Optimising Nursing Documentation in Electronic Patient Records: Evaluating Clinical Perceptions, Standards and System Design

Introduction
The growing adoption of digital transformation across NHS trusts has brought increased visibility to nursing documentation. Nursing documentation not only accounts a large proportion of patient data but also plays a critical role in ensuring continuity of care and meeting professional and legal standards set by (Fennelly et. al., 2021; Lerbaek et al., 2024).  Compared to paper-based systems, data can now be accessed more efficiently, creating greater opportunities to enhance patient care within reach (NHS England, 2023).
Despite advances in digitisation, several challenges remain in nursing documentation. In practice, there is often a disconnect between frontline documentation behaviours, organisational expectations and the design of electronic patient record (EPR) systems, leading to inefficiencies such as duplication of data entry, increased workload and reduced documentation quality (Lindsay and Lytle, 2022). This is compounded by ambiguity within documentation standards which are frequently broad and open to interpretation, leaving nurses uncertain about what constitutes essential, optional, or unnecessary information (NHS England, 2023). Furthermore, EPR system design does not always align with clinical workflows or decision-making processes, resulting in poorly integrated interfaces, excessive data fields and usability issues that can further increase documentation burden. Collectively, these factors contribute to variation in practice and highlight the need for clearer standards and more user-centred system design to support safe, efficient and meaningful documentation.
Milton Keynes University Hospital (MKUH) is one among the earlier NHS trusts to adopt patient record digitisation. The Trust utilises an Oracle Health platform as its primary system for patient documentation and since 2018, nursing documentation has evolved significantly in both volume and structure, shaped by organisational policies, national guidance and evidence-based practice. Despite this early adoption, MKUH continues to face challenges similar to those experienced by more recently digitised trusts, including variability in documentation and gaps between policy and operational reality. Emerging healthcare technologies, such as AI-enabled tools offer potential to streamline clinical documentation and expand bedside support. However, without addressing existing issues around standardisation and usability, these innovations may inadvertently exacerbate challenges related to data quality and effective system use.
The purpose of this study is to optimise EPR-based nursing documentation by exploring and critically evaluating the alignment between nurse-perceived essential documentation, organisational and national documentation standards, the structure of current EPR and digital maturity within an inpatient care context. It aims to improve clinical relevance, reducing unnecessary documentation burden and strengthening alignment with organisational and national standards. Ultimately leading to a more standardised and clinically meaningful nursing documentation, grounded in nurses’ perspectives and aligned with trust requirements national standards and EPR design.
Why is this important?
Good documentation is an integral component safe nursing care practice. The Nursing and Midwifery Council Code (NMC) (2018) requires nurses to keep clear and accurate records relevant to their practice. However, this core aspect is increasingly shaped by complex EPR systems and evolving regulatory expectations that do not always reflect frontline clinical realities. When documentation requirements are misaligned with what nurses perceive as essential for patient care, it risks the ability of nurses in demonstrating evidence-based care (Groot et al., 2022). Understanding this alignment is therefore crucial for ensuring that documentation practices are both clinically meaningful and operationally efficient.
Why now?
With widespread adoption and continuous development of EPR systems in the NHS, establishing standardised, high-quality documentation practices is essential (Lawrence et al., 2025). Given that a significant proportion of patient information is derived from nursing documentation, improving the consistency, structure and usability of nursing records can address current challenges including documentation burden, data variability and suboptimal quality. 
For MKUH, as one of the early adopters of EPR systems, it is timely to assess if whether its EPR design still aligns with practice and standards. Additionally, it is relevant to consider whether existing nursing documentation practices, standards and system design are sufficiently robust and future-proof in the context of digital advances in EPR systems, such as AI-integrated platforms. Overall, strengthening nursing documentation practices, effectively supported by digital technology.

Aim, Objectives and Scope
The overall aim of this study is:
To evaluate EPR-based nursing documentation in line with nurses’ perception, organisational standards, EPR design and digital maturity to inform EPR documentation optimisation 
This aim supports the purpose of careful planning and intervention for EPR optimisation by providing a structured evaluation of current nursing documentation practices and EPR design, enabling the identification of improvements that enhance clinical relevance, reduce inefficiencies and strengthen compliance with standards.
