Introduction
As outlined within the Torpol report, digitising the National Health Service (NHS) is of paramount importance in order to remain effective in a digital age (Torpol, 2019). Significant work has already taken place to this effect, varying from text reminders to artificial intelligence implementation and machine learning (Chehade et al., 2020). For a number of reasons, however, the speed of digital change is varying significantly between departments and specialities. This could be due to technology availability, for example a lack of laptops or computers in an inpatient setting, or due to more behavioural or habitual contexts in accordance with sociotechnical theory (Carayon, 2006). One limiting factor is the lack of perceived benefit of digital working in comparison to currently established practice (Yeow, Soh and Hansen, 2018). 
Unfortunately, despite clear evidence in literature towards best practice, changes are often implemented in a sub-optimal way and can result in a reduced adoption or even complete failure. One such example, the NASSS framework, highlights seven domains to consider for adoption of technological changes, ranging from the technology itself, to the users and finally the wider system involved (Greenhalgh et al., 2017). The intention of this framework is to encourage consideration of as many variables as is feasible, and in doing so allowing for mitigation of unintended consequences and maintaining sustainability from initial roll-out to scaling up the project. One such example of a source of failure is manager directed changes with minimal user engagement prior to implementation, which has been demonstrated to have a poor success rate (Tsiknakis and Kouroubali, 2009). Globally, 25% of technology projects fail, with a further 20 to 25% not providing a return on investment (Alami, 2016). 
Working within Physiotherapy Outpatients, specifically musculoskeletal outpatients, there are many opportunities to utilise digitisation for greater benefit. Historically, as with most NHS departments, pen and paper records and patient information is the norm and there are audit requirements set by the Health and Care Professions Council (Turner et al., 2009). However, despite the strict legal requirement to complete these, research has demonstrated that when audited there are often areas missed. As a result, it may call into question the legality of these notes if questioned in court (Turner et al., 2009). It is common for staff to have to treat patients under the care of another staff member, in the instance of illness for example, and therefore needing to retrieve and read the relevant case notes. Unfortunately, staff may not maintain the same standing of filing or storage and add extra time to this otherwise simple task. It also raises multiple concerns with cross site working, where logistics of multiple storage sites and transportation become key factors (Turner et al., 2009). Therefore, a digital health record is a simple choice to improve on this area, as it is able to eliminate these concerns easily. 
Another difficulty posed by pen and paper notes is that they are inherently fallible. It has been widely joked about that doctors have poor handwriting, however there is evidence to give this credit. Magrath (1988) investigated this and found that in a controlled trial of writing prescriptions, a fatal dose was read by 20% of the participants despite all medication being prescribed correctly. Whilst not carrying such immediately dire consequences, it demonstrates the potential for failure within the system, which can be rectified with digitising the process.
Within Cardiff and Vale University Health Board (CAVUHB) there are a number of electronic patient records available, and used by different departments. One of these systems, Paris, has been purchased from a third party company for use primarily by therapy staff. Developed by CIVICA, Paris was initially implemented as a community and mental health therapies system for tracking all aspects of a patients care, from notes to appointments and full demographic details. However, it retains significant customisation options and with work from developers it is able to be modified to the needs of a service. 
As with many services, the COVID19 pandemic accelerated the transition to digital working within Physiotherapy outpatients. A change of location to an office instead of a hospital department, intended to run exclusively virtual appointments, necessitated the transition to an electronic patient record. Whilst some work was already underway prior to this critical moment, a decision was made to utilise the Paris platform. This was intended to largely solve the problem of transporting physical notes across multiple sites, as well as beginning a transition towards more shared information across services. Unfortunately, the urgency of the situation resulted in minimal user engagement prior to going live as a service, which is likely to yield a lower adoption rate (Eason and Waterson, 2014). They conducted a qualitative review of an electronic patient record implemented as part of a stroke pathway, finding that the design implemented sought to meet the needs of the managers rather than the frontline staff, resulting in a feeling by staff that the system is not fit for purpose. 
