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[bookmark: _Toc197891491]Chapter 1: Introduction
	NHS Wales continues to face unprecedented challenges, partly due to the legacy of the COVID-19 pandemic (Audit Wales, 2024), and partly due to budgetary constraints, workforce recruitment and retention, combined with an increasing demand for services (Welsh NHS Confederation, 2025a) .These challenges are further exacerbated during the winter, when a surge in demand occurs due to a high volume of unwell patients suffering from respiratory conditions and other seasonal infections, combined with staff shortages, which can lead to delays in treatment, ambulance handover delays, and bed closures (Welsh NHS Confederation, 2025b). There is evidence that demand will continue to rise in Wales; health inequalities are widening in the most deprived areas, with behavioural risk factors prevalent from drinking, smoking and obesity. There is an older and ageing population in Wales compared to the other UK nations, leading to an increase in long-term health conditions (Welsh Government, 2023). To address these challenges, the Welsh NHS Confederation (2025a) recommend that the Welsh Government prioritise digital investment and a long-term workforce plan for NHS Wales.
	The workforce challenges faced by NHS Wales have improved; however, they remain significant. In 2023, days lost to staff sickness totalled 1.3 million, an improvement from 2022 (Auditor General for Wales, 2025). It was estimated that in 2024, NHS Wales had over 1,800 registered nurse vacancies (Welsh Government, 2024), while 10% of medical and dental posts were vacant (Auditor General for Wales, 2025). Nurses make up 40% of the NHS workforce in Wales (Health Education and Improvement Wales (HEIW), 2025). To address the workforce and demand in the next five years and reduce health inequalities, HEIW has launched the Strategic Nursing Workforce Plan 2025-2030, intending to grow, transform, and support the nursing workforce. A strategic aim for the plan is to transform nursing in the digital era by providing a “digital healthcare environment” (HEIW, 2025 p.25), utilising technology and innovation to enhance and support nursing practice, reducing workload pressures. 
	With a vision of improving the nation's socio-economic, environmental, and cultural well-being, the Well-being of Future Generations (Wales) Act (2015) was launched. This Act legalised seven well-being goals that public bodies in Wales must consider, leading to the creation of a long-term plan for health and social care, A Healthier Wales (Welsh Government, 2018). The plan outlined a whole-system approach to improving the health and well-being of the population by providing accessible, high-quality health and social care services that offer value for money and are run by a motivated and sustainable workforce, which aligns with the principles of The Quadruple Aim (Bodenheimer and Sinsky, 2014). The Quadruple Aim is an extension of The Triple Aim (Berwick, Nolan and Whittington, 2008). This conceptual framework aims to improve healthcare outcomes and experiences for populations while reducing healthcare costs. The Triple Aim (Berwick, Nolan and Whittington, 2008) advocated using Electronic Health Record Systems (EHRs) to measure health outcomes. The Quadruple Aim (Bodenheimer and Sinsky, 2014), which added the necessity of preventing burnout in healthcare workers, identified that while EHR use was aiding in achieving the aims of The Triple Aim, the data entry required, together with the alerts and alarms provided by EHRs, was contributing to burnout. The Quadruple Aim (Bodenheimer and Sinsky, 2014) recommended standardisation of workflows and multidisciplinary collaboration to reduce burnout and facilitate optimum patient care. In 2022, Nundy, Cooper and Mate identified a fifth aim: advancing health equity. Health equity is described as “the absence of unfair, avoidable, remediable differences” between individuals based on their social, economic, or geographic circumstances, or by their gender, sex, sexual orientation, ethnicity or disability (WHO, 2025a, Para 1). To measure health equity, The Quintuple Aim (Nundy, Cooper and Mate, 2022) maintains that demographic information alone is not enough, and that the causes of health inequality should also be measured.
	The use of technology and digital approaches to support and sustain high-quality health services is a strategic aim of A Healthier Wales (Welsh Government, 2018). This echoes the findings of The Topol Review (The NHS Constitution, 2019) which describes how digital technology can “augment” (p.9) the work of healthcare professionals, freeing up more time for patient care. The Topol Review, however, cites the importance of upskilling and educating the healthcare workforce to support a “digitally enabled health system” (p.16). The Francis Report (2013), a public inquiry into the failures in patient care in the Mid Staffordshire NHS Foundation Trust, recommended the use of electronic patient records to enhance transparency and patient safety; meanwhile, the Andrews Report (2014), an independent review into the practice and care in two Welsh Hospitals recommended using data and intelligence to develop a whole-organisation approach to quality and patient safety. Care should be given however not to repeat the errors of the National Programme for Information Technology (NPfIT), which was launched in 2002 to digitalise secondary care. As discussed in the Wachter Review (Department of Health and Social Care, 2016), failures to understand the impact of technology on workflows, individuals and organisations led to the abandonment of the project in 2011. 
The vision of “safe, sustainable, acces11sible healthcare” is conveyed through Hywel Dda University Health Board’s (HDUHB) A Healthier Mid and West Wales (2018, p. 2) strategy, which outlines how every aspect of health and care will be supported by digital initiatives and solutions to create a digitally enabled mid- and west Wales. HDUHB’s digital strategy, Our Digital Response 2020-2025 (2021), details a national pilot project featuring an electronic system aimed at transforming nursing documentation through standardisation. This initiative, which became the Welsh Nursing Care Record (WNCR), was rolled out in all acute inpatient community hospitals in Hywel Dda between 2021 and 2022. WNCR was developed by Digital Health and Care Wales after identifying the lack of standardisation in nursing documentation and the reporting of poor documentation in hospital audits (Beadle, 2022). WNCR is a national digital nursing documentation system developed in collaboration with the eight health boards, designed to alleviate the documentation burden on nurses and enhance patient safety through standardisation (NHS Wales, 2020b). At its launch, WNCR included the admission documentation and six key risk assessments, including a multifactorial falls assessment (NHS Wales, 2020a), with plans to implement additional documentation in phase two. Progress has been slow with documentation releases. Version 2.2, released in late 2022, introduced three new documents. Currently, version 2.6 is under development and will feature a catheter care bundle, the first new document in three years.
This research will evaluate WNCR through the lens of falls prevention. Inpatient falls are associated with poor patient outcomes, including pain, reduced mobility, and extended hospital stays (Uiterwyk, Curtain and Brennan, 2024). The National Institute for Health and Care Guidance (National Institute for Health and Care Excellence (NICE), 2025) recommends that hospital inpatients over the age of 50 be offered a comprehensive falls risk assessment to identify and implement falls management interventions aimed at minimising the risk of injury from a fall. Should a patient sustain a significant head injury, spinal injury, or fracture, data regarding the incident is required by the National Audit of Falls (NAIF) as part of the Royal College of Physicians (RCP) Falls and Fragility Audit Programme; the data is analysed alongside key performance indicators (KPIs) and published in an annual report (RCP, 2025). The 2024 NAIF report of 2023 data highlighted that out of 1,959 people in England and Wales who sustained an inpatient femoral fracture, 82% were due to a fall (RCP, 2024). HDUHB falls prevention policy (2023) states that all adult inpatients must have a multifactorial risk assessment completed by nurses using the Falls and Bone Health Multifactorial Risk Assessment (MRFA) on WNCR. 
The author is an Informatics Specialist Nurse for Hywel Dda and works closely with the Professional and Practice Development (PPDN) teams. In several scoping exercises, poor compliance with the Falls and Bone Health MFRA has been identified in the acute hospital where the author works as a staff nurse and is an end user of WNCR. This project provides an opportunity to identify and analyse the reasons for the poor compliance through an individual with a dual perspective, understanding both the national and local factors that have influenced the design and implementation of WNCR and the Falls and Bone Health MFRA, as well as the viewpoint of a staff nurse working in a busy assessment unit. The overall research aim is to identify what nurses perceive as the main barriers to falls risk assessment in WNCR. A mixed methodology will generate primary data that answers the research questions. A literature review will analyse nurses' attitudes toward falls assessment and digital documentation. The second part of the literature review uses the Unified Theory of Acceptance and Use of Technology (UTAUT, Venkatesh et al., 2003) to discuss technology acceptance. Technology acceptance refers to the decision to use a particular system and the factors influencing this behaviour (Taherdoost, 2018). The literature review has generated a secondary research question: Does a high level of technology acceptance increase compliance with digital systems? A questionnaire (Appendix A) was administered to determine if technology acceptance impacts compliance and sought to establish whether nurses' attitudes toward digital documentation, specifically WNCR, influences their compliance and if poor digital literacy affects the accuracy of digital documentation. Additionally, semi-structured interviews were conducted to capture a fuller picture of the pertinent themes (Appendix B). Furthermore, a Quality Improvement methodology was adopted, as targeted training was provided following a baseline audit of MFRA data to assess whether it enhances the accuracy of completed risk assessments. A repeat audit followed this to determine whether there had been an improvement. Clinical audits can be used in quality improvement to identify if required standards are being met (Backhouse and Ogunlayi, 2020). The research was carried out in three clinical areas within a general hospital in Hywel Dda between February and May 2025. To preserve anonymity, the participants were given pseudonyms: Daisy Unit is an assessment unit, Sunflower Ward is a frailty ward, and Sweet Pea is an Oncology/ Medical Ward. The areas were selected due to their high prevalence of inpatient falls.
As WNCR is a new system, there is a lack of literature directly about it. A post-implementation evaluation was carried out by Wiggins (2022). This research will contribute to this knowledge and provide another opportunity to evaluate the system four years after implementation. User feedback to evaluate a system is recommended by Cresswell, Bates, and Sheikh (2013) for the successful adoption of health information technology (HIT). If successful, the Quality Improvement element of this research can be used in other areas within the health board to enhance compliance with falls assessment or other risk assessments. HDUHB is currently undergoing a significant digital transformation, with an electronic prescribing and medication administration system, along with an electronic patient flow and electronic vital signs system in the pre-implementation stages. This research can provide a local perspective on nurses' attitudes toward digital systems and the perceived barriers to their use.
Ethical Considerations
The University of Wales Trinity Saint David has granted ethical approval, and the Clinical Audit Support Centre (CASC) team within Hywel Dda has approved the project's audit aspect. To maintain patient confidentiality, HDDUHB Information Services will provide anonymised data, and participation in the questionnaire and semi-structured interviews will be voluntary, with the findings anonymised.
No generative artificial intelligence has been used to generate this paper.



[bookmark: _Toc197891492]Chapter 2: Literature Review

	Chapter one identified the primary research question: What do nurses perceive as the main barriers to falls assessment in WNCR? It identified that WNCR is a new system; as such, there is a lack of specific literature regarding its efficacy This has necessitated breaking the primary research question into two parts: what are nurses' attitudes toward falls risk assessment, and what are nurses' attitudes toward digital documentation? Breaking down the primary research question will allow for further analysis of whether the barriers are due to the process of falls risk assessment, digital documentation, or both. Furthermore, it may help to address the secondary research question: Do nurses' attitudes toward digital documentation influence their completion of the Falls and Bone Health MFRA? The secondary research questions will be considered regarding whether poor digital literacy among nurses impacts the accuracy of digital documentation completion and whether targeted training improves the accuracy of completed falls risk assessments.
	A search of the PubMed, Ovid, and CINAHL databases was conducted using synonyms of the terms “inpatient falls,” “risk assessments,” “nurses,” “perception,” " attitude,” “barriers,” “accuracy,” “digital documentation,” “training,” “nursing documentation," “digital literacy,” and “impact.” Boolean operators refined the results, yielding 3,221 articles. After removing 269 duplicates and 186 articles with no available full text, 2666 records were screened by filtering for titles containing the terms “falls” or “Digital documentation” and through manual screening; 1,078 articles were sought for retrieval. The articles were uploaded into the Citavi reference manager, and a keyword filter was applied. The abstracts of 203 articles were screened manually using the following inclusion criteria: digital literacy of nurses, nurses' views on falls risk assessment documentation, nurses' views on digital documentation, barriers to the use of digital documentation by nurses, benchmarking to assess the completeness of risk assessments, semi-structured interviews to identify obstacles to digital documentation, the use of questionnaires to identify barriers to digital documentation, and the use of staff training to improve compliance with documentation. 


