		☐

		☒



		12

		Investigation of participants involved in illegal activities?

		☐

		☒



		13

		Use of procedures that involve deception?

		☐

		☒



		14

		Administration of any substance, agent or placebo?

		☐

		☒



		15

		Working with live vertebrate animals?

		☐

		☒



		16

		Procedures that may have a negative impact on the environment?

		☐

		☒



		17

		Other primary data collection methods. Please indicate the type of data collection method(s) below.

		☐

		☒



		

		Details of any other primary data collection method:







(this box should expand as you type)

		

		





If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).



If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 


SECTION G: Intended Participants

If there are no participants then do not complete this section, but go directly to section H.



		

		Who are the intended participants:

		

YES

		

NO



		1

		Students or staff at the University?

		☐

		☒



		2

		Adults (over the age of 18 and competent to give consent)?

		☒

		☐



		3

		Vulnerable adults?

		☐

		☒



		4

		Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)

		☐

		☒



		5

		Prisoners?

		☐

		☒



		6

		Young offenders?

		☐

		☒



		7

		Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?

		☐

		☒



		8

		People engaged in illegal activities?

		☐

		☒



		9

		Others. Please indicate the participants below, and specifically any group who may be unable to give consent.



		☐

		☒



		

		Details of any other participant groups:







(this box should expand as you type)

		

		







		

		Participant numbers and source

Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 



		10

		How many participants are expected?



		25 participants invited across focus groups and survey 







		11

		Who will the participants be?



		RFR staff (Nursing and Medical staff): 15 members of staff invited (3 from each of the 5 boroughs within ABUHB). Assuming full attendance, these participants will be split into two focus groups:



· Group 1 – 8 participants

· Group 2 – 7 participants



Single Point of Access (SPA) staff (Contact centre staff): 10 staff invited to complete feedback survey in relation to their perspectives on workflow impact





		12

		How will you identify the participants?

		Potential participants will be identified through their role within the RFR and SPA teams. In recognition of staff availability and workload pressures, initial contact will be made via team leaders to gauge interest and availability, with participation remaining entirely voluntary and separate from line management decision‑making.














		

		Information for participants:

		

YES

		NO

		

N/A



		13

		Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?

		☒

		☐

		☐



		14

		Will you tell participants that their participation is voluntary?

		☒

		☐

		☐



		15

		Will you obtain written consent for participation?

		☒

		☐

		☐



		16

		Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?

		☒

		☐

		☐



		17

		If the research is observational, will you ask participants for their consent to being observed?

		☐

		☐

		☒



		18

		Will you tell participants that they may withdraw from the research at any time and for any reason?

		☒

		☐

		☐



		19

		With questionnaires, will you give participants the option of omitting questions they do not want to answer?

		☒

		☐

		☐



		20

		Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?

		☒

		☐

		☐



		21

		Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?

		☒

		☐

		☐



		22

		If NO to any of above questions, please give an explanation 



		

		





(this box should expand as you type)



		24

		Will participants be paid?

		☐

		☒

		☐



		25

		Is specialist electrical or other equipment to be used with participants?

		☐

		☒

		☐



		26

		Are there any financial or other interests to the investigator or University arising from this study?

		☐

		☒

		☐



		27

		Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?

		☐

		☒

		☐



		28

		If YES to any question, please provide full details 



		

		





(this box should expand as you type)










SECTION H: Anticipated Risks



		

		
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 



If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  



		1

		Full risk assessment completed and appended? 