Seamless care refers to an organised, logical, consistent healthcare pathway that is person centric (Hammond, 2010). Current healthcare systems are referred to as disorganised with minimal communication or transparency between services, causing frustration for the patient who can feel as though they are having to repeat themselves. Increased data sharing through the ideals of seamless care can promote personalised care, active patient engagement instead of dependence on a passive structure. This is aimed to be generated through patients having access to their own data, and being able and encouraged to choose where and when they engage with a service. This, in turn, promotes health literacy and active self-management ideals whilst simultaneously reducing healthcare burden and improving efficiency (Hammond, 2010). 
Wherever new technology is introduced, it is important to evaluate performance in relation to the intended task.  It is the intention of this coursework to evaluate the implementation and delivery of the Paris electronic patient record from a task and user perspective, in relation to the provision of seamless care. 
Methods
Both quantitative and qualitative data were used for this analysis, to assess the thoughts and feelings of staff towards this new implementation. Unfortunately, reports had not been generated from the Paris system specifically for physiotherapy, so I was unable to glean any statistics on real time use. Therefore, a questionnaire was sent to all staff designed to cover all areas of Paris use in order to account for this. These were distributed via email and collected through Microsoft Forms.
Following this questionnaire, interviews were held with staff to further develop themes. Due to the nature of the department and allowing for time pressures, a purposive sample was used as it was too difficult to establish a representative cross section and block clinical diaries for interview (Berndt, 2020).  This sampling method allowed for a selection of staff who were readily available, but also were selected to provide strong or alternative views to others. These interviews were carried out only once per participant, establishing a snapshot of data. Detailed interviews were conducted regarding the overall physiotherapy process in using Paris, how it fitted into patient pathways, and how it impacted daily working. It also allowed participants to elaborate in further detail the answers to the survey questions given already. The interviews were semi-structured based around the themes presented, however the variety of roles of staff meant that a rigid structure was unsuitable as experience is likely to be significantly different in different contexts (Embi et al., 2004). 
The Fit between Individuals, Task and Technology framework (FITT) was chosen as a basis for the evaluation (Ammenwerth, Iller and Mahler, 2006). Developed in 2008, the FITT framework develops on previous work including the Task Technology Fit model (Goodhue and Thompson, 1995) to provide meaningful analysis on the appropriateness of a new technology to a task. The FITT model is composed of three different sections and describes the fit between three different areas: the task and the technology, the technology and the individual, and the individual and the task. The technology refers to the new software, in this instance the Paris patient record, but also to any hardware associated with the use of Paris. The Individual can represent a single person, as is implied, but also a wider group of individuals such as the Physiotherapy clinical staff as a whole. The task, for the purposes of FITT, refer to any new processes included in the new implementation, as well as changes to existing processes which can occur from digitising a once pen-and-paper procedure (Ammenwerth, Iller and Mahler, 2006). 
With this in mind, the questionnaire was devised to account for each area of FITT to allow clearer analysis. The questionnaire is divided into two sections, the first of which is dedicated to the fit between Individual and Technology, whereas the latter included Individual and Task. The fit between Task and Technology is included in questions contained within both sections. Following collection of these results and the subsequent interviews, the resulting themes were arranged within the FITT framework under the appropriate category for discussion and analysis. 
As well as established data, personal experience is also relevant to be included. However, to not bias any results, the personal experience included consists only of development and implementation experience. As I was heavily involved in the initial introduction, including the design process for the minimal viable product, it is helpful to compare the intention to the actual usage of the programme. 
Results
Of the 95 staff included, the questionnaire was completed by 62 staff over a three-week period, including 8 clerical staff (Table 1). This data was collated and analysed to produce a set of themes, which formed the basis of the qualitative interviews. At this time, initial themes emerged around ease of use, information technology (IT) confidence, and understanding of task. 
	