Although this study will not deliver direct interventions or an optimisation framework, it will provide a comprehensive assessment of current EPR design and build recommendations in relation to nursing documentation as a foundation for future planning and intervention. This type of holistic digital assessment has not been undertaken at MKUH since its EPR go-live in 2018, despite ongoing EPR configurations largely driven by nursing staff as business-as-usual activity. This carries the risk of stratified and misaligned nursing documentation practices and expectations, leading to reduced documentation quality, increased documentation burden and a less future-proof information system.
Furthermore, once an EPR is implemented and initial technical and operational issues are resolved, organisations often experience a form of technological and organisational lock-in, where clinical workflows, documentation practices and local standards become shaped around the existing system rather than being continuously re-evaluated or redesigned for improvement (Greenhalgh et al., 2017). This study aims to break this "lock-in" culture by promoting continuous evaluation of digital solutions within MKUH organisation.

Surrounding this aim are these objectives:
1. To explore nurses' perceptions and experience of essential documentation for 24-hour inpatient care.
2. To evaluate nurse-perceived essential documentation in alignment with current standards
3. To identify gaps within EPR design and essential nursing documentation in alignment with nurses’ perception and standards
4. To synthesise findings from clinical perception, standards and EPR structure to identify areas of alignment and misalignment in nursing documentation practice
5. To evaluate the digital maturity of nursing documentation within the EPR system in supporting efficient, standardised and clinically meaningful documentation.
6. To develop a set of evidence-based recommendations for the optimisation of EPR nursing documentation at MKUH.

These objectives are justified by the need to develop a comprehensive understanding of nursing EPR documentation to support optimisation of MKUH’s EPR system. The first objective establishes nurses’ perceptions of essential documentation within a 24-hour care period, ensuring frontline clinical priorities are captured. The second compares practice with national and organisational guidance to identify strengths and gaps. The third objective examines EPR functionality by classifying documentation fields as essential, redundant, or non-value-adding while the fourth objective integrates these perspectives through synthesis to provide a triangulated understanding of alignment and misalignment across practice, policy and system design. The fifth assesses the system’s digital maturity and readiness based on these findings. Finally, the sixth objective ensures practical relevance by translating findings into recommendations to enhance EPR design and nursing documentation.
These six objectives support the overall aim and purpose by enabling an assessment-level evaluation of EPR optimisation through the exploration of key perspectives essential to digital transformation. In healthcare, where the clinical environment is inherently complex and adaptive, a multidimensional approach to change is critical to the success and sustainability of digital transformation initiatives (Augustsson, Churruca and Braithwaite, 2019).
To address these objectives, the following research questions (RQ)., are formulated:
RQ1: What nursing documentation do nurses perceive as essential for safe patient care within a 24-hour inpatient period?
RQ2: To what extent does nurse-perceived essential documentation align with current organisational, national standards guidance?
RQ3: Which elements of the current EPR system are identified as essential, redundant or non-value-adding when compared against clinical perceptions and regulatory standards?
RQ4: How digitally mature is nursing documentation within the EPR system in supporting efficient, standardised and clinically meaningful documentation?

These research questions explore key aspects of documentation and digital transformation which can be simplified into a triangulated approach of:
1. What the nurses say?
2. What the standards require?
3. What EPR includes?
The approach for the research questions follows a phased approach to EPR optimisation, presenting findings progressively while contributing to the goal of optimising the current EPR, an initiative MKUH is actively pursuing to keep pace with advances in healthcare. Each question builds on one another and will involve comprehensive research methodologies, engaging different frameworks and stakeholders as required by each phase, which will be detailed in the following data collection plan.