Nurses' attitudes to falls risk assessment

	In nursing, assessment is described as the “systematic and continuous collection, organisation, validation and documentation of information.” Assessment is the first phase of a cyclical process known as the nursing process, which utilises objective and subjective data, along with professional judgement, to plan, implement, and evaluate patient care. NICE (2025) recommends that hospital in-patients should have a comprehensive assessment to identify and minimise the risk of falls, considering the risk factors posed by the ward environment, current medication, and any other risk factors.
Sixteen studies discussed barriers or nurses’ attitudes to fall risk assessment; three were systematic reviews, whilst four contained either a literature, scoping, documentary or rapid review. Six mixed-method studies were reported, whilst two of the studies were quality improvement projects. There was a lack of studies focusing on barriers or nurses’ attitudes to falls risk assessment; the literature predominantly focused on comparing tools for assessment or interventions to reduce the risk of falls. Three articles contained a realist methodology, which can be used to evaluate complex interventions with mixed outcomes. A realist multisite study into the support and constraints of falls MFRA by Randell et al. (2024), provided the most analogous study to this research. Whilst the Falls and Bone Health MFRA in WNCR is unique to Wales, the three sites in NHS England visited by Randell et al. (2024) used MFRAS on digital systems, aligning with the then NICE guidelines and the NAIF Audit. A realist evaluation involves a context-mechanism-outcome (CMO) framework, which examines how processes operate within a particular context, considering the participants' socioeconomic circumstances and cultural values (Public Health England, 2021). A realist approach is increasingly being employed in nursing research, as it aligns with the holistic principles of nursing (Jack, 2022). A criticism of realist reviews is that they lack rigour (Dada et al., 2023).
	Responsibility for fall prevention resides at the executive level and is strategically delegated downward to the ward level through policies and procedures. Nurses are tasked with conducting fall risk assessments, which adds to their already heavy documentation burden. Randell et al. (2024) qualitative on-site studies showed that nurses wish to complete documentation quickly. Due to time constraints and work pressures, they may prioritise care over documentation for patients they perceive as having a high risk of falls. Nurses do not want patients to fall and may experience stress if their workload prevents them from completing risk assessments (Garcia et al., 2022). Practice is evidenced by documentation and is a requirement of The Code (Nursing and Midwifery Council (NMC), 2018), which all registered nurses must adhere to. Nurses may be motivated by the fear of blame to complete fall documentation if it is incomplete during a post-fall audit, while some nurses regard it as a tick-box exercise. Some nurses find documentation distracting from patient care (Leighton et al., 2022). To alleviate the burden on nurses caused by time constraints and work pressures, Randell et al. (2024) recommend fostering a culture of learning rather than blame.
	Effective leadership is vital in nursing. The Code maintains that nurses must act as role models in their practice (NMC, 2018), fostering a culture of shared values and safe, effective care (Major, 2019). Managers should serve as role models to motivate staff in falls assessment (Hakvoort et al., 2021). Randell et al. (2024) noted that education boards, sharing good practices, and monthly metrics helped engage staff to adhere to falls prevention policies. Conversely, Garcia et al. (2022) reported that nurses perceive an abundance of messages about falls prevention as anxiety-inducing, leading them to feel blamed for inpatient falls. However, this was a small literature review, not an observational study. Organisations may employ a champion approach to reducing falls. A falls champion or link nurse is a representative from the clinical area responsible for raising safety concerns, auditing fall management practices, and educating and supporting colleagues in assessing, managing, and suggesting interventions for patients at risk of falling or who have already fallen. Falls champions are typically not remunerated for their role, and due to work pressures, it can be challenging for them to attend training. The necessity of a falls champion is questioned by Tucker et al. (2019), who were unable to find consensus on the benefits of champions in an exploratory study of factors influencing fall prevention, where nurses indicated a high level of self-efficacy in fall prevention methods; however, this study had a small sample size of 40 nurses. The ability of fall champions to adapt and integrate a fall prevention approach in their workplace, as well as empower colleagues to change their practices, is critical, according to Leighton et al. (2022), who conducted a realist study in six care homes after implementing a fall MFRA programme.
	Clinical judgment is a term that has evolved in nursing; Connor et al. (2023) define it as the formulation of a clinical conclusion based on a process of reflection and reasoning informed by knowledge. Randell et al. (2024) noted that nurses will use their clinical judgment to manage fall risk if the guidelines in the MFRA do not align with their clinical judgment. This aligns with the findings of Takase et al. (2024), who used a Q methodology to explore the clinical judgment of 18 nurses regarding the importance of fall risk factors. Q methodology is a mixed-methods approach where participants are asked to rank a set of statements, which is followed by a factor analysis to identify shared viewpoints (Duncan Millar, Mason and Kidd, 2022). Although Q methodology is a relatively new approach to nursing research, a lack of transparency by some authors on the derivation of the Q statements can limit its reliability (Churruca et al., 2021). Takase et al. (2024) found that nurses tend to complement their clinical judgment with fall assessment tools and prefer their own experience and that of their colleagues. The reason Takase et al. (2024) cited was that nurses perceived fall assessment tools as failing to capture the complexity of patients' risk factors due to their simplicity. It should be noted that the fall assessment tools, which offer a score used in the study, are no longer recommended by NICE (2025). Takase et al. (2024) note that nurses will place different values on fall risk factors based on their clinical area, citing that nurses who work in acute care consider patients with mobility problems to be at the greatest risk of falls, compared to nurses who work in rehabilitation, who view poor mobility as less of a risk factor provided the patient has assistance. Takase et al. (2024) note that nurses' clinical judgment does not receive the same level of scrutiny as validated fall risk assessments, leading to variation in patient risk factors. Tucker et al. (2019) investigated the correlation between two surveys completed by a sample of 70 nurses. One survey focused on their fall-related knowledge, while the other examined their fall prevention self-efficacy. Self-efficacy is the belief that one will successfully carry out a task (Cambridge Dictionary, no date). Tucker et al. (2019) found that while nurses demonstrated good knowledge of falls prevention and high levels of self-efficacy, gaps in their knowledge were evident, particularly regarding interventions. Hakvoort et al. (2021) found that nurses perceive that younger colleagues and medical doctors lack knowledge regarding fall interventions. Randell et al. (2024) recommend developing shared responsibility for preventing falls and improving falls awareness among nursing and wider multi-disciplinary team (MDT) members.
Nurses perceive that increased MDT collaboration is needed to share the responsibility for fall prevention and reduce the onus on nurses (Garcia et al., 2022). Randell et al. (2024) expressed that nurses were frustrated when clinicians and MDT members carried out their fall assessment, ignoring nurse-authored assessments, which resulted in duplication. Developing a shared responsibility for falls prevention requires teams to communicate effectively (Randell et al., 2024). Garcia et al. (2022) noted that nurses felt an improved communication system, for example, a handover report would improve MDT collaboration. Randell et al. (2024) observed communication between the nursing team and healthcare assistants (HCA); officially at shift handover, the process of updating incoming nurses and HCA on the current status of their caseload of patients, or informally during the shift to check delegated tasks had been completed. Tucker et al. (2019) stated that the nurses in their study had low confidence in their communication skills with other team members, and recommended implementing training to aid staff with communication. 
	In summary, nurses face a heavy documentation burden, time and workload constrain the ability to comply with falls assessments. Nurses may prioritise risk assessments on patients they perceive to be at high risk of falls. Nurses would prefer it if the fall risk assessment could be completed quickly (Randell et al., 2024). Nurses are motivated to comply with falls assessments through a fear of blame, and fostering a culture of learning can help alleviate this (Randell et al., 2024). Effective leadership is crucial to promote compliance with falls risk assessments (Hakvoort et al., 2021), however, too many messages can be overwhelming (Garcia et al., 2022). Falls champions may facilitate compliance with falls risk assessment (Leighton et al., 2022). Nurses prefer to use their clinical judgement, whilst using the falls assessment to complement their knowledge. Nurses who work in different clinical areas will perceive falls risk differently (Takase et al., 2024). Nurses tend to have a good knowledge of fall prevention measures; however, some gaps are evident (Tucker et al., 2019). MDT involvement can foster a sense of shared responsibility, and effective communication between teams is essential for preventing falls (Randell et al., 2024).
Does targeted training improve the accuracy of completed risk assessments?