	Strongly Agree (%)
	Agree (%)
	Neither Agree Or Disagree (%)
	Disagree (%)
	Strongly Disagree (%)

	The implementation of Paris has been beneficial
	11
	35
	22
	25
	7

	I feel confident using Paris?
	18
	16
	33
	5
	28

	I feel paris is easy to navigate
	6
	18
	29
	30
	17

	I feel my job is more complicated using Paris
	30
	38
	21
	9
	2

	I regularly “allocate” my referrals
	0
	1
	26
	25
	48

	I regularly “discharge” my referrals
	0
	1
	23
	26
	50

	I regularly complete the tickboxes and ICD10 diagnoses
	0
	7
	33
	25
	35

	I fully understand the new processes in Paris
	5
	18
	22
	38
	17

	I understand the importance of completing the fixed fields (tick boxes, drop down menus etc)
	4
	26
	37
	21
	12

	I know which fields can be used to generate letters
	3
	10
	12
	55
	20

	I’m aware of which areas of my notes are used for reports
	0
	3
	31
	10
	56

	I feel comfortable using computers
	22
	11
	30
	10
	27

	My notes are just as easy to write on Paris as they are on paper
	3
	26
	31
	34
	6


Table 1: Results of the quantitative survey
Interestingly, whilst the overall trend suggests a low fit, the initial statement of “the implementation of Paris has been beneficial” showed a high positive response with 46% agreeing or strongly agreeing. This indicates that staff have an appreciation of the need for a shift to digital work, and an understanding of the importance, despite the negative trend. 
On initial analysis of this data set, the fit appears low overall due to the majority of answers being recorded as “disagree” or “strongly disagree”.  
Of the 62 respondents, interviews were conducted with 23 over the following three weeks: 15 therapists and 8 clerical staff. Detailed, semi-structured interviews were used and established further themes in addition to those gained from the questionnaire. These themes are listed:
· Software complexity
· Lack of IT confidence and skills
· Conflicts with previous ways of working
· Lack of understanding and training
· Imposed demands from managers
The interviews discussed the engagement and implementation of Paris initially in April 2021, and how any changes have been made since. They also discussed staff feelings towards the impact on their daily working life, how well they understand operational processes, and where they feel the biggest drive for change is coming from regarding service change. With clinical staff, the conversations were based clinically regarding documenting patient case notes, generating bespoke letters, reading referrals and managing a caseload. Whereas, with clerical staff, the interviews were far more process based, in discussing the way referrals were generated and uploaded, as well as generation of a patient record. 
Personal experience included gives additional context to these results. A process map of the existing Physiotherapy process was generated (Figure 1), indicating the full patient pathway within the service. It shows two entry points, both go through administrative and clinical processing prior to acceptance. However, once the stage of an appointment being booked has been reached, the introduction of Paris has created double keying. Where a referral would usually be printed, and a set of notes created with an automatically generated sticker for demographic detail, introducing Paris means that staff must now upload a referral to the patient record and input several data points for Paris to record.  
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Figure 1: Process map of Physiotherapy MSK outpatients prior to Paris implementation. The change Paris introduced is “NP paper card created” becomes “Paris referral generated”. Abbreviations: NP = New Patient, DNA = Did Not Attend, CAN = Could Not Attend, WAP = Welsh Admin Portal, WCP = Welsh Clinical Portal, RTT = Referral to Treatment Time