As for scope, this study will focus on nursing documentation within adult inpatient care at Milton Keynes University Hospital. It will highlight on clinical staff involved in inpatient care, particularly nurses across junior and senior roles, while also incorporating input from clinical informatics teams to better understand documentation workflows. The data collection will take place across 20 adult inpatient wards caring for both medical and surgical patients, with potential inclusion of escalation wards where appropriate. Specialty areas such as theatres, emergency care and discharge units will be excluded due to their distinct workflows. The study will be conducted over a defined period from September 2026 to March 2027.
The evaluation is limited to core nursing documentation practices within a 24-hour inpatient care period, beginning from admission to the ward through to discharge. It will examine which documentation tasks are completed and perceived as essential, focusing specifically on nursing entries while excluding multidisciplinary documentation and medication management workflows due to their complexity and distinct processes. Variations tied to specific clinical interventions (e.g., NG tube or intravenous cannula) will also be excluded to maintain consistency. 
In summary, with the purpose to optimise EPR-based nursing documentation, this study aims to evaluate nursing EPR documentation by identifying essential documentation requirements in line with standards, user perspectives, as well as examining system gaps, redundancy and digital maturity. This aim is operationalised through a set of objectives that explore nurses’ perceptions, assess alignment with standards, identify documentation gaps, synthesise findings, evaluate digital maturity and develop recommendations for optimisation. The objectives are directly reflected in the research questions, which investigate nurse perceptions, standards alignment, EPR gaps and digital maturity. 

Data Collection Plan
This study adopts a mixed-methods approach to explore nursing documentation in adult inpatient care. This approach combines quantitative data from the EPR, Trust and national policies with qualitative insights from staff interviews and focus group. This study involves mapping and categorising documentation elements and examining alignment between nurse-perceived essential documentation, established standards and actual EPR system content.
Using mixed methods provides a comprehensive understanding of EPR-based nursing documentation that would not be possible with qualitative or quantitative approaches alone (Thompson and Ivankova, 2022). Quantitative data identifies trends, EPR gaps and levels of compliance with standards while qualitative data explains the underlying reasons behind these findings, such as culture, usability issues and practical influences. This is particularly important in complex healthcare environments, where documentation practices are shaped by both system design and human factors (Health Services Safety Investigations Body, 2025). The triangulated approach strengthens validity and credibility in producing findings that are both data-driven and grounded in real clinical experience and standards, ensuring practical and well-informed recommendations.
Quantitative Data Collection
Demographic Profile
Demographic data will be collected to contextualise the findings and enable interpretation of variations in nursing documentation practices. For staff nurse participants, this includes:
· Years of clinical experience 
· Area of practice 
· Length of experience using the Trust EPR system 
· Shift pattern 
These variables can influence perceptions of what constitutes essential nursing documentation.  For example, more experienced nurses may rely on clinical judgement over structured templates while less experienced staff may depend more heavily on EPR guidance. Areas of practice may have may have varying documentation demands and shift patterns may reveal different task priorities, although within a 24-hour inpatient setting all perspectives remain relevant.
Demographic data is primarily collected from staff nurses participating in interviews addressing RQ1, specifically Band 5 and Band 6 nurses. These staff are predominantly involved in direct bedside care rather than managerial roles and therefore have substantial frontline experience as part of their routine clinical practice. During the interviews, this information is collected and participants are explicitly informed that the data is anonymised and used solely for the purposes of this study. The inclusion of demographic variables supports a more nuanced evaluation of EPR documentation by identifying contextual factors that may influence usability, efficiency and standardisation.
EPR Audit
A structured audit of nursing documentation within the MKUH EPR is undertaken to further understand nursing practices. Data collection focuses on extracting routinely completed nursing documentation within a 24-hour care period. Only data and workflows that meet the predefined inclusion and exclusion criteria are included. This method does not directly address a specific research question but serves as a supporting approach to strengthen findings from other methods, particularly those addressing RQ1. 
A retrospective audit of approximately one month of anonymised EPR data will be conducted to capture routine patterns in nursing documentation across 24-hour inpatient care episodes, reflecting standard nursing workflows and the full documentation cycle. Data extraction will be undertaken in collaboration with the Trust Information and Data Analytics Teams following formal approval, ensuring secure handling, full anonymisation and compliance with governance and data protection requirements. The dataset will focus on documentation completion patterns rather than clinical content, with no patient-identifiable information accessed or reported.