	Randell et al. (2024) identified that falls prevention training was provided during staff induction, which had been held virtually during the COVID-19 pandemic; however, nurses preferred face-to-face training. During the implementation of WNCR in HDUHB, training was given regarding the system's functionality, which was not specific to fall prevention. Anecdotally, falls prevention training in HDUHB is provided ad hoc by the PPDN or Quality Improvement teams and is not part of mandatory training. Hakvoort et al. (2021) The Behaviour Change Wheel, a non liner framework to analyse the sources of behavior, the interventions and the policies that they apply to (Michie et al., 2011) was used to identify interventions that can change nurses' behaviour towards falls assessment. It identified that visualisation in the form of posters and reminders was more effective in the workplace than traditional didactic methods. For education to have the most impact on practice, according to Hakvoort et al. (2021), a positive organisational culture is required, together with collaboration between practice and education. When introducing a falls prevention guideline, Breimaier et al. (2015) utilised a tailored implementation strategy, including a clinical audit. Coleman (2024) utilised a quality improvement approach to reduce falls among older adults living in retirement homes; the interventions included implementing a falls prevention program. Quality improvement is a systematic and coordinated approach to solving problems in healthcare by the people closely involved. Quality improvement aims to bring measurable improvements through specific methods and tools (The Health Foundation, 2021).
Nurses’ attitudes to digital documentation.
At the time of writing, the only published literature regarding WNCR is a post-implementation evaluation by Wiggins (2022) who noted that WNCR was generally well-received by the staff in the study. Wiggins (2022) identified 14 themes, including time, ease of use, equipment and IT issues. Wiggins (2022) research also took place in HDUHB. This section will consider nurses attitudes to digital documentation.
Twenty-nine articles discussed nurses’ attitudes or perceptions of the barriers and enablers of digital documentation. Articles that included other forms of digitalisation or technology, such as telehealth or digital tools, were included if they also discussed electronic health records or information systems. Articles that included the views of other healthcare professionals were included if they also featured the views of nurses. Several of the articles use a model or framework to discuss their findings; Conte et al. (2023), proposed a new framework. Tetik et al. (2024) used the Technology Acceptance Model (TAM) whilst Wynn et al. (2023) discusses the Unified Theory of Acceptance and Use of Technology (UTAUT) framework. Bradshaw et al. (2024) are guided by the NASSS (non-adoption, abandonment, scale-up, spread, sustainability) framework (Greenhalgh and Abimbola, 2019). 
The UTAUT Framework (Venkatesh et al., 2003) includes the Technology Acceptance Model (TAM) (Davis, 1993) as one of eight key theoretical models that explore the determinants of intention or usage in individual user acceptance of technology. Performance expectancy, effort expectancy, social influence, and facilitating conditions are direct determinants of user behaviour and acceptance. They are moderated by age, gender, experience and whether the technology is voluntary or mandatory. The UTAUT is a valuable tool for understanding the complexities of technology adoption. A limitation of the UTAUT is that it fails to account for variables associated with technology adoption in different contexts (Taherdoost, Mohamed and Madanchian, 2024).
[bookmark: _Hlk194758461]	Technology acceptance is the decision to use a particular system and the factors influencing this behaviour (Taherdoost, 2018). The Technology Acceptance Framework (TAM, Davis, 1993) examines the factors influencing technology. Perceived usefulness (PU) is the degree to which a person believes that a system will enhance their job performance, and Perceived Ease of Use (PEOU) is the belief that using the system would be free from effort. PU was later incorporated into the Performance Expectancy determinant within the Unified Theory of Acceptance and Use of Technology (UTAUT, Venkatesh et al., 2003), which examines the factors influencing intention to use and user acceptance of technology. 
Performance Expectancy
Performance expectancy is moderated by gender and age, with young men more susceptible to its influence as they are task-motivated and motivated by extrinsic rewards (V. Venkatesh et al., 2003) Conte et al. (2023) found that younger female nurses were more likely to have a positive attitude toward HIT. When attempting to clarify the role of the TAM in healthcare acceptance of HIT, Tetik et al. (2024) found that compared to men, women place a higher value on trialability, technology anxiety, and technological innovation. Notably, regulatory requirements and an interoperable and secure system that enhance access to information and patient management are indicators of perceived usefulness. Wiggins (2022) found that nurses found WNCR helpful and improved documentation through legibility. Nurses found the prompts helpful.
	Effort Expectancy
Effort expectancy combines PEOU (Davis, 1993), complexity, and ease of use. It impacts behavioural intention when first using a system and is more significant for younger female users who are new to the system. Older users, especially women, are less likely to use a system they perceive as difficult (Venkatesh et al., 2003). Chang et al. (2023) support this notion, finding that younger nurses indicated a high level of satisfaction following the introduction of an electronic advanced cardiac life support information system, suggesting that they receive training in the system before their employment, while older nurses were more accustomed to paper-based systems. It should be noted that the Chang et al. (2023) study was carried out 12 months post-implementation, where users are not first using the system. Schenk et al. (2021), however, found that ease of use scores improved four years following the implementation of their EHR and correlated with a decrease in concern regarding the use of the EHR. Tetik et al. (2024) found that PEOU, alongside PU, significantly impacted the intention to use HIT. A literature review carried out by Wynn et al. (2023) into the UTAUT moderating factors of gender, age and experience, analysed analogous studies outside of healthcare to explore nurses’ adoption of HIT, and found that PEOU is the greatest indicator of technology use in females, Wynn et al. (2023) reminds us of the importance of this fact in a predominantly female workforce, with social influence also being a key indicator of females' adoption of technology. (Wiggins, 2022) noted that views were positive regarding WNCRs ease of use.
Social Influence
Social influence: how the use of the system by the user is viewed favourably by important others is impacted by compliance; the user’s response to societal pressure, internalisation and identification- the alteration of an individual's belief structure in response to a perceived gain in social status. The role of social influence is most notable during a user’s early experiences with a system. Older women in mandatory settings are more susceptible to social influence when first using the system (Venkatesh et al., 2003). The evidence was limited on the role of social influence in HIT adoption. However, Wynn et al. (2023) noted that social influence was a key determinant in female use of technology, recommending that this should be considered when implementing HIT.
Facilitating Conditions
Perceived behavioural control, facilitating conditions, and compatibility are combined to create facilitating conditions, which refer to the level of the user’s belief that the organisational and technological infrastructure supports the system and removes barriers to use. Facilitating conditions directly influence usage, especially with older users (Venkatesh et al., 2003a). Nurses who perceive that HIT will increase their workload will likely have a negative attitude toward its implementation (Conte et al., 2023). A systematic review of digital hospitals by Canfell et al. (2024) identified that while clinicians, including nurses, had positive views towards HIT, its implementation had led to workflow pressures due to inconsistent data quality, the burden of documentation time, and reliance on hybrid systems of paper and digital to maintain effective care. A study of 160 nurses in a Turkish University Hospital found that the most significant barriers to HIT use were a large patient caseload and limited time (Arikan et al., 2022). It is worth noting that this study was conducted during the COVID-19 pandemic. Jedwab et al. (2023) maintain that for the successful implementation of new technology, nurses must be prepared and understand the justification and benefits of the technology. The technology must support workflows and patient interactions. Nguyen et al. (2021) add that developing nurses' digital literacy pre-implementation will improve their well-being when using HIT. Bail et al. (2023) found that a flexible co-designed health information system can improve work efficiency and reduce documentation time; this, however, was implemented in a large Australian care home. Finally, Mohammadnejad et al. (2023) conducted a systematic review of the impact of technology use on the workload of nurses and recommended that the degree of organisational and individual technology acceptance should be considered before implementing new technologies 
Infrastructure and technical barriers, including connectivity, speed and number of devices, were perceived by healthcare professionals as the most significant barriers to the use of digital technologies (Borges do Nascimento et al., 2023), this is echoed across the literature in this review. Increased workload, Technology-related difficulties, including software and system errors, time for data entry and a lack of hardware, were cited as the main disadvantages of EHR use by 160 nurses (Arikan et al., 2022), leading to a decrease in time spent with patients. Low usability is linked to higher burnout in healthcare professionals (Canfell et al., 2024) while issues with login and passwords were described as barriers by Walker & Clendon (2016) and Leonardsen et al. (2024). Medero et al. (2023) advocate bedside documentation to improve patient safety. However, Gauthier-Wetzel (2024) describe rebooting time as a barrier to this. A non-intuitive interface design can potentially negatively influence the use of HIT (Wosny et al., 2023). Healthcare professionals should be involved in developing and implementing HIT to overcome technical challenges (Borges do Nascimento et al., 2023). In a small study of primary and community nurses, Walker and Clendon (2016), acknowledged the barriers highlighted in this review and supported the notion of healthcare professional involvement, adding that organisational investment and interoperability of systems were key enablers. (Wiggins, 2022) found that nurses perceived the tablets to be easy to use and convenient, although charging of devices was a cause of frustration. (Wiggins, 2022) identified that connectivity issues were prevalent in the pilot but improved slightly post-implementation.
	Facilitating conditions also include the support infrastructure, with older workers considering this to be an important factor in the usage of a system (Venkatesh et al., 2003b). Tailored education activities, technical support and peer-to-peer education can reduce fear prior to implementation (Borges do Nascimento et al., 2023). Sufficient training is a positive moderator for the use of HIT, whilst unfavourable social structures and lack of training were cited as negative moderators, amongst clinicians, including nurses (Wosny et al., 2023). Training increases nurses' self-esteem (Ferdousi et al., 2021). Without training, health care providers can experience low self-efficacy, leading to negative attitudes toward HIT (Borges do Nascimento et al., 2023).
	Nurse attitudes to implementing and adopting HIT are critical; perceived barriers, such as increased workload, lack of support, and insufficient resources, may lead to resistance to change (Conte et al., 2023). Personal and psychological barriers to the use of HIT are complex and include resistance to change, demographic and educational factors, and behavioural traits such as a lack of motivation to comply (Borges do Nascimento et al., 2023). Positive attitudes and perceived usefulness are enablers for HIT's successful implementation and adoption (Conte et al., 2023). These findings conflict with the UTAUT (Venkatesh et al., 2003b), which hypothesises that self-efficacy, anxiety, and attitudes to technology use do not impact behavioural intention. This poses a further secondary research question: does a higher level of technology acceptance in an area lead to better compliance with WNCR, especially with the Falls and Bone Health MFRA? 
	This literature review has considered the factors that nurses perceive to be the main barriers to completing the Falls and Bone MFRA by analysing nurses' attitudes to falls assessment and digital documentation. Time constraints and workload pressures were identified as digital or paper barriers to falls risk assessment (Randell et al., 2024; Canfell et al., 2024; Jedwabet al., 2023). Electronic falls documentation was identified as supporting falls documentation compliance (Alvarado et al., 2023), however, it was commonplace for assessments to be carried out mentally at the bedside and documented later at the computer (Randell et al., 2024). Wiggins (2022) notes conflicting feedback about time, the feeling that documentation would get quicker as nurses grew used to the system. Wiggins (2022) also identified that time could be a barrier to training.
The UTAUT Framework (Venkatesh et al., 2003b) was used to analyse the determinants and modifiers of technology acceptance, identifying the roles of nurses' perceptions of performance, effort expectancy, and social influence. Technical and organisational conditions were identified as essential for HIT adoption, with the literature highlighting technical barriers as the leading cause of negative attitudes to technology adoption(Borges do Nascimento et al., 2023) (Conte et al., 2023). Despite Venkatesh et al.'s (2003) stance that attitudes to technology do not influence the intention to use, the evidence presented in this review should not be discounted.		