Personal experience also allows for the timeline of development to be scrutinised. Whilst not directly subject to the FITT framework, it can be a key variable in understanding the results produced, and any pitfalls in use. The development of the Minimum Viable Product (MVP), meaning the minimum amount needed to be developed and still allow the service to function, was established and developed rapidly over a four-week period. This process took inspiration from the AGILE framework, with daily team meetings between the project lead, development team, and clinical lead or steering representative (Beck et al., 2001). Despite the collaborative working between the development and clinical team, there was very little engagement with the wider Physiotherapy clinical team regarding the design and development of the Paris case notes. This meant that a number of decisions were made by a small group of people, which may have lead to biases. 
Discussion
To aid discussion, the FITT framework will be applied in each section individually, with results and conclusions specific to each domain discussed in isolation of each other. This allows for clear representation of the data and easier analysis. 
Fit between Individual and Technology
This domain seeks to establish how well the individual, or subject group, interact with the new digital implementation. Unfortunately, this appears to display a low fit when reviewing the survey results. With 68% agreeing or strongly agreeing that Paris has made their work more complicated, and 47% feeling that Paris is difficult to navigate, there is a strong negative trend regarding the acceptance of Paris. During the interviews this was discussed in detail and the two different staff groups, clinical and clerical, had their own unique viewpoint on why this is. From a clinical standpoint, there was a strong feeling of unfamiliarity and low confidence, both in their own ability and the technology itself. Multiple references were made to notes being lost before saving, although this has been identified as a network issue, as well as the layout of the case note form being unintuitive. Staff expressed dissatisfaction that they were not consulted during the process and that the case note form did not suit their needs or way of thinking, adding unnecessary complication to a new process. Among older staff, there was also a noticeable trend towards low digital competence or skill, where multiple staff expressed that they were “not good with computers”. This has been acknowledged in literature as a barrier to engagement which is reflected within this implementation (Eason, 2007). One staff member had opted to hand write notes and scan the physical copy in, instead of typing directly. This trend continued when directly discussing Paris itself, where younger staff felt they were able to more readily adapt to a new digital system, whereas older staff felt they would need further training before their confidence improved. 
From a clerical standpoint, however, there was much less of a negative trend. The staff already worked primarily digitally, so IT skills were much less of a concern. All staff felt that Paris was simple to navigate and understand, and they felt it suited their needs. It must be expressed, however, that the clerical use of Paris is significantly limited by comparison. As seen in Figure 1, the only interaction the clerical staff have with Paris is to upload a referral which had already been automatically generated. In addition to this, there are a further two staff that were interviewed that initially felt that Paris was daunting and complex. On discussion, this was identified as a process change concern rather than technical, however, and further training was completed which helped to alleviate the concerns. Although, it does call to question how intuitive the system is.
Fit between Individual and Task
Further questioning within the survey identifies a poor fit between individual and task. Questions regarding “allocation” and “discharge” in the context of Paris are additions to the usual process on pen and paper. The process involves navigating to a new page within Paris and completing a short form. It was revealed within the interviews that, whilst only taking approximately 30 seconds to complete, the additional step presents an inconvenience which staff feel is a burden on their already busy day. Additionally, the MVP involves only using Paris as a patient record instead of a management system. As a result, there is an element of double keying as the service effectively straddles two systems. The parallel system, known as “D&T”, is used as a scheduler for the department and as a result records all patient activity, including waiting lists and discharges. Staff are aware of this, and see little benefit to recording duplicating this on Paris as well. 