Document Review
To address RQ2, a structured quantitative document review is conducted using MKUH Trust documentation standards alongside relevant national guidance, including National Institute for Health and Care Excellence (NICE), NMC, Professional Record Standards Body and NHS England frameworks. The purpose of this review is to evaluate the extent to which nurse-perceived essential documentation aligns with formal organisational and national standards.
This document review also provides a benchmark for comparison between policy requirements, nurse perceptions and actual EPR documentation. While interviews capture perceived essential documentation and the EPR audit reflects practice, this method defines what is formally required. It enables identification of alignment and discrepancies between standards and practice, including potential over- or under-documentation. This directly supports RQ2 and provides a structured measure of consistency between clinical expectations, system design and formal documentation standards within the EPR.
Data is collected through a structured review of Trust SOPs and national guidance documents accessed via official repositories and public databases. A predefined extraction framework will be used to systematically capture relevant documentation requirements across the nursing process. No patient-level data will be accessed, and the review will be limited to published policy and guidance, ensuring objectivity and standardisation.
Qualitative Data Collection
Semi structured Interview
This method is the primary approach used to address RQ1, which explores nurses’ perceptions of essential documentation required for safe patient care within a 24-hour inpatient period. This method is selected to gain in-depth insight into the human, contextual and organisational factors influencing EPR documentation practices. It also supports the mixed-methods design in explaining patterns identified in the quantitative EPR audit, thereby strengthening interpretation through triangulation.
A purposive sampling strategy will recruit Band 5 and 6 nurses involved in bedside care and routine EPR use across 20 inpatient wards, ensuring variation in clinical areas and experience. Interviews will be conducted face-to-face or online and will take place in a safe and private environment to support open and honest responses. Protected time will be arranged in coordination with ward managers to minimise disruption to clinical duties. Informed consent will be obtained, and all data will be anonymised to ensure confidentiality, supporting flexible yet focused collection of rich qualitative data within a complex clinical setting. Questions are guided by key topic areas rather than a rigid structure, focusing on documentation routinely completed during shifts, documentation considered essential for safe care and documentation viewed as less important in practice.
Focus Group
To address RQ3, qualitative data will be collected through a focus group. Focus group is appropriate for this RQ as it enables participants to collectively reflect on, compare and critically discuss their experiences, particularly when evaluating EPR functionality against clinical needs and documentation standards. This method generates interactional data, where participants build on and challenge each other’s perspectives in real time.
A purposive sampling strategy is used to recruit participants with senior clinical and nursing informatics experience within the Trust, specifically Band 7 and above (ward managers, matrons, clinical informatics team). These roles are selected due to their broader oversight of clinical practice, documentation standards and project implementation. Their combined clinical and organisational perspective ensures both technical and operational insights into EPR use, supporting a comprehensive evaluation of system functionality and optimisation opportunities.
The focus group is structured around three key areas:
1. Participants review and validate synthesised findings from RQ1 and RQ2
2. Collaboratively classify selected EPR documentation elements as clinically necessary, redundant/duplicated, or non-value-adding in relation to practice and standards
3. Propose system optimisation strategies, including technical improvements and implications for clinical workflow and documentation practice.
The focus groups will be conducted online to support flexibility and maximise participation. A minimum of three sessions is planned to ensure coverage of all discussion areas. Scheduling considers the availability of senior staff, with flexibility built into planning due to anticipated operational pressures during the winter period which may impact attendance. Prior communication and engagement with participants are used to support participation and attendance planning. Additionally, sessions are recorded and transcribed verbatim. Data is anonymised, with participants assigned unique identifiers and securely stored in password-protected files in line with GDPR and information governance requirements. 
Data Analysis Plan
Similar with the data collection strategy, this study adopts a mixed-methods approach to analyse and evaluate collected data. A mixed methods study combines quantitative and qualitative data to provide more in-depth findings that cannot be achieved through a single method.  This approach enables the research questions to be addressed through a triangulated perspective, incorporating both measurable from quantitative data and experiential insights mostly form qualitative.