Chapter 3: Methods

To answer the primary research question, “What do nurses perceive as the main barriers to accurately completing the Falls and Bone MFRA in WNCR?” together with the secondary research questions, it has been necessary to use a mixed-methods approach that combines the traditional quantitative approach used in medicine with the qualitative approach found in social sciences, including nursing. A mixed-methods approach follows a pragmatic ontology, a paradigm or set of rules that enables the researcher to focus on variables relevant to their study. In philosophy, an ontology is a viewpoint on the nature of reality and how it exists, appears, and interacts with others. A pragmatic ontology is the belief in a dynamic reality, with shared ideas formed by actions. A pragmatist approach acknowledges the truth for problem-solving and accepts that observation is required to verify the truth. Pragmatists posit that the world is viewed through participation and ideas as tools to make sense of it. (Muncey, 2009). Healthcare is a dynamic and complex environment, with many pressures on service delivery and resources (Halcomb et al., 2009). Nurse researchers are aiming to provide quality research to support evidence-based care (Thompson & V Ivankova, 2022). A mixed methods approach allows for an analysis of nurse behaviours, interactions and perceptions (Muncey, 2009). Scott (2016) supports the use of a pragmatic mixed-methods approach when analysing HIT to capture the worldviews of the technology's users. 
In research, pragmatists believe that the research question should dictate the research design(Muncey, 2009). Ascertaining the barriers to completing the MRFA from the perspective of nurses requires analysing the participants' thoughts and feelings, which is challenging in a quantitative study (Bell & Waters, 2018)and is more suited to the in-depth analysis of behaviour, which can be gained from a qualitative study. A disadvantage of the qualitative approach is the difficulty in obtaining a large sample size due to time constraints (Jacobsen, 2017). Combining the two approaches in a mixed methods study and utilising multiple data sets can help triangulate the data, reducing biases and increasing the study's validity (Noble & Heale, 2019). Data triangulation is a strategy that aims to ensure results from data collection are as accurate as possible by using multiple data sources (Moon, 2019). Triangulation can be used to validate the data when the results from multiple studies converge to complement the data, when the results provide a more complete picture (Collins, 2015). 
A Microsoft Forms questionnaire (appendix a) was created to answer the secondary research questions: “Do nurses' attitudes to digital documentation, specifically WNCR, influence their completion of the Falls and Bone MRFA?” and “Does poor digital literacy amongst nurses impact the accuracy of the completion of digital documentation?” Questionnaires are easy to code and can be sent to many people; however, the data can be limited by a poor response rate and a lack of depth (Biggam, 2015). The questionnaire created contained 18 questions. The first question enabled the participant to declare that they understood the ethical considerations in the questionnaire and were happy to proceed. Then, demographic questions were asked about age, clinical area, job role, and length of experience. A digital literacy section asked respondents to rank their digital confidence and digital skills. The digital literacy section concluded with five questions based on the UK Government's Framework for digital literacy (Department for Education, 2019), where respondents were asked to rank their confidence in foundation skills, communication, handling information and content, transacting, and identifying suspicious activity online. Finally, the sections, Falls and Bone MRFA, WNCR, and Technical and Infrastructure, contained Likert scale questions based on the literature review findings. A five-point Likert scale can help rank respondents' attitudes to a particular subject (Jacobsen, 2017), each section added a free text box for any additional comments to be made. A section was dedicated to Technical and Infrastructure, as it was identified as the most significant barrier to using digital documentation in the literature review by Borges do Nascimento et al. (2023), Arikan et al. (2022) Canfell et al. (2024), Walker & Clendon (2016), Leonardsen et al. (2024), Gauthier-Wetzel (2024) and Wosny et al. (2023). The questionnaire was checked for consistency using Cronbach’s Alpha in IBM’s Statistical Package for the Social Sciences (SPSS),scoring  0.89, which is in the acceptable range (Tavakol & Dennick, 2011) The questionnaire was sent to colleagues in the Nursing and Midwifery Informatics team for face validation, to ensure that it was easy to use and that participants could correctly complete it (Jacobsen, 2017). The questionnaire was shared to the ward administrators for each area, and a QR code containing a link to the questionnaire was shown at the end of the training sessions. 
The questionnaire responses also aim to answer the secondary research question: Does a higher level of technology acceptance in an area lead to better compliance with WNCR, especially with the Falls and Bone Health MFRA? With the hypothesis being that areas with higher levels of technology acceptance will have the most complete Falls and Bone Health MFRA. The UTUAT domains will be used to calculate a technology acceptance score. Performance expectancy: Improves documentation accuracy, information is secure, improves patient safety, more time with patients, Effort expectancy: User-friendly design, easy to access, information is easy to find, Facilitating conditions: Knowledge and skills to use WNCR, WNCR increases my workload sufficient devices, devices easy to use, devices in good condition, adequate WIFI. Social influence will not be included as it is a mandatory system.
	Initially, the plan was to hold a focus group; however, due to the complexities of the participants' scheduling demands, semi-structured interviews were conducted over Microsoft Teams. A convenience sample was utilised with ten nurses recruited from the clinical areas involved in the project. Semi-structured interviews provide the opportunity to elicit insights from key stakeholders and facilitate meaningful discussions; however, they can be time-consuming to analyse (Biggam, 2015). Twelve questions were formulated (Appendix B)  based on the literature review findings to discover the respondents' attitudes toward falls risk assessments and digital documentation, and whether they had noticed any benefits, challenges, or barriers to conducting the Falls and Bone Health MFRA and/or WNCR. The respondents were also asked about training and support needs and if they had any suggestions for improving the Falls and Bone MRFA and/or WNCR process.
The research gained from this project aims to improve the quality and compliance of the Falls and Bone MFRA with nurses in Hywel Dda. Therefore, a Quality Improvement (QI) methodology was also applied to answer the secondary research question, “Does targeted training improve the accuracy of completed risk assessments?” The Model for Improvement is a widely used framework to guide change in the NHS (Institute for Healthcare Improvement, n.d.). The Model for Improvement has two parts; three questions: What are we trying to accomplish, how will we know that the change is an improvement, and what change can we make that will result in improvement, followed by Plan-Do-Study-Act (PDSA) cycles (Associates in Process Improvement (API, 2025)). The PDSA cycles allow for an iterative process. The aim is to make small changes in small pilot areas, observe the results, and, if successful, scale up the change. Shelby et al. (2019) and Coleman (2024) used a quality improvement approach in falls risk assessment projects. 
	Answering the first question in the Model for Improvement: What are we trying to accomplish? (API,2025), provides the aim statement for the project, which should be clear and concise, align with organisational goals and be specific, measurable, achievable, realistic and timely (SMART) (Improvement Cymru Academy & NHS Wales, n.d.). Following the SMART aims above, the aim is to improve the completeness of the Falls and Bone MFRA on WNCR in three areas in the author’s hospital: Daisy, Sunflower and Sweet Pea by the end of the academic year (May 2025). The three wards were selected as they had the highest incidence of inpatient falls in the calendar year. 
	The second question posed in the Model for Improvement is How will we know that a change is an improvement? (API,2025). Finding a baseline and quantifying the improvement is necessary (NHS Improving Quality, 2015). Patients over 65 in England and Wales who sustain any fracture, head or spinal injury following an inpatient fall are reviewed as part of the NAIF Audit  (RCP, 2025) The NAIF audit (NAIF & Royal College of Physicians, 2024), follows (NICE, 2013), which states that all patients over 65 or 55 with co-morbidities must have a multifactorial risk assessment. The risk assessment must contain nine fall risk factors: postural instability, vision, lying and standing blood pressure (BP), cognition, delirium, continence, medication, footwear and falls history. Should a risk be identified, interventions must be recorded to attempt to mitigate the risk. The Falls and Bone Health MFRA in WNCR contains questions that aid the nurse in identifying the NAIF risks and a mandatory text box to document any necessary interventions. Anonymised data was requested from Information Services for each area for risk assessments completed between 24/2/25 and 2/3/26, which were supplied in an Excel file. To comply with Hywel Dda Policy, an audit was registered and approved on the Audit Management and Tracking (AMaT) system, and a proforma was produced using the NAIF Audit tool (Appendix N). The proforma had 26 elements; if the patient had no fall risk identified, the assessment scored 26. If a risk was identified and no adequate interventions were documented, a point would be deducted for each intervention missing. For example, if “yes” was selected to the question “Does the patient take any medication which can lower the blood pressure?” the correct intervention would be for a physician or pharmacist to carry out a medication review. This approach's limitation was the ability only to see what was documented in the Falls and Bone MRFA. The baseline audit data was captured during the week commencing 24/2/25, with the repeat audit carried out during the week commencing 28/4/25. Only the results of the audits will be published in this paper. 
	Finally, the Model for Improvement asks What change can we make that will result in an improvement? (API, 2025). Clinical audit can identify opportunities for improving compliance and standards in healthcare (Backhouse and Ogunlayi, 2020). Whilst the audit produced a quantitative baseline, it also identified an opportunity to improve the quality of the required narrative if the patient is at risk of falls. A training package was produced to engage with staff on each area. The Health Foundation (2021b) suggests that effective communication and staff engagement are crucial to the success of change management in quality improvement. The Topol Review (The NHS Constitution, 2019),identifies that leadership and staff engagement are key to successful digital transformation. Kotter’s 8 Step change management theory (2018),recommends forming a powerful coalition through creating and communicating a vision to empower others to act on the vision, guided by a sense of urgency. Within the literature review, leadership and education were identified as enablers in fall risk prevention strategies (Alvarado et al., 2023), (Randell et al., 2024) and (Leighton et al., 2022). Fostering facilitating conditions including education and support were identified as enablers for successful implementation and adoption of HIT (Wosny et al., 2023), (Ferdousi et al., 2021) and (Borges do Nascimento et al., 2023). 
	Three face-to-face sessions were held, one in each clinical area. To accommodate staff availability, staff from either area could attend the sessions if the day suited them. A Microsoft Teams session was also held. The presentation included information regarding the NAIF audit, its purpose and when it would be undertaken officially. The falls history for each area was highlighted, and feedback was given on the percentage compliance with undertaking a falls assessment, compliance with the NAIF audit tool, and lying and standing blood pressure compliance. Feedback was also given on the qualitative aspects of the assessment identified in the audit process. The presentation continued with a reminder of the nursing process (Walters, 2025), a systematic assessment process nurses use to identify patient needs, plan interventions to reduce the patient's risk, and evaluate their effectiveness. The presentation illustrated how the Falls and Bone MRFA utilises the nursing process and suggested interventions for patients at risk of falls. At the end of each session, an opportunity to answer questions was provided.
	The second part of the Model for Improvement consists of the iterative Plan, Do, Study, Act cycles (PDSA)(API, 2025). PDSA cycles allow changes to be implemented on a small scale, with data collected during the implementation informing the next iteration and implementation of change. PSDA cycles continue, with the change refined until it is ready to be implemented on a larger scale (Improvement Cymru Academy and NHS Wales, no date). A repeat request for assessments completed in the week following the training was made to enable re-auditing to analyse if tailored training had improved the quality of the Falls and 
In summary, a pragmatic mixed methods approach has been utilised to answer the primary research question, “What do nurses perceive are the main barriers to accurately completing the Falls and Bone MRFA?” To attempt to answer this question, it is necessary to ask whether the perceived barriers are due to falls risk assessments or digital documentation. A Microsoft Forms questionnaire was designed and distributed to the three clinical areas, containing questions regarding digital literacy, the Falls and Bone Health MFRA, WNCR and technical and infrastructure issues. To further explore and for a deeper analysis of the pertinent issues, semi-structured interviews were conducted with staff members from the clinical areas. Finally, this project also utilises a QI approach, with a baseline audit of Falls and Bone Health MFRA conducted and tailored training forming the first PDSA Cycle. 



Chapter4: Results

To attempt to answer the project's research questions, a mixed-methods approach consisting of a Microsoft Forms questionnaire, semi-structured interviews, and an audit of Falls and Bone MFRAS from Daisy, Sunflower, and Sweet Pea areas was used. 
Nurses' attitudes to falls risk assessment and digital documentation
The questionnaire was distributed to staff in the clinical areas to complete, with an approximate response rate of 58%. Of the 38 respondents, 71 % were registered nurses, 16% were Band 4 Health Care Support Workers, and 13% were student nurses. 44% of respondents were from Sunflower Unit, 29% from Sweet Pea Ward and 26% from Daisy Ward. The highest response rates were from staff between 25 and 35 years of age (35%) and nurses who had been qualified for less than five years (46%). 
Respondents were asked for their opinions on the Falls and Bone MFRA, WNCR in general and the technical and infrastructural aspects of using WNCR in the form of a 5-part Likert Scale. 
Figure 1: Nurses attitudes to the Falls and Bone Health MFRA

The responses appear to indicate that respondents feel that they have the knowledge and skills to complete a Falls and Bone Health MFRA, that it has a user-friendly design, and that it is easy to find. However, the consensus is that nurses perceive that the Falls and Bone Health MFRA and WNCR increase their workload.
Figure 2: Nurses attitudes to workload impact
	Respondents agreed that WNCR is easy to access and has a user-friendly design. There was also a consensus that information is secure on WNCR and that WNCR improves documentation accuracy. There was less of a conclusive response to WNCR improving patient safety, with 54% agreeing that WNCR did improve patient safety and 43% neither agreeing nor disagreeing. There was less congruence regarding WNCR giving nurses more time with patients, 28% agreeing that it does, 36% disagreeing with this statement, and 36% neither agreeing nor disagreeing. Overall, participants agreed that they had adequate knowledge and skills to use WNCR.
Figure 3: Nurses' attitudes to the Welsh Nursing Care Record
	The constraints due to technical and infrastructure are illustrated in the table below. 48% of respondents found that the devices were easy to operate; however, 45% of respondents found that the devices were not in good working condition, and 48% felt that there was an inadequate number of digital devices available. Regarding the WiFi coverage, most respondents found this to be adequate.
Figure 4: Nurses perceptions of the technical and infrastructural factors associated with WNCR
Does digital literacy amongst nurses impact the accuracy of digital documentation?
Respondents were asked to rate their digital confidence and digital skills out of ten. The average rating for digital confidence was 7.21, the lowest rating for confidence was 4 out of 10. The average rating for digital skills was 7.05, with the lowest rating given as 3 out of 10.  Respondents were asked to rate the five digital literacy questions based on the UK Government Framework (Department for Education, 2019) of foundation skills, communication, handling information, transacting and confidence in identifying suspicious activity with a choice of: very confident, somewhat confident, not very confident and not at all confident. These rankings were coded from 4 to 1, with very confident being the highest. The rankings were aggregated with the digital confidence and digital skills to give an overall digital literacy score. The mean digital literacy score was 30 with a standard deviation of 5. 
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Figure 5: Scattergraph to show correlation between digital skills and WNCR
Data was analysed using SPSS to identify if there is a correlation between digital literacy and perceived knowledge and skills to use WNCR, Spearman’s ρ(n=38) = .388, p =0.16, indicating a small positive monotonic relationship between digital literacy and perceived WNCR skills. 

Figure 6 : Mean digital literacy score by age
Does targeted training improve the accuracy of completed risk assessments?
	