The clinicians also inferred a low fit regarding completion of reportable tasks. During the development of the case notes, sections were added with the intention of being able to easily glean objective information which would otherwise have been much more labour intensive. Addition of an International Classification and Diagnosis version 10 (ICD10) matrix, as well as tick-boxes to select treatment options intended to allow for reports for treatments against diagnoses, as well as building in a Patient Specific Functional Scale (PSFS) to be able to compare patient outcomes. The intention in development was that this data could be used for service development. However, despite training being carried out in the initial roll-out period, staff interviewed were often not aware of this intention. This is reflected in the survey data, with 56% of respondents strongly disagreeing that they know about reportable areas of notes. 
Clerically, the fit appeared to be much higher. During interview it was interesting to note that a higher proportion of staff felt they understood their new processes better, and that they appreciated the importance of the change. Two staff members expressed concern over change, however this was revealed to be a training need and is in the process of being improved upon. Unfortunately, the extra work of double entry has been noticed by the department and is being cited as a cause of stress in the office. 
These concerns have been observed and are well documented within literature. Harrison et al. (2007) conducted a systematic review to develop the Interactive Sociotechnical Analysis (ISTA) method of evaluating a new health information technology is performing. They noted that unintended consequences of a new technology are inevitable, and it is prudent to evaluate performance from a sociotechnical standpoint to establish root cause. Interestingly, it appears both managers and clinicians often attribute unintended consequences to a technological failure, and dismiss any social involvement. This has been seen within this Paris analysis, as staff often report the system is “too complex” or adding unnecessary processes, in turn making their work more challenging. One limitation of the ISTA method is that, unlike FITT, it only analyses the interaction of the technology and the way it changes a social system. This differs from the FITT framework, where the technical aspect can be considered outside of the social, within the “fit between task and technology” (Ammenwerth, Iller and Mahler, 2006). However, one benefit of the ISTA by comparison is that it includes reviewing and updating the technology as part of the cycle, allowing for iterative analysis. 
Fit between Task and Technology
It is difficult to fully assess the fit of this domain, as Paris is a broad system with significant customisation options, suggesting it should have a high fit. However, for accurate assessment, the model is taken in the current iteration. 
Regarding the task as an electronic patient record, Paris has a high fit. Designed as a community record, it has all necessary components to store in depth demographic detail as well as record clinical information. It also has a multitude of ways of achieving this, as well as abilities to highlight and summarise key information in several ways for ease of access. In particular, it is able to display necessary sensitive information such as safeguarding warnings as “alerts”, which are clearly visible to users who access the patients’ record. 
However, in comparison to the previously established Physiotherapy process, it has added additional complexity which may lower the fit. For safety reasons, Paris is unable to leave a page whilst there are unsaved changes. This means that it is impossible to access demographics, or even previous case notes, whilst writing the current consultation. This has been reported as a clear obstruction, as clinicians often wish to refer to their previous objective markers and assessments during a consultation to monitor progress, which in the current set-up is not possible. It was discussed during interview that, with a small modification to how notes are written, it is possible to generate a report of all previous notes, but again this is additional time not previously spent on pen and paper. As stated by Chau & Hu (2002), staff will often find ways to circumvent problems if they are not intuitive or gradually introduced. This has been demonstrated within this rollout in several ways. Firstly, some staff have been misusing what Paris terms “person-based fields”, which are coded to always be filled with the previous entry. These were intended to be used for medical history, however some staff have been using these to write the entirety of their notes, so that previous entries can be read easily. A second adaptation has been staff creating one continuous case note, whereby they continually add to a single entry instead of creating a new one. This in particular raises concerns as it begins to question the legality of these entries.   