The use of a mixed-methods approach is further justified for several reasons. Firstly, it ensures alignment with the study’s data collection design, enabling methodological consistency across the research process. Secondly, it supports the triangulated nature of the study, allowing multiple data sources from EPR audit, staff demographics, document review and staff perspectives to be analysed in relation to one another. Finally, mixed methods reflect the inherent complexity of nursing documentation within EPR systems. This aligns directly with this study’s aim and objectives, which require both evaluation and interpretation of EPR nursing documentation.
Both quantitative and qualitative data will be integrated using a triangulation approach, which combines multiple data sources to enhance the validity of findings, identify patterns and provide a more comprehensive understanding of the phenomenon under study. A gap analysis will also be used to assess alignment between current documentation practices and expected standards to help formulate solid EPR optimisation recommendations.
Quantitative Analysis
The quantitative analysis will mainly focus on data collected from the EPR audit, participants' demographic information and document review of standard documentation. This analysis will aim to identify key themes and patterns that would approach or support to answer research questions 1, 2 and 3 and highlight areas where standardisation or improvement may be needed.  
Analytic method
Descriptive statistical analysis will be used to summarise, organise, and present data in meaningful and clearer format. Descriptive statistics are appropriate for this study because the primary aim is exploratory and focused on understanding existing documentation practices rather than testing hypotheses or determining statistical significance. Measures such as counts, frequencies, percentages, proportions, and averages will be applied to identify patterns in documentation practice and standards, highlighting areas of variation.
Variables
Demographic variables will include years of clinical experience, working hours, and experience with EPR systems. EPR audit variables will include measures such as completeness of documentation, frequency of recorded fields and duplications. Variables derived from the document review will include required documentation elements based on policy and guideline standards, alongside nurse-perceived essential documentation elements. These variables will support comparison between perceived and actual documentation practices across different staff groups.
Data Storage and Reporting
All data will be extracted, organised and stored in Microsoft Excel with data cleaning undertaken to remove incomplete entries, irrelevant content, and any information outside the defined inclusion criteria to ensure consistency and accuracy. Findings will be presented using tables, bar charts and summary statistics to support clear and objective assessment of documentation practices. 
Statistical and Operational Significance
Statistical significance testing will not be the primary focus of this study, as the research is exploratory in nature. Instead, emphasis will be placed on descriptive and comparative interpretation of documentation patterns. However, operational significance will be considered by evaluating the practical implications of findings, such as documentation completeness, data quality, and compliance with standards. This will support identification of areas for improvement in clinical documentation processes and EPR system use.
Qualitative analysis
Qualitative analysis will explore collected data such user experience, system usability, barriers, and facilitators of effective documentation from interviews and focus group sessions. This approach aims to provide an in-depth understanding of how and why nursing documentation practices are shaped and perceived rather than measuring numerical patterns that would give deeper context on research questions 1 and 3. This method captures experiential and perceptual insights that cannot be fully explained through only quantitative method, thereby complementing EPR audit and demographic data.
Analytic method
Thematic analysis will be used to identify organise and interpret patterns within the qualitative data. This will involve familiarisation with the data, initial coding, development of themes and refinement of thematic categories. The analysis will focus on identifying key themes related to essential documentation, perceived gaps and differences between expected and actual documentation practices. Thematic analysis is appropriate for this study as it provides a structured yet flexible method for exploring complex qualitative data, enabling a deeper understanding of how documentation practices are experienced and conceptualised by clinical staff.
Variables
Key variables will include perceived essential documentation elements, perceived barriers and facilitators to documentation and interpretations of documentation standards. These constructs will enable exploration of differences between perceived expectations and formal requirements.
Data storage
Microsoft Excel may be used for initial data organisation and coding, while qualitative data analysis software (e.g., NVivo, if available) may be used to support structured coding, theme development, and data management. Manual coding may also be applied where software is not accessible.