	Daisy Unit
	Sunflower Unit
	Sweet Pea Ward

	Falls and Bone Health MRFA Assessments Completed(patients/assessments)
	76%
	33%
	89%

	Mean Score Using NAIF Tool
	93%
	86%
	92%

	Reaudit results 

	Falls and Bone Health MRFA Assessments Completed(patients/assessments
	53%
	43%
	38%

	Mean Score Using NAIF Tool
	93%
	93%
	95%


Figure 7: Results of Clinical Audits
Does a higher level of technology acceptance in an area lead to better compliance with WNCR, especially with the Falls and Bone Health MFRA? 
Figure 8: Mean scores for UTAUT Domains by Ward
The chart above shows the mean scores for each domain of the UTUAT except for Social Influence. Daisy Unit scored highest for performance expectancy overall; scores were identical for effort expectancy. Sunflower scored highest with 45 as the mean overall acceptance score; however, Sweet Pea and Daisy scored 44.
Figure 9: UTAUT domains by age
	The above chart shows that for the sample group, Performance Expectancy and Effort Expectancy scores decrease with age, whilst Facilitating Conditions scores increase up to the 39.5 age midpoint before decreasing. 




Chapter5: Discussion

	This chapter will describe the empirical data collected in this project and synthesise the pertinent themes from the literature to identify what nurses perceive as the main barriers to falls assessment in WNCR. The secondary research questions will be considered regarding the impact of digital literacy, targeted training, and a high level of technology acceptance on compliance with falls assessments, and recommendations to improve the barriers will be provided. The transcripts of the semi-structured interviews can be found in Appendices B to L.
What do nurses perceive as the main barriers to falls assessment in WNCR?
All participants acknowledged the importance of timely falls risk assessment and the required interventions for patient safety. The main constraints to falls risk assessment were time and workload pressures. This is also evident in the questionnaire, with most respondents agreeing that the Falls and Bone Health MFRA increases their workload. Daisy Unit and Sunflower Ward start the WNCR admission process, including the risk assessments, as they typically receive patients directly from A&E, which uses a paper version of the Falls and Bone Health MFRA. The expectation is that a patient should have all risk assessments reviewed upon transfer to another clinical area. P2, a Band 5 nurse on Daisy Unit, described the challenges of balancing patient care with documentation, especially during staff shortages: “That's the most difficult part of our job that we need to be in five different places at the same time.” P5, a Band 6 nurse on Daisy unit, also described the challenges of balancing patient care with the organisation's expectations regarding when a falls risk assessment should be completed and the legal requirement to document all assessment decisions as per the NMC Code (2018)P5 continued, “We have so much paperwork on our workload that it just becomes a tick box exercise” 
The nurses' attitudes in the questionnaire and the interviews reflect those of the literature, which states that time and workload pressures are a significant barrier to falls risk assessment, in alignment with Yasan et al. (2020). Randell et al. (2024) suggested that nurses want to be able to complete the falls assessment quickly due to these constraints, and it is evident from the empirical evidence that the Falls and Bone Health MFRA does not facilitate this. A further barrier to the completion of the Falls and Bone Health MFRA which impacts on time and workflow constraints is the new requirement in WNCR version 2.5, for nurses to record a lying and standing blood pressure within the Falls and Bone Health MFRA and was cited by the interview participants as a significant barrier to their completion. 
“I’ll do a spot check and I'll find that the falls and bone haven't been done and it's because they think I haven’t got time to go and do a lying and standing blood pressure, so I'm not going to fill it out.” (P7, a Band 6 Nurse on Sweet Pea Ward)
 Cardiac Syncope is a significant cause of inpatient falls (NICE, 2025). A lying and standing blood pressure is a requirement of the NAIF audit (NAIF & RCP, 2024) . A request for a change to WNCR was submitted to DHCW by one of the health boards to enable the recording of a lying and standing BP within the Falls and Bone Health MFRA. To correctly measure a lying and standing BP, the RCP guidelines (RCP, 2023) require the patient to lie flat for five minutes and have their blood pressure measured; they are then required to stand, with a BP taken at one minute and three minutes. Should there be a deficit of greater than 20 millimetres of mercury in BP, the patient is deemed to have a postural drop and requires a medical review. The policy in HDUHB is for patients to have a lying and standing BP taken for the first three days of their admission; however, anecdotally, compliance with this has been poor in some areas.
	P2 and P3, both Band 5 Nurses on Daisy Ward, described the challenges of performing lying and standing BPs on unwell patients who have been transferred from A&E, sometimes during the middle of the night. P8, a Band 5 nurse on Sunflower Ward agreed, suggesting that the middle of the night, when medical cover was limited, was not the time to be standing patients up to measure if they have a postural drop “[The Doctors are] going to be cursing us if we're constantly calling them[at night] because patients fall to the floor because they've had a vasovagal!” 
P1 a Band 5 Nurse from Sweet Pea Ward. described confusion regarding what should be entered in the Falls and Bone Health MFRA if unable to take a lying and standing BP due to the patient receiving end-of-life care, where vital signs such as blood pressure are not routinely taken. Some of the participants were unaware that clinical judgment could be exercised; a tick box is available in the Falls and Bone Health MFRA, which generates a text box for the nurse to document justification as to why a lying and standing BP has not been taken. Some participants who were aware of this feature expressed concerns that the lying and standing BP would be missed until the assessment was reviewed the following week:
 “If you can't do the lying and standing BPs because the patient is flat out asleep, I’ll tick it and say,” Unable to complete lying and standing BP as patient exhausted from transfer. And then that won't necessarily get revisited.” P10, a Band 6 nurse, Sunflower Ward. Other frustrations raised by the interview participants concerning workflow were the inability to save the Falls and Bone MFRA if called away whilst completing it or to add partial information if all the information was not known at the time (P5 and P10, Band 6 Nurses on Daisy Unit and Sunflower Unit, respectively). Currently, WNCR does not have this feature and requires users to enter information into a mandatory text box if a need is identified, leading staff to employ workarounds such as punctuation marks, as noted by Wiggins (2022). WNCR is a new system, and the lying and standing blood pressure is a new requirement. Therefore, there is a lack of literature around this issue. Arikan et al. (2022) explains that HIT must align with nurses' workflows to be accepted. Further research is required to fully understand the impact of lying and standing blood pressure requirements, and a recommendation would be to analyse compliance with the Falls and Bone Health MFRA pre and post WNCR v2.5. WNCR is a dynamic system reviewed regularly with changes made as dictated by clinical or legislative need. Further research may be required to evidence the need for the Falls and Bone MFRA to reflect nurses' workflows.
Randell et al. (2024) highlighted that nurses are more responsible for patient falls assessment than any other professional team. Seven of the respondents discussed shared responsibility for falls assessment. P5, a Band 6 nurse on Daisy Unit, described the assessments as “hidden” as they were held on a digital platform; “we can do a thorough assessment as we can, an excellent one, but no one's going to look at that.” P9, a Band 5 nurse on Daisy Unit, questioned whether the medical teams accessed the documentation on WNCR and described frequent occasions when the medical teams ask her for information regarding a patient’s status, which is available on WNCR. Medical staff have access to WNCR via their NADEX ID and passwords or via the Welsh Clinical Portal; however, anecdotally, their engagement with the system is inconsistent. This aligns with Randell et al. (2024) who found that the medical teams did not view falls risk assessments held on the hospital EHR. Garcia et al. (2022) found that a shared responsibility for falls risk assessment with the MDT would help to relieve the burden on nurses.
Shared responsibility amongst nursing teams was discussed. P8, a Band 5 Nurse on Sunflower Ward, felt it wasn’t looked at again after completing the assessment. P10, a Band 6 Nurse on the same ward, felt that due to her senior position, she was obligated to complete as much of the patient admission assessment as possible, which included the Falls and Bone Health MFRA, which she described as “very time-consuming. “She explained that on many occasions she had completed the admission in her own time: “If I can't complete [the admission] then I feel quite stressed about it and I'm sure there's others that might feel that way.” P8, also referred to the current practice on Sunflower Ward of reviewing risk assessments at the weekend, which put pressure on the weekend staff, suggesting that if risk assessments were reviewed when they were due, usually weekly, this would share the responsibility between the whole team. P6, also a Band 6 on Sunflower Ward, described how, if the quality of the Falls and Bone Health MRFA was poor, when reviewing them, they would need to be reassessed entirely. Much of the initial Falls and Bone Health MFRA data pulls through to subsequent assessments; if there have been no changes to the patient's condition, the reviewing nurse can save the evaluated risk assessment if they are happy to attribute their digital signature to it.
	Finally, two of the Band 5 Nurses from Daisy Unit described how support from Health Care Support Workers could enable compliance with the Falls and Bone Health MFRA, both in terms of supporting with nursing tasks on shift and through completion of the Falls and Bone Health MFRA through delegation. In HDUHB, delegated responsibility for patient risk assessment is in the job description of a Band 4 HCSW, an enhanced role allocated to some areas in HDUHB (HEIW), 2025). Daisy Unit does not currently have any Band 4 HCSWs allocated to it. According to Randell et al. (2024), HCSWs play a role in falls prevention by supporting the registered nurse with delegated nursing tasks and maintaining effective communication channels to update the nurse on the patient's status. Alvarado et al. (2023) noted that a constraint of delivering falls prevention interventions was a lack of communication between clinical teams. Tucker et al. (2019) posits that communication training between interprofessional teams may facilitate improvement in falls prevention.  Fostering a shared responsibility through strong leadership (Major, 2019), teamwork and effective communication (Tucker et al., 2019), can help alleviate the documentation burden (Randell et al., 2024). Garcia et al. (2022) noted that practical help from management can improve compliance with falls assessments. Therefore, a recommendation would be a multi-disciplinary approach to falls assessment, utilising health care support workers and senior nurses to support nurses with falls risk assessments in times of significant pressure.
Empirical evidence suggests that technical difficulties further exacerbate time and workflow-related barriers. When WNCR was rolled out in HDUHB, Microsoft Surface Go tablets were provided to each ward, except for Daisy Unit, which received the larger Surface Pro device. Later in the project, wards were given Dell laptops on trolleys, aiming for each area to have a ratio of one tablet or laptop per the maximum number of nurses and HCSWS per shift. The purpose of the portable devices was to enable staff to document at the bedside contemporaneously. P4, a Band 5 nurse on Sunflower Unit, mentioned using the small tablets to document care at the patient's bed. However, she frequently experienced issues with her username and password and the time it took for the device to load. P9, a Band 5 nurse on Daisy Ward, agreed, stating that the loading time of the devices was a barrier to her documenting contemporaneously. However, she reflected that even if she had an allocated device, she probably would not document this way, as it was not as quick as documenting on paper. Gauthier-Wetzel (2024) described the time devices took to reboot as a barrier for bedside documentation. 
P9 and P3, also a Band 5 Nurse on Daisy unit spoke of the challenges of accessing devices on day shifts when the full MDT was present on the unit. “If it's a full day, you know all the team are in and it can be difficult to get on a good enough device.” P2, a Band 5 on the same unit, spoke of finding a space to do her documentation in these circumstances: “You don't even have time to find a place to record, to sit down to log in... as soon as you log into the computer, you've been called away.”
This aligns with the questionnaire findings: 45% of respondents felt that the devices were not in good working condition, while 48% felt that there were insufficient devices for WNCR use. Most respondents reported adequate WiFi coverage. The login time issue is not due to the internet speed but to automated network policy checks and is particularly prevalent in the Surface Go devices. Previous work in the Informatics Team has highlighted that these tablets can take up to 25 minutes to load and tend to be abandoned by staff. A recent HDHB stock take identified that many Surface Go devices had lost the ability to connect to the network as they had not been connected within 30 days. 
It was evident in the literature that technology was a significant barrier for the use of health information technology (Borges do Nascimento et al., 2023), can increase the documentation burden and workflow pressures (Canfell et al., 2024) and produce negative views from users (Conte et al., 2023). Fostering facilitating conditions directly determines technology acceptance(Venkatesh et al., 2003b). (Mohammadnejad et al., 2023) contends that organisations must consider technical barriers to improve technology acceptance and alleviate the impact of technology on nurses' workloads. Reducing “digital frustration” was a strategic aim of Our Digital Response (HDUHB, 2021). A Healthier Wales (Welsh Government, 2018) aims to augment health professionals' skills through technology. A recommendation would be for HDUHB to work with nurses and other end users when selecting devices for future programmes to ensure that they align with workflows and are fit for purpose. Daisy Ward recently participated in a device trial for the upcoming Electronic Medication Prescribing and Administration project, P5, a Band 6 Nurse on Daisy Unit reflected on using the demonstration PC on Wheels, colloquially known as COWs (computer on wheels): “It's all about devices. I'm happy with the COWs. The laptops aren't brilliant, and they are just so small to work with… Whereas the COW is perfect.” However, P2, a Band 5 nurse, shared her experience working in a digital hospital: “We had the main computer on the desk, usually used by the doctors, and laptops for ePrescribing. For all other jobs we had mobile phones in our pockets.”
Does a high level of technology acceptance increase compliance with digital systems?
	Time and workflow constraints are the main barriers to falls assessment in WNCR. Technical issues impact these, as described in the facilitating conditions element of the UTAUT framework (Venkatesh et al., 2003b). The questionnaire and interviews identified a better correlation between performance and effort expectancy. Overall, there was a positive response to WNCR, “It's a good information tool and it does prompt you to think about what you're doing with patient care and areas of patient care that you sometimes may overlook… I would say that I do like WNCR” (P10, Band 6, Sunflower Ward). P6, a Band 6 nurse on Sunflower Ward, liked that the nursing documentation was predominantly on the computer as she is proficient at typing, noting that she preferred WNCR to paper-based documentation. One of the respondents, however, P5, a Band 6 on Daisy Ward, stated that despite WNCR being of assistance when investigating incidents, he would prefer to return to paper-based documentation. A deeper analysis of the questionnaire showed that Daisy Unit gave the highest scores for Performance expectancy, and overall, the highest scores for performance expectancy came from the younger staff members. This aligns with the UTAUT Framework (Venkatesh et al., 2003b) which suggests that younger women are more influenced by performance expectancy. A limitation of this finding is that the questionnaire does not ask respondents about gender; however, as noted by Wynn et al. (2023), nursing is a predominantly female occupation, which is the case in the areas in this study.
Concerning Effort Expectancy, the questionnaire revealed that most respondents found WNCR, the Falls and Bone Health MFRA, and the digital devices easy to use. The interview participants felt that WNCR was generally easy to use. P1, a Band 5 nurse on Sweet Pea Ward, described how, as an Internationally Educated Nurse, she initially found WNCR difficult but now found it easy to use. The mean scores for effort expectancy from each area were equal in the questionnaire. Compared to age, the effort expectancy scores showed the highest level in the 35-44 age group. In the UTAUT Framework (Venkatesh et al., 2003b), it suggests older females who find a system complicated are less likely to use it. 
	Overall, Sunflower Ward had the highest scores for technology acceptance; the difference between the other two areas was only one point. Sunflower Ward did not have the highest score on the audit or re-audit. Therefore, it is not evident from this small sample that a higher level of technology acceptance correlates with falls assessment compliance. It is noteworthy, however, that the areas have similar scores for technology acceptance in the re-audit, with Sunflower Ward increasing from 86% to 93% compliance, which could indicate the role of targeted training in the improvement. 
Does targeted training improve the accuracy of completed risk assessments?
Sufficient training and support are positive moderators for HIT use (Borges do Nascimento et al., 2023) and are elements of the Facilitating Conditions domain of the UTAUT framework (Venkatesh et al., 2003). Most questionnaire respondents felt they had sufficient knowledge and skills to use the Falls and Bone Health MFRA and WNCR. Microsoft Teams training sessions were offered to staff before the implementation of WNCR. Online user guides and videos are available from the DHCW website, with links in various places, including a book icon on the front page of WNCR. For new starters, peer-to-peer education is suggested, with support available from the Nursing Informatics Team. Six participants recalled attending the pre-implementation training, whilst three had one-to-one sessions with the Informatics Specialist Nurse. P1, a Band 5 internationally educated nurse, received training for her preceptorship. P10, a Band 6 nurse on Sunflower Ward, described how she accessed the user guides if unsure of any functionality. 
Some of the participants felt that the falls assessment was merely a support to their clinical knowledge and would complete the assessment retrospectively, especially during busy times. Takase et al. (2024) found that nurses use fall assessment tools in a complementary manner, alongside their experience and clinical judgement. Some of the interview participants expressed this: “You can do the assessment in your head…when you are rushing, you know what questions to ask” (P2, Band 5 Nurse, Daisy Unit). P9 is also a Band 5 Nurse on Daisy unit, and felt that the Falls and Bone Health MFRA helped to jog her memory regarding falls assessment or interventions, however she explained “I don’t always feel like the falls assessment…makes me think about the patient more than I was thinking about them,” describing the assessment and interventions were something she would “instinctively” do. This aligns with the findings of Takase et al. (2024) who identified along with Wanget al. (2022) variance in nurses' abilities to identify all the factors associated with falls risk assessment and interventions. In their study of 1702 nurses in the US and China, Wang et al. (2022) noted that nurses perceived they had a high knowledge of falls prevention measures; however, many were less familiar with factors such as cognitive changes, vision, foot problems, and vestibular dysfunction. It should be noted that this study, despite its relatively large sample, was carried out in two hospitals in each country. P9 conceded that the Falls and Bone Health MFRA made falls assessment “foolproof” and “more objective, which aligns with (Takase et al., 2024) thoughts regarding the validation of falls risk assessments. There was no evidence in the interviews that nurses perceive falls risk factors differently based on where they work, as suggested by Takase et al. (2024), however this was a small sample of three specialities. 
	Consideration should be given to Tucker et al. (2019) findings of gaps in nurses' knowledge about fall risk factors despite a positive self-efficacy of falls risk factors and interventions. Whilst the questionnaire identified that nurses perceived they had the knowledge and skills to complete the Falls and Bone Health MFRA, the clinical audit and interviews evidenced gaps in nurses’ knowledge regarding the required interventions to mitigate the risk of falls. Targeted training was held on the three areas as part of a quality improvement cycle to improve compliance with the Falls and Bone Health MFRA. Three of the participants attended the sessions and found them helpful and informative: “The sessions we had, I found really helpful. I've done a shift since then, and people are saying how it made you think about it in a different way” (P4, a Band 5 nurse, Sunflower Ward). The significant improvement in the reaudit of Sunflower Ward could indicate that targeted training can improve compliance with falls assessment. Training can improve nurses' self-esteem (Ferdousi et al., 2021) and reduce fear of HIT (Borges do Nascimento et al., 2023). There was no empirical evidence of the efficacy of Falls Champions Extending the targeted training to other clinical areas with poor compliance would be recommended, as per the quality improvement PDSA cycle.
Does poor digital literacy in nurses impact the accuracy of digital documentation?
P7 a Band 6 nurse on Sweet Pea Ward, described WNCR as “lengthy” but easy to use, offering help to her colleagues if needed: 
“Some of the older nurses who are not computer savvy or tech savvy have found it difficult. They don't type very fast, so it takes them longer. They don't like change. Not everybody likes change. It takes a long time to implement.”
The questionnaire identified a positive correlation between the perceived digital literacy of the respondents and their knowledge and skills in using WNCR. Additionally, there was a lower average total digital literacy score in the 45-54 and 55-64 age groups. Chang et al. (2023) identified a resistance to change in older nurses, who preferred paper-based documentation. Wynn et al. (2023) described perceived ease of use as the most significant factor influencing technology use among females. Although the term “digital literacy” is not directly used in the UTAUT Framework, Venkatesh et al. (2003) discuss digital self-efficacy, anxiety, and attitudes toward technology use, maintaining that these factors do not impact the behavioural intention to use technology. However, empirical evidence appears to contradict this. Conte et al. (2023) identifies that poor digital literacy and resistance to change among nurses can lead to negative attitudes, suggesting that enhancing digital literacy through informatics competencies is crucial for implementing and using HIT. HDUHD has a Digital Inclusion Team that works with staff to improve their digital literacy. The evidence indicates that poor digital literacy negatively affects WNCR completion. Therefore, it is recommended that informatics competencies be considered essential knowledge and skill for HDUHB nurses, due to the ongoing digital transformation. HEIW (n.d.) who have devised a Digital Capability Framework for healthcare workers to evaluate their digital skills and competencies, signposts them to resources. Areas identified with low compliance in digital risk assessments, particularly the Falls and Bone Health MFRA, may benefit from support from the Digital Inclusion Team. 
	This chapter analyses the main barriers to completing falls assessments in WNCR as perceived by a selection of HDUHB nurses, synthesised with the themes from the literature. It is impossible to assign blame to either attitudes toward fall assessment or digital documentation as the causes, given that there are contributory factors in each that impact the completion of the Falls and Bone Health MFRA. The primary barriers are time, workflow pressures, and a heavy documentation burden. Changes to workflow, such as the new requirement to add a lying and standing BP to the assessment, the length of the Falls and Bone MFRA, and a lack of knowledge about the required interventions further exacerbate these barriers. Technological issues, including device type, capability and availability, significantly impact the situation, and fostering a shared responsibility can help alleviate the barriers nurses perceive. The UTAUT Framework (Venkatesh et al., 2003) provided a valuable analysis of technology acceptance's role in HIT implementation, particularly regarding facilitating conditions. However, its impact on compliance with digital documentation was not conclusive. It was evident that targeted training improved the accuracy of the Falls and Bone Health MFRA, and staff digital literacy was identified as negatively impacting WNCR use.
Recommendations
· Further research to understand the impact of the lying and standing BP requirements on the Falls and Bone Health MFRA compliance
· Further research on the impact of the Falls and Bone Health MFRA on nurses to identify if a document review is required to align it with nurses' workflows.
· Fostering a shared responsibility for falls assessment, through effective leadership, improved communication, and collaboration with the MDT.
· Organisations to provide an optimal digital work environment, with an agile selection of hardware, selected with end-user engagement for effective digital transformation
 	