Regarding reporting, Paris has a moderate fit, in that it is able to generate both broad and detailed reports on a wide range of data, but it is cumbersome in the approach taken by Physiotherapy. Tracking diagnosis codes is a tedious process, and in practice the internal database is lacking a number of common diagnoses used by Physiotherapists. However, it does touch upon the raised theme of imposed manager demand. During interviews, several clinical staff suggested that their negativity towards Paris was due to not feeling valued or considered in the development process, and that all changes appeared to be manager driven without consideration for who would be using it. Eason & Waterson (2014) acknowledge this as a significant barrier to adoption, to the extent that staff will circumvent areas of a new process if they do not understand or agree with it. 
Seamless Care
Paris enables seamless care through uninterrupted communication of services. As Paris is a shared record, anyone who accesses a patient will be able to open and read any notes saved within, as well as referrals or documents. This is especially pertinent for following pathways as it allows the clinicians to see all previous contacts and make a judgement accordingly. For example, a patient with plantar fasciopathy referred from Physiotherapy to Podiatry, the podiatrists would be able to see the full history and have more time to physically assess the patient. It also enables transferring patients between therapists and streamlines the process, as staff will be able to access any notes from any location. 
However, as with all new innovations it comes with limitations. Paris, whilst broad in application, is unfortunately not widely used within the health board. GP practices, which are the primary referral source for outpatient Physiotherapy, have no interaction with Paris and as such are disconnected from the service. This then results in GP’s being reliant on letters to inform them of discharges or treatment outcomes, which could be avoided by providing access. Paris has the ability to automatically generate letters for this purpose, but it requires fixed fields to be completed in order to populate relevant data. As has been discussed, a breakdown in the use of these fields will render these letters insufficient. 
Paris is also currently only able to communicate with other systems in a limited capacity. For the purpose of generating a new patient record, Paris can retrieve demographic detail from PMS, however this is the extent of the communication. Physiotherapy tracks all patient activity on D&T, including referrals and discharges, which are also recorded on Paris. While there is no communication or automation of this process, in that discharging one would discharge the other, it presents the risk of a record remaining indefinitely open and misleading other services. Another central point of data storage is the Clinical Portal, which accumulates all patient data through PMS. However, as Paris does not interact with PMS, no Paris data will be displayed. As Clinical Portal is the primary source of information for healthcare professionals within the health board, including appointment data, any services that exclusively use Paris are under-represented. This can lead to numerous delays and errors, including inability to read clinic letters or duplicate referrals sent without knowing a patient is already being seen. 
On the other hand, it does enable person-centric care in the way it stores information. Paris collects all assessments, documents and case notes within a patients record instead of siloed within each individual service, which is currently the norm. This promotes person-based decision making as, providing all relevant information is present, it gives a wider breadth of detail on a patient and allows for the clinician to engage with the patients wishes on a more personal level. There are two examples of this that have been revealed within the interviews. Firstly, a patient being treated for knee pain complained of chronic foot pain. Whilst within the remit of Physiotherapy to be able to treat, it was noticed that the patient had been seen by Podiatry and have been given an open appointment, what the service terms “seen on symptoms”. After discussion with the patient, it transpired they had forgotten the arrangement and agreed to make contact with the service. Not only does this support seamless care, it also aligns with Prudent Healthcare, as Podiatry is often the evidence based solution to foot and ankle complaints (Aylward, Phillips and Howson, 2013). The second example is taken from recent training that had happened with the department. It is recognised that patients often feel they have to repeat themselves to different clinicians throughout their journey, and continuity fosters a greater level of trust and a subsequent improved outcome (Nowak et al., 2021). However, in this instance the patients primary concern was of their disabled child. Paris allows for people other than patients to be named as “associated persons” and connected to records of those patients, for example children or carers. As the child had been seen by child services in the past, these records were available and the clinician was able to engage with the patient on a deeper level, which they felt improved rapport and engagement with the service.