Data cleaning will involve reviewing qualitative responses for completeness, relevance and clarity. Irrelevant or incomplete statements will be excluded, and all remaining data will be standardised in format for consistency. Data will be anonymised to ensure confidentiality and stored securely prior to analysis.
In cases of limited or uneven qualitative data, analysis will proceed with available responses, ensuring transparency regarding data limitations. If certain responses are insufficient for thematic development, they will be excluded with justification. Reflexive notes will be maintained to ensure consistency in interpretation.
Reporting
Findings will be reported using thematic summaries supported by illustrative quotes where appropriate. Themes will be clearly structured and linked back to the research question, highlighting perceived essential documentation and differences between perceived and actual practice. Visual representations such as thematic maps, word cloud may also be used where appropriate.
Saturation and Transferability
Data saturation will be considered reached when no new codes or themes emerge during analysis, indicating that sufficient depth and range of perspectives have been captured. Constant comparison will be used throughout to confirm that additional data do not contribute new meaningful insights. Transferability will be supported through the provision of clear contextual detail about participants and the clinical setting, enabling readers to judge the relevance of findings to similar healthcare environments. 

System/Gap Analysis
In addition to quantitative and qualitative analysis, structured gap analysis will be conducted to compare three triangulated elements mentioned above. These elements will be mapped across these sources to identify areas of alignment and discrepancy.
A gap analysis is appropriate for this study as it enables systematic comparison between actual documentation practice, nurse-perceived essential documentation, and established organisational and national standards. This approach supports the identification of discrepancies, including omissions, duplication and variation, which may not be fully captured through descriptive statistics or thematic analysis alone. By explicitly mapping these differences, gap analysis provides a structured method for highlighting areas where documentation practice does not meet expected standards or aligns inconsistently with clinical perceptions.
Microsoft Excel will be used to organise and map documentation elements across datasets, enabling side-by-side comparison and categorisation of gaps. Qualitative data supporting gap interpretation may be managed using Excel or qualitative analysis software such as NVivo.
If inconsistencies arise between datasets a standardised coding framework will be applied to ensure comparability. In cases of missing or incomplete data, analysis will proceed using available valid data, with transparent reporting of limitations. Where gaps cannot be clearly categorised, they will be documented and discussed as part of the findings.
Reporting
Findings from the gap analysis will be presented using tables and summary matrices to clearly illustrate areas of alignment and discrepancy across the three data sources. Visual aids, such as bar charts, may be used to display the frequency and distribution of identified gaps. 

Once the data addressing RQ1–RQ3 have been analysed and triangulated, the findings will be integrated to address RQ4, which evaluates the overall digital maturity of nursing documentation within the EPR system. RQ4 will then be interpreted using the What Good Looks Like (WGLL) framework (NHSE, 2021), which provides a structured benchmark for assessing digital maturity in healthcare systems. This model will be used to compare current EPR documentation practices against defined indicators of effective, efficient, standardised and clinically meaningful digital documentation. 

Artificial Intelligence and Data Analysis
Artificial Intelligence may be used to support data analysis by enhancing efficiency and pattern recognition across qualitative and quantitative components. In qualitative analysis, AI can assist with initial coding and clustering of interview and focus group responses, supporting early-stage thematic development and visual outputs such as word clouds. In quantitative analysis, AI may aid detection of inconsistencies and generation of descriptive statistics and visual summaries. However, all analytical decisions and determination of significance will remain researcher-led to ensure clinical relevance and methodological rigour. AI use will therefore be transparent and supplementary, supporting but not replacing established analytical approaches.

Ethical and Information Governance 
To ensure that research produces meaningful benefits while minimising the risk of harm, it must be carried out in an ethical manner. Below are the list considerations throughout the study. 
Informed Consent
Informed consent ensures that participants are fully aware of the research purpose, methods, potential risks and benefits. The UK Government (2018) advises that all research studies must obtain participants’ informed consent, which provides a record that they understand the research and agree to take part.
Nurses involved in this research must voluntarily agree to participate without coercion or undue influence, in alignment with UK Government guidance (2018) on informed consent for user research. As this study involves multiple phases of data collection, the researcher will ensure this study is clearly explained to participants before consent is obtained. A written consent form will be provided to participants in both interview and focus group sessions.