Chapter 6: Conclusion

	This project has used empirical data combined with the available literature to evaluate WNCR through the lens of falls prevention. The research aimed to identify nurses' attitudes to falls prevention on WNCR, and answer secondary research questions about digital literacy, targeted training, and technology acceptance. As WNCR is a new system, this research adds to the knowledge gained from Wiggins (2022). This project identified that nurses perceive time and workflow pressures, combined with the burden of documentation, as the main barriers to completing the Falls and Bone Health MFRA. Technical issues exacerbate these barriers due to device type, capability and availability. A change to the workflow was caused by the requirement to add a lying and standing BP to the assessment, which impacted compliance with the Falls and Bone Health MFRA, as does a lack of knowledge regarding fall prevention interventions. 
Fostering a shared responsibility for falls assessment through effective leadership (Major, 2019), communication (Tucker et al., 2019), and collaboration (Randell et al., 2024) can reduce the burden of documentation on nurses. Targeted training can improve compliance with falls risk assessments (Borges do Nascimento et al., 2023). The training will be rolled out to other areas with poor compliance as a quality improvement project. The UTUAT Framework (Venkatesh et al., 2003b) proved a valuable tool for analysing the importance of technology acceptance in digital transformation, particularly the determinant of facilitating conditions. However, the role of technology acceptance on falls assessment compliance was inconclusive. That said, a positive correlation was noted with perceived digital literacy and the ability to use WNCR. 
	WNCR was designed to alleviate the documentation burden on nurses and enhance patient safety through standardisation. (NHS Wales, 2020), aligning with HDUHB's digital strategy (Hywel Dda University Health Board, 2021) and the aims of a Healthier Wales (Welsh Government, 2018) However, the findings in this study do not evidence a reduction of this burden. The Topol review (The NHS Constitution, 2019), Wachter Report (Department of Health and Social Care, 2016) and HEIW staffing and the HEIW Workforce Plan (2025); describe the benefits of digital transformation in healthcare on patient safety and urge that healthcare staff be supported with digital skills and provided with a conducive environment for their use. The challenges that NHS Wales staff face are expected to continue, as the ageing population in Wales will mean that more patients at risk of falls will be hospitalised. 
WNCR has the potential to fulfil its aims. This research found that nurses perceive it to be a valuable, easy-to-use, accessible, and secure system. This research will help to identify WNCR's limitations, with the author aiming to influence change at a national level while supporting colleagues at a local level.
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1. Can you tell me a bit about your current role and how long you have been working in nursing? 