Conclusion
To conclude, Paris as a software shows great potential to enable seamless care and transform service provision within Physiotherapy. Unfortunately, the delivery has resulted in a relatively low fit overall and a resultant hesitancy in engaging. Despite all planning and development being made with good intention, the rapid and top-down approach has resulted in a provision that does not fully meet the needs and desires of the staff using it.  With sociotechnical consideration, including further training, as well as mindful development, Paris has clear ability to aid provision of seamless care alongside improving delivery of the Physiotherapy service.
References
Alami, A. (2016) “Why Do Information Technology Projects Fail?,” Procedia Computer Science, 100, pp. 62–71. doi:10.1016/J.PROCS.2016.09.124.
Ammenwerth, E., Iller, C. and Mahler, C. (2006) “IT-adoption and the interaction of task, technology and individuals: a fit framework and a case study,” BMC medical informatics and decision making, 6. doi:10.1186/1472-6947-6-3.
Aylward, M., Phillips, C. and Howson, H. (2013) “Bevan Commission Simply Prudent Healthcare 4 December 2013 v1 Simply Prudent Healthcare-achieving better care and value for money in Wales-discussion paper,” 1.
Beck, K. et al. (2001) Manifesto for Agile Software Development. Available at: https://agilemanifesto.org/ (Accessed: November 10, 2021).
Berndt, A.E. (2020) “Sampling Methods,” Journal of Human Lactation, 36(2), pp. 224–226. doi:10.1177/0890334420906850.
Carayon, P. (2006) “Human factors of complex sociotechnical systems,” Applied Ergonomics, 37(4), pp. 525–535. doi:10.1016/J.APERGO.2006.04.011.
Chau, P.Y.K. and Hu, P.J.H. (2002) “Investigating healthcare professionals’ decisions to accept telemedicine technology: an empirical test of competing theories,” Information & Management, 39(4), pp. 297–311. doi:10.1016/S0378-7206(01)00098-2.
Chehade, M.J. et al. (2020) “Innovations to improve access to musculoskeletal care,” Best Practice & Research Clinical Rheumatology, 34(5), p. 101559. doi:10.1016/J.BERH.2020.101559.
Eason, K. (2007) “Local Sociotechnical System Development in the NHS National Programme for Information Technology:,” https://doi.org/10.1057/palgrave.jit.2000101, 22(3), pp. 257–264. doi:10.1057/PALGRAVE.JIT.2000101.
Eason, K. and Waterson, P. (2014) “Fitness for purpose when there are many different purposes: Who are electronic patient records for?,” Health Informatics Journal, 20(3), pp. 189–198. doi:10.1177/1460458213501096.
Embi, P.J. et al. (2004) “Impacts of computerized physician documentation in a teaching hospital: perceptions of faculty and resident physicians,” Journal of the American Medical Informatics Association : JAMIA, 11(4), pp. 300–309. doi:10.1197/JAMIA.M1525.
Goodhue, D.L. and Thompson, R.L. (1995) “Task-technology fit and individual performance,” MIS Quarterly: Management Information Systems, 19(2), pp. 213–233. doi:10.2307/249689.
Greenhalgh, T. et al. (2017) “Beyond Adoption: A New Framework for Theorizing and Evaluating Nonadoption, Abandonment, and Challenges to the Scale-Up, Spread, and Sustainability of Health and Care Technologies,” Journal of medical Internet research, 19(11). doi:10.2196/JMIR.8775.
Hammond, W.E. (2010) “Seamless Care: What is it; what is its value; what does it require; when might we get it?,” Studies in Health Technology and Informatics, 155, pp. 3–13. doi:10.3233/978-1-60750-563-1-3.
Harrison, M.I., Koppel, R. and Bar-Lev, S. (2007) “Unintended Consequences of Information Technologies in Health Care—An Interactive Sociotechnical Analysis,” Journal of the American Medical Informatics Association : JAMIA, 14(5), p. 542. doi:10.1197/JAMIA.M2384.
Magrath, P. (1988) “Illegible prescriptions — The liabilities of doctors and pharmacists,” Journal of Management in Medicine, 3(1), pp. 67–72. doi:10.1108/EB060490/FULL/HTML.
Nowak, D.A. et al. (2021) “Why does continuity of care with family doctors matter?,” Canadian Family Physician, 67(9), pp. 679–688. doi:10.46747/CFP.6709679.
Torpol, E. (2019) Preparing the healthcare workforce to deliver the digital future The Topol Review An independent report on behalf of the Secretary of State for Health and Social Care.
Tsiknakis, M. and Kouroubali, A. (2009) “Organizational factors affecting successful adoption of innovative eHealth services: a case study employing the FITT framework,” International journal of medical informatics, 78(1), pp. 39–52. doi:10.1016/J.IJMEDINF.2008.07.001.
Turner, P.A. et al. (2009) “Audits of physiotherapy practice,” http://dx.doi.org/10.1080/095939899307667, 15(4), pp. 261–274. doi:10.1080/095939899307667.
Yeow, A., Soh, C. and Hansen, R. (2018) “Aligning with new digital strategy: A dynamic capabilities approach,” The Journal of Strategic Information Systems, 27(1), pp. 43–58. doi:10.1016/J.JSIS.2017.09.001.