		Yes 

		☐



		

		

		No

		☒



		2

		Risks to participants

For example: sector-specific health & safety, emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information



		

		1. Time burden for participants taking part in data collection methods (focus groups and feedback surveys)



2. Participants feeling uncomfortable about answering perspective related questions



3. Participants feeling anxious about being recorded

		1. Team leaders will be approached prior to scheduling focus groups and distributing surveys to determine workload 

pressures and availability



2. Participants will be informed prior to data collection that their participation is voluntary and they are not obligated to answer every question. Questions will also be deliberately designed in a neutral manner to avoid response bias



3. Participants will be informed at invitation and reminded before starting that ALL data will be anonymised, they have the right to review the transcript and that they also maintain the right to withdraw from the process at any time







		3

		If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities



		

		



		4

		Risks to the investigator

For example: personal health & safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest



		

		1. As this project is undertaken alongside existing professional responsibilities, there is a potential risk of researcher fatigue or emotional strain associated with balancing research activity and operational workload. This may include time pressure, competing priorities, and the cognitive burden of conducting reflective research



2. Risk of data breach or loss of data

		1. This risk will be mitigated through careful planning and time management, with research activities scheduled to avoid peak operational periods where possible. Ongoing supervision and academic support will be utilised to reflect on workload and wellbeing. As this is a service evaluation rather than sensitive clinical research, the likelihood of significant emotional distress is considered low.



2. Risks relating to data loss or breach will be mitigated through secure storage on approved systems, restricted access controls, and early anonymisation of all identifiable data.



		5

		University/institutional risks

For example: adverse publicity, financial loss, data protection



		

		None

		





		6

		Environmental risks

For example: accidental spillage of pollutants, damage to local ecosystems



		

		None

		











		

		Disclosure and Barring Service



		

		If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.

		YES



		NO



		N/A





		7

		Does your research require you to hold a current DBS Certificate?

		☐

		☒

		☐



		8

		If YES, please give the certificate number. If the certificate number is not available please write “Pending”; in this case any ethical approval will be subject to providing the appropriate certificate number.

		










SECTION I: Feedback, Consent and Confidentiality



		1

		Feedback

What de-briefing and feedback will be provided to participants, how will this be done and when? 



		

		Participants will be de‑briefed following their involvement in the research activity. For focus group participants, de‑briefing will take place at the end of the session, providing an opportunity to reflect on the discussion, ask questions and raise any concerns. Survey participants will be provided with an opportunity for their answers to be emailed to them as a receipt. In all cases, participants will be reminded of the purpose of the research, how their contributions will be used, and the intended outputs. Contact details for the researcher will be provided should participants have any follow up questions or wish to discuss their participation further.





		2

		Informed consent

Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded in accordance with prevailing data protection legislation.



		

		Due to both qualitative methods of data collection being performed electronically, informed consent will be gained in the following ways:



Focus groups:

Informed consent for participation in focus groups will be obtained through a written consent form provided to participants in advance of data collection. Participants will be asked to review and complete the consent form prior to taking part. On the day of the focus group, participants will be reminded of the purpose of the research, informed again of their right to withdraw at any time, and given the opportunity to ask questions before the session begins. Participants will be explicitly advised when audio recording is about to start, and recording will only commence once verbal confirmation has been given that they are happy to proceed.



Feedback surveys:

Informed consent will be obtained via a mandatory tick‑box at the start of the feedback survey. Participants will be required to confirm that they have read the participant information, understand the purpose of the research activity, and consent voluntarily to take part before proceeding to the survey questions.





		3

		Confidentiality / Anonymity

Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 



		

		Confidentiality and anonymity will be maintained throughout data analysis and distribution of findings. No identifiable information will be included in any reports, presentations, or written outputs. Qualitative data will be anonymised during analysis, with names, roles and team location details removed or generalised.







SECTION J: Data Protection and Storage



		

		Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?

		YES

		NO



		1

		“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants is considered to be personal data.

		☐

		☒



		

		If YES, provide a description of the data and explain why this data needs to be collected:



		2

		





(this box should expand as you type)



		

		Does it involve special category data (as defined by the GDPR)?

		YES

		NO



		3

		“Special category data” means sensitive personal data consisting of information as to the data subjects’ –

(a) racial or ethnic origin,

(b) political opinions,

(c ) religious beliefs or other beliefs of a similar nature,

(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),

(e) physical or mental health or condition,

(f) sexual life,

(g) genetics,

(h) biometric data (as used for ID purposes),

		☐

		☒



		

		If YES, provide a description of the special category data and explain why this data needs to be collected:



		4

		

(this box should expand as you type)







		

		
Will data from the research activity (collected data, drafts of the thesis, or materials for publication) be stored in any of the following ways?