2. What is you experience with completing the falls and bone MRFA in your current setting? 

3. How important do you feel falls risk assessments are in patient care? 

4. What do you find helpful or effective about the Falls and Bone MRFA? 

5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR?

6. How do you feel about using WNCR to document falls risk assessments? 6

7. What are some benefits you have noticed from using WNCR? 

8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? 


9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? 

10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? 

11. If you could improve one thing about the process, what would it be? 


12. Is there anything else you’d like to share about your experience or views on this topic? 
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1) a) Can you tell me a bit about your current role and how long you have been working in nursing? I joined on last July to Hywel Dda before I was in India. So I'm an internationally qualified nurse and currently I am working as a Band 5, on Sweet Pea Ward I was qualified for 15 years in India
b) Do you have any experience of digital systems? Yeah, we haveboth paper and electronic, but the type like type of documentation is a bit different here

2. What is you experience with completing the falls and bone MRFA in your current setting? It's very helpful, we'll get an idea about the risk of the patient. Especially if while we are checking the Lying and standing blood pressure, it is very beneficial to know in the like if we get the drop, we will be knowing that patient is not covered. Yeah, so it is, it is in my experience it is good. 

3. How important do you feel falls risk assessments are in patient care? Very important because it's an important factor we should know about the patient. if they are at risk of fall. So we should take an additional precautions. So yeah, it's been a very important assessment we should do in an inpatient settings here.

4. What do you find helpful or effective about the Falls and Bone MRFA? Yeah, it is effective. So that because we will get an idea. So sometimes it will take a bit time to complete the form because it is like it, it is newly updated with the three sessions, not like lying standing, then standing after three minutes. Yeah, initially it was a bit difficult, but I think it's an, it's a good idea to know about the patient if we follow the sections we will know 

5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Yeah, the initial times that I feel like. Is that important? It's like I in my mind, I feel like do it's required three times. I mean their blood pressure, this whole thing. I became used to iy

6. How do you feel about using WNCR to document falls risk assessments? Yeah, it's good. I mean. Yeah, the as I said before, it was in the beginning. It was like, you know this the all the systems are new especially we are coming from another country. It was a bit difficult but you know like time being it is it's good I'm the IT is important yeah. So it is easy. 
7. What are some benefits you have noticed from using WNCR? 

8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general?  In Ongology, sometimes the patient will be coming with like a decision of end of life. So in that case. We will be like omitting that blood pressure part like unable to measure. So in that case there is a questionnaire like do you measure the blood pressure, are you you are the one measure the blood pressure, something like that. So in that part we need to press. No I mean because we are not recording the blood pressure of that patient and we will in the last end if the patient is the risk of. Posteral drop, then, that part we can't answer like there is no evidence of.

9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? Yeah, I got Training. During the initial preceptorship 

10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? Yep. So far it is good. I mean, yeah, in, in my opinion it is. I am comfortable with that, yeah.

11. If you could improve one thing about the process, what would it be? Some patients we are now sitting in bed, but we are able to take only the lying blood pressure so but the patient is risk of fall like even though we are not checking the standing with blood pressure. So in that case I mean the form sometimes I feel like it is a mismatching like. Yeah, something like that. Because we know that patient is at risk for. So if the person is coming just below that, is there any? Yeah, postural drop But even though they we can measure the poster drop, the patient is at their risk of falls, something like that I feel.

12. Is there anything else you’d like to share about your experience or views on this topic? It is an important assessment, the poll risk assessment.
Yeah, it is important to complete within 24 hours so that we will get an idea if the patient is risk coordinated, we can take additional precautions. So yeah, so far it is good. Yeah. I mean, I am comfortable.
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1. Can you tell me a bit about your current role and how long you have been working in nursing? So I'm a staff nurse in the Daisy Unit and I qualified in 2018. It's been seven years.
a) Do you have any experience with digital systems? Well, my previous trust was completely computerised. When the patients were admitted to acute medical, would we use similar booklets to the one that we used in ED. Gradually they changed and they started changing to the computer system. But starting with risk assessments first, not the full admission.

2. What is you experience with completing the falls and bone MRFA in your current setting? Good experience. I we do it on every shift.

3. How important do you feel falls risk assessments are in patient care? They are important, especially with the patients who are at risk of falls and.
Very often, we get elderly patients or confused patients or patients who come in with a fall. So it's alerts us to see the patients who are at increased risk of fall, so can protect them from getting hurt from the fall

4. What do you find helpful or effective about the Falls and Bone MRFA? If we have a good patient history. In the clarking proforma, done by the doctors or family or relatives. Then it's really helpful. Sometimes patients are not able to answer the questions when they first admitted to hospital. If I don't have a good history, I automatically put the patient as risk of falls


5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Yes, so I mostly do night shifts. If we receive patients from A&E at 2:00 in the morning who are exhausted and spent 24 hours on in a chair or a stretcher, it's really difficult to answer any questions on the computer system because all the patients want to do is sleep And I wouldn't rely on anything that has been filled in A&E in a way because very often we have patients who are in, we've been told, are they all care, whereas they can actually walk. So that's more, more most frustrating thing that the question on false assessment is have you ever fallen and there is one to 10 or one to five plus? And we don't want to commit a fraud so very often or frequently it's been left blank because we don't actually know unless it's written in the past medical history. Also, I think the lying and standing BP is another thing that causes delays because I've done days and nights. At nights patient’ don't really want to comply. We do initial set of OBS and we leave it as it is and then when you come in the morning you sort of get into the morning Drug round and you do OBS and then you come back and you realise you should have done this line and standing BP and there is lunch and there are doctor assessments and the tea time drugs also. Rolls on to the night shift and the cycle starts all over. That's probably the most frustrating thing that time constraints and lack of time and the time when timing to when the patient submitted to know what you need

6. How do you feel about using WNCR to document falls risk assessments? I've I know we want everything to be on the system and I get that. But sometimes when you work in acute medical world, it would be easy if it was on the paper. But I know we want to get rid of paper.
I find when I work day shifts there is limited space for the nurses every single desk is occupied by the doctors.
You don't even have time to place record, sit down to log in as soon as you log into the computer you've been called away. Or distracted and asked other questions and that's the most annoying thing you I find that anytime you're seen, you ask a nurse you've seen sat down trying to do something. You've been distracted and you walk away, you come back, your computer is gone or someone else is started it.

7. What are some benefits you have noticed from using WNCR? I mean, it's not us the WNCR, when you get used to it, you can actually do all the assessment in your head. We thought you could take the laptop or the computer to the patients room and it's it's handy. But when you're rushing. It's you sort of know what question you can ask. And the quite straightforward anyway. So you can do all that and it's traceable. So you won't lose it. It will always stay in the system that you can see that when we move the patients to another hospital, you can just click and print all the information for all the hospitals. So it is helpful and you can also go back to the previous on the admission and check whether patients mobility or weight has changed, which is also helpful with the paperwork. It's very bulky, so we don't really go back and check on the previous admission in the paper form because you don't really know what you're looking for, whereas in the computer system you just click and see. All right, this patient was admitted a year ago, oh, he fell before. All right, so we we've got some. Information from that if we're struggling to get some something from the patient or the relatives. So that's really. Really helpful, I think.

8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? 

9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? I want to say yes, but it's probably self-explanatory so.
I can't remember, to be honest with you. Probably when I first came, I don't. There was some kind of training online.
10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? I mean, if we were always fully staffed. And if the healthcare assistants to support us in a way they're supposed to support us, then I think everything would be good and smooth. However, because it's not always the case, that's the most difficult part of our job that we need to be in five different places at the same time
11. If you could improve one thing about the process, what would it be? When I'm trying to see the risk assessment proforma in my head. when I opened it and see the question “have you fallen in last 12 months?” and there are numbers. I would change it to a yes or no question. Yes I have fallen. And then and then elaborate and I would put from the history that I from say.
“From the past medical history. The patient has fallen two years ago and suffered a fracture, and patient has stated he's had a few wobbles or falls.” I'm usually confused because it says on the on the proforma. Have you ever had any falls, trips, wobbles? And I don't know when the patient says, “I was giddy, but I didn't fall” Whether that should be included in the assessment or not.

12. Is there anything else you’d like to share about your experience or views on this topic? From my previous experience in the previous trust, when I said to you that we had systems, but we had mobile phones. We we had the main computer on the desk, which was usually used by the doctors, and then we had laptops for ePrescribing. But for all other jobs we had these phones in our pockets. I mean the system wasn't as progressed as our WNCR because you have entire admission on it, whereas we started slowly, we had news first and then we had handovers on our phones and then gradually they added risk assessments. It was literally just tick boxes and very quick and we could take the phone from our pockets and tick, tick, tick, tick, tick and it was much smoother and quicker. Because we were in restricted to the space. And also it was it was always logged in. It wasn't like it would log out on me. It was in our pocket. It was allocated to us. And if you were logged out, it was a quick PIN code and you were back into it. I don't know, it seems less. It was quite it was synced quicker at the time, but I may be wrong because it was three years ago, which? You know, it's probably changed probably changed by now because they were progressing towards something similar to WNCR
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3. Can you tell me a bit about your current role and how long you have been working in nursing? So currently I'm a registered nurse on Daisy Unit  and I've been qualified for just over 2 1/2 years.

2. What is you experience with completing the falls and bone MRFA in your current setting? We have to do that. We're the first ones that open up a WNCR assessment because A&E are still paper copies. So we're usually the first line to do that. So I have a lot of experience doing it.

8. How important do you feel falls risk assessments are in patient care? I think they're actually really important to identify who is at risk of falls to make sure that they're in appropriate rooms because they're all singular rooms.
And make sure that you know people are keeping an eye on them and stuff and looking for ways to prevent falls.
With making sure they've got the right equipment if they need frames or a stick, they've got shoes on or the beds lowered. If they're in bed, you know, things like that.

9. What do you find helpful or effective about the Falls and Bone MRFA? You know what? I've got a suggestion that would make it helpful.
I was thinking about this the other day when we start a new assessment for a patient, say someone's been previously admitted a couple of times. It would be helpful if, say, in the previous admission it was noted that they'd had two falls in the last 12 months that when you're on the new admission that those two falls are automatically on there. To carry on. So it's like a continuation 'cause. I don't think not everyone would necessarily think to go looking back through previous, you know admissions to see well how many was recorded on the last one.Especially if the patient is not good at providing a history, then you know.
Maybe one thing that is helpful I guess is that with the questions on if they're on anticoagulants, if they're on diuretics and stuff like that, It's a good prompt and it's a good reminder to think you know or they know, maybe they've not had falls before and they might not necessarily look like they could be at risk of a fall because they're mobile. But being aware and having to look at the drug chart and think, oh, actually, yeah, they are on that. It's like a good reminder then.

10. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Obviously, patients being unable to recall if they're not good history tellers and you know if if their family aren't there and or care providers and you can't speak to them at that moment. Going back to the medication thing, when you take yes to any of those questions, it prompts a box to say for actions and stuff like that. But what is really expected of us to write in that because ,if they're on those medications and they have to be on those. How can we action that? Do you know?
Just if they're on furosemide, especially IV, making sure I guess that the patient is aware they could become a bit more wobbly on their feet for the couple of hours after, especially, isn't it?

6. How do you feel about using WNCR to document falls risk assessments? I think what like do I think it's good is that what you mean? I think it's good because even if you're not the one that's completed it, you can still go back and view it.