Participants will also have the right to stop or withdraw their consent at any point during the research, and this will be clearly communicated at the outset. If a participant chooses to withdraw, any data they have contributed will be excluded and securely deleted from the study.
Privacy and Confidentiality
Protection of participants’ data and privacy is important in ensuring that personal information is not disclosed without permission (Gov.uk, 2018). In this study, all nurse participants’ names and identifying details will be anonymised to maintain confidentiality. Participant information will be handled securely and will not be shared with other participants, ensuring that individual responses cannot be linked back to specific individuals.
There is a potential risk that some data elements may indirectly relate to patient records. To address this, the study will ensure that no patient-identifiable information is accessed or reported. Any datasets extracted from the EPR will be limited to non-identifiable information relevant to the research objectives. Furthermore, all data access and handling procedures will be discussed and agreed with the relevant IT and information governance teams. Appropriate permissions or approvals will be obtained where required to ensure compliance with data protection standards.
Conflict of Interest
Declaring and managing any potential conflicts of interest is essential to maintaining transparency, credibility and integrity within the research process (National Audit Office, 2024). In this study, it is important to acknowledge that the researcher and nurse participants may work closely together in their day-to-day roles, which could introduce the risk of bias or influence participant responses. Additionally, as EPR optimisation forms part of the wider digital transformation agenda within the organisation, there is a possibility that pre-existing views or organisational priorities could impact the research. 
To mitigate these risks, the study will be conducted with a clear commitment to impartiality. Any prior assumptions, experiences, or established feedback regarding the EPR system will not be incorporated into the research design or analysis. Participants will be reassured that their responses are confidential and will not affect their professional roles, encouraging honest and unbiased input. Furthermore, the researcher will adopt a reflexive approach throughout the study to continuously recognise and minimise any potential bias.
Minimisation of Harm
Minimising harm means reducing risks to participants by avoiding unnecessary physical, psychological, social, or emotional distress. Considerations will include power dynamics, particularly where participants are recruited from within the same organisation, as this may create a risk of perceived coercion or reluctance to decline participation. To reduce this risk, recruitment will be conducted in a way that ensures participation is entirely voluntary and no direct line management relationships will be involved in the recruitment process.
Ethics approval will be required to ensure that the study complies with the relevant ethical and legal standards for research involving human participants. The full application document can be accessed via the link below:

BMDS7010_2414810_Gabutero_LoveMae_APPLICATION FOR ETHICAL APPROVAL.docx

Information Governance
This study will comply with the requirements of the UK General Data Protection Regulation (GDPR) and the Data Protection Act 2018. All data collected will be handled securely and responsibly to protect participant confidentiality and ensure appropriate information governance standards are maintained.
Data Protection Act 2018
Data will be anonymised at the earliest opportunity, with any identifying details removed during transcription. Digital data, including audio recordings and transcripts, will be stored on password-protected and encrypted devices or secure institutional servers. Access to the data will be restricted to the researcher and, where necessary, the academic supervisor. Data will be retained only for the period required by the university’s research data management policy and will be securely destroyed thereafter. No data will be stored on personal or unsecured devices, and all handling of data will comply with organisational information governance policies.
Potential risks in relation to information governance include accidental disclosure of identifiable participant information, data breaches, or re-identification of individuals from contextual details within qualitative data. These risks will be mitigated through strict anonymisation procedures, secure storage systems and careful removal of any indirect identifiers during transcription and analysis.
General Data Protection Regulation (GDPR) 2018
Where the study involves accessing or referencing information within the EPR, no patient-identifiable data will be collected, recorded, or stored. The study will focus solely on staff perceptions and documentation practices rather than individual patient records. A key risk in this area is the inadvertent inclusion or exposure of patient-identifiable information when discussing or extracting EPR-related data. To mitigate this, all EPR data use will be limited to non-identifiable, aggregated, or de-contextualised information and access will only be undertaken in line with organisational approval and information governance procedures.
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