		YES

		NO



		5

		Manual files (i.e. in paper form)?

		☐

		☒



		6

		University computers?

		☐

		☒



		7

		Private company computers?

		☐

		☒



		8

		Home or other personal computers?

		☐

		☒



		9

		Laptop computers/ CDs/ Portable disk-drives/ memory sticks?

		☐

		☒



		10

		“Cloud” storage or websites?

		☒

		☐



		11

		Other – specify:



		☐

		☐



		12

		For all stored data, explain the measures in place to ensure the security of the data collected, data confidentiality, including details of backup procedures, password protection, encryption, anonymisation and pseudonymisation:



		

		Any and all data collected for this research activity will be saved in a protected SharePoint environment of ABUHB. Access is restricted to staff who are contributing towards the research aspect of the project and will also be password protected to ensure confidentiality and security.







		

		Data Protection



		

		Will the research activity involve any of the following activities:

		YES

		NO



		13

		Electronic transfer of data in any form?

		☐

		☒



		14

		Sharing of data with others at the University outside of the immediate research team?

		☐

		☒



		15

		Sharing of data with other organisations?

		☐

		☒



		16

		Export of data outside the UK or importing of data from outside the UK?

		☐

		☒



		17

		Use of personal addresses, postcodes, faxes, emails or telephone numbers?

		☐

		☒



		18

		Publication of data that might allow identification of individuals?

		☐

		☒



		19

		Use of data management system?

		☐

		☒



		20

		Data archiving?

		☐

		☒



		21

		If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and Data Protection Act (2018) (and any international equivalents, where appropriate):



		

		





(this box should expand as you type)



		22

		List all who will have access to the data generated by the research activity:



		

		





(this box should expand as you type)



		23

		List who will have control of, and act as custodian(s) for, data generated by the research activity:



		

		





(this box should expand as you type)



		24

		Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  



		

		All research data will be stored securely within an approved organisational Microsoft SharePoint environment. Access to the SharePoint library will be restricted to the library owner and designated members of the research team who are directly responsible for data analysis. Permissions will be role‑based to prevent unauthorised access.



Any files containing identifiable information (such as focus group recordings or consent forms) will be password protected and stored separately from anonymised analysis datasets. Data will not be stored on personal devices or portable media.



Data will be retained only for as long as necessary to address the research aims and questions. Once analysis has been completed and the research questions sufficiently answered, all data will be archived securely for a period of 12 months to allow for review, verification, or clarification if required.



Following the archive period, identifiable data will be permanently deleted in accordance with organisational information governance requirements.



		25

		Please indicate if your data will be stored in the UWTSD Research Data Repository (see https://researchdata.uwtsd.ac.uk/ ).   If so please explain. (Most relevant to academic staff) 



		

		No



		26

		Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)

		YES

		☒



		27

		Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding

		YES

		☒









SECTION K: Declaration

		

		The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.



In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 



		1

		Signature of applicant:

		Adam James

		Date:











		2

		Supervisor name:



		

		Date:



		3

		Signature:

		



		












Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:

		☒

		I have read the guidance notes supplied before completing the form.



		☐

		I have completed ALL RELEVANT sections of the form in full.



		☒

		I confirm that the research activity has received approval in principle



		☐

		I have attached a copy of final/interim approval from external organisation (where appropriate)



		☐

		I have attached a full risk assessment (where appropriate)  ONLY TICK IF YOU HAVE ATTACHED A FULL RISK ASSESSMENT



		☒

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.



		☒

		I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be approved by the Supervisor and the Programme Director.







		STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit this form (and receive the outcome) via systems explained to you by the supervisor/module leader.







April 2022` [modified July 2024]	1	PG2 Ethical Approval Form
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