7. What are some benefits you have noticed from using WNCR? Benefit is that you haven't got to try and make out people's handwriting if they've got poor handwriting.
Another benefit is you can easily go back and look at notes and stuff from that admission and previous admissions to get information. And I think having the prompt to do all the risk assessments is good if because if they're all paper ones, sometimes it can get lost or missed. And it makes sure that you're accountable for doing the risk assessments, you know.



9. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? Yeah, one is sometimes if it's a a full day, you know all the team are in and that it's can be difficult to get on to a good enough device. Other barriers can be like when you sit to do some documenting and then you're just called away and you're like, can't be helped. So things aren't always completed on time because. You're doing other things

Patients are unwell or willing to get up out of bed when they've just come across from A&E, for example, but they are mobile. Or do you have to take it to them to say not taken you know so you can complete it and a suggestion would be an option to say like not able to record today and then. To be able to like a drop down then recheck in 24 hours so that it rather than it being then green for the week because then the following nurses might think oh it's been done. I don't need to do it. And if you're not in the next day to be able to change it to 24 hours so it becomes red again to prompt people to have to do the line and standing maybe when they're up the next morning or something. I mean, obviously we've got the button that says that we haven't been able to do it and we can put the clinical judgement that they're not well enough to do it. I'd say that we should definitely always do the Falls assessment in the time whether they're not usually mobile, whether they're usually mobile and they're not or not and just say because I think the guideline says if there's an improvement.

10. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? I must have had training when Wncr first came out. I think it's pretty self-explanatory anyway, most of it. I mean I don't struggle with it.

13. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? Maybe just clarifying like things like the medication. What is expected to write in that box? Just sort of what is expected, I think because. And everyone's it's all like perception as well, isn't it? Like everyone's got their own, so it varies.

11. If you could improve one thing about the process, what would it be? Yeah, that that would definitely improve it. I think being able to change the prompt, you know to make it red or amber like it needs reassessing sort of thing.

12. Is there anything else you’d like to share about your experience or views on this topic? I don't think so. I think wncr in general is a good thing. Like I find it easy to use. You know, it's a good way of documenting and stuff like that. I think sometimes some of the questions are a bit repetitive and long winded then, shall we say. Also, the one thing on our ward that rarely gets completed I find is the what matters to me box and I think the questions in that should be reviewed. Because you ask patients what matters to you right now and they look at you gone out. Like What? Well, just getting better. I don't know. Yeah, it's so generalised. I think it needs a bit more specific in it to make it more applicable to the actual admission. If I find it, it's easier. Say a patient comes in and then they've they're going to need a package of care and stuff like that, and they need support. Then it's easier to answer because obviously that is what they want to get out of. It is more support going home.
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1. Can you tell me a bit about your current role and how long you have been working in nursing? okay so currently I'm band five and nurse on Sunflower unit dealing with patients with cognitive impairment and frailty generally and I've been a nurse for 45 years now
a) Have you had previous experience of digital systems? I trained away and then when after I qualified I worked at Liverpool for a while 

2. What is you experience with completing the falls and bone MRFA in your current setting? Doing it as patients come in, then then they have a fall and updating and inputting the new information and any recommendations that we need to do to ensure thier safety and try and  reduce the risk of them falling again 
3. How important do you feel falls risk assessments are in patient care? Particularly in our work area I think its very important perhaps something that's not always prioritised but in our work area its very much so. 
5. What do you find helpful or effective about the Falls and Bone MRFA? I think the prompts that you get that drop down. I think they could probably act as a prompt for all of us really. Especially in the busyness of a day it's difficult to think and possibly some prompts of some actions to put in there 
13. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? I think its the WNCR I think it's the devices more than anything. For us we've got some large computers but then we got iPads and they are not always registering my password and username or takes an absolutely long time for them to actually load 
14. How do you feel about using WNCR to document falls risk assessments? I don’t have a problem with it.
10. What are some benefits you have noticed from using WNCR I suppose as long as you have got the iPads working its something you could do at the bedside ito be completing a risk assessment. Its to hand and its instant I suppose you can sit and talk to somebody then it's easier that than perhaps trawling through their notes  or waiting for family to come and get the information off 
11. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? Time as with everything, time is a big factor. The devices are not always loading and so having perhaps wait for to load before we are able to access anything. 
10. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? Initially when it was implemented yeah we had some training on how to access it and use it and weve had follow-up sessions with yourself coming to the ward and things like that to see what the issues are.
11. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? I think having the sessions we had the other day and I find that really helpful. I've done a shift since you did that training and people are saying how it just made you think in a different way really and of different and things that you could actually put on instead of putting wears glasses, 
14. If you could improve one thing about the process, what would it be? 
13. Is there anything else you’d like to share about your experience or views on this topic? I just think we just don't prioritise enough I suppose in our work area in particular frailty, the main priorities that we look at really. We all concentrate on bowels and pain and things like that, but I think the falls are as much of a priority as those.


[bookmark: _Toc197891499]Appendix G: Semi-Structured Interview Transcript P5 
4. Can you tell me a bit about your current role and how long you have been working in nursing? My current role is a Charge Nurse on Daisy Unit. Ive been in this role for two years and I've been a nurse for five years.
a) Do you have any previous experience of digital systems? Yes, I've had experience with E prescribing in Swansea Bay

5. What is you experience with completing the falls and bone MRFA in your current setting? It takes a long time to do. Often we now find that things are miss because you can't complete it without doing a lying and standing BP And it's unfortunate, because we have so much paperwork at our workload that it just becomes a tick box exercise.

11. How important do you feel falls risk assessments are in patient care? If correctly. Very effective, because what we should be doing from that is identifying those at falls risk. Have they had previous falls and what we can do about it because we shouldn't be waiting for any therapy needs or any home concerns until we're up to close to medically optimising the discharging them. We should be looking at those sorts of areas on admission, so identifying the risk assessments and the correct. needs of the patient should be identified first thing.

12. What do you find helpful or effective about the Falls and Bone MRFA? Nothing
15. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Yes, so I know a big thing for an admission unit is if they're not sent across from A&E on the digital admission system, and quite often I've been waiting and I have the free time I need to do my admission. I'm still waiting like hours later and they are still not on the system. That's a downside to the E documentation, it does take a lot longer than completed the a booklet.
But yeah, as I as I did say it was only the big barrier is for example. If you've been able to do a line and standing BP.
And to be honest, from experience, I've never seen someone go in there and put day two and three lying and standing data in.

16. How do you feel about using WNCR to document falls risk assessments? unfortunately, what I find a lot of because we're still that mix of some is paper some is, electronic, as soon as they're electronic to me it's hidden. No one can see it. So we can do a thorough assessment as we can, an excellent. one But no one's going to look at that. Whereas, for example, if it was on a bit of paper that was on a clipboard, it would most likely get read. If it was a lot of information on it or other services could probably find a bit more about it rather than going through a system. I know it's more accessible. That is the plus side of digital documentation is that you can access it anyway and you haven't got to have the notes in front of you. But yeah, I just feel like a lot of work can be put into it and it's just not seen because it's hidden away.
8. What are some benefits you have noticed from using WNCR? Only from a management perspective is that I can view things when patients tell, for example, a big delay of investigating incidents is, for example, for someone is  an inpatient, and I can't have their notes whith WNCR it doesn’t matter where they are. I can view them However,  I do not like the digital Intentional Rounding because as an investigator I can't read them. It's harder to look at timings and to break them down. It's for example if you've looked at the old charts you could see a 24 hour view straight away and you could see any gaps, whereas now you could be going through 50 pages of all these big things and not really picking up anything and notice gaps so that that's my downside to that.
9. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? Time as well is another thing,it's all well and good for us to be like yes, we have these deadlines absolutely but If you're on a long day, you've got 12 hours to do an admission. There's there's no excuse. However, we still have our nursing responsibilities on top of that. So, which of course your patient care will come first. And I know on the legal side of things, if you haven't done your documentation, you won't assess correctly. So I complete I'm it's, I'm completely on the fence. I understand. But yes, unfortunately, as and another thing with it is that you may start it. So you could be halfway through an assessment and you can't half save it. For example, if something happens. So it's either complete or whereas paper for example, you could take the book around with you, the file around with you and you do as you go that's the only barrier. With notes, you can just save and then edit later. But as I say, if you're completing an falls assessment, you can't half save it, you have to complete the whole thing. If something happens in that meantime, you lose your work. Especially if you put a lot of work into it as well and then it goes off. The other downside to WNCR is, for example, if you switch a window, it'll automatically log you out. And if you're searching, if you've had to search for someone by using the NHS number because the hospital number doesn't work, that could be quite frustrating. Especially you know if I'm investigating something and I'm jumping between Windows.
And I found page like 30 of 100 on on an entry and all of a sudden then it logs me out and I've got to go back through all that.

11. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? Only the training you provided.

15. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? I think different topic sessions will probably be good, similar to what you've done really. Just to break down things and especially in areas that we're not very good at, for example not completing a property disclaimer,  what matters to me, bring that up in little discussions and like to overcome the barriers. Are there other ways of working around it? Is this something we could feed that information from? That's why I think we'll get us to really focus on things that we're missing. the Falls and bone for example, you've done a very good presentation, well done , it's just a lot of things is knowing what to put into those because it is frustrating, as I said, for most of us is a tick box exercise because we just want to get it done. But when you've then put a comment in and I have been that person, so sorry I have been known to put full stops in something because I just don't want to write anything. I don't feel the need to write anything.
Because you don't, sometimes you don't need to. I've may have said yes or no, but I've explained it somewhere else, but he asked me again, and that is a frustrating thing.


16. If you could improve one thing about the process, what would it be? Go back to paper.

17. Is there anything else you’d like to share about your experience or views on this topic? Going forward as, as I said, training using many topics and especially on Falls and  bone because I'm a champion of Falls and we are improving our Lying and standing BPs. But what we always find is that day two and day three is missed. So maybe if they were say an extension to that risk assessment because no one goes into it unless it flags at red again. So for example, could they not it be taken out of the falls and bone and have its own Sub heading on the side? Then it will be red until day 1-2 and 3 is completed because not just transferring from us. I could go to a ward and they are not going to look at that risk assessment again and they then start their own similar to us like the handover sheet with the lying and standing BP form we may have done those for two days and then they'll start it from day 1-2 and 3 again and that doesn't make any sense you know if we're supposed to be having all Wales input, I think maybe a little tab on the side that has day 1-2 and three on that way it's carried out throughout the entire admission.
And yeah, and of course devices. It's all about devices. So to me the COWs I'm happy with the COWs. The laptops aren't brilliant and they are just so small to work with, especially if you've got to have dual screens. Whereas the COW is perfect. Other systems we use don’t work well on the laptops. Laptops are great for your home devices to go, you know, carry around with you in your bag. But on the ward environment, I think the cows, especially the trial ones, we had those perfect no fault in them. It was to not just go for one system, it was overall. So an overall system would be doing be inclusive and that's to have a larger screen, not too big. And not too big of the cart either, because I think the smaller cart was ideal with a little drawer underneath.
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4. Can you tell me a bit about your current role and how long you have been working in nursing? Currently I am one of the Junior Sisters on the Sunflower Ward. I've been down here now in this position.
For about four months now. Prior to that, I was the junior sister, one of the junior sisters up on Ward 12. That was for about seven months and in total, I've been a registered nurse coming up three years.

5. What is you experience with completing the falls and bone MRFA in your current setting? I complete them quite a lot, to be honest with you. They're part of the risk assessment and the bundles that we have to complete when the patients are both admitted to the ward and then they should be updated as per protocol really as well. So yeah, I do complete them quite a lot.
6. How important do you feel falls risk assessments are in patient care? They are very important, aren't they? Because they help highlight issues, especially with the new changes now that are, I know they're not super new, but they have come in quite recently, haven't they with the Lying and standing blood pressures being on them. The New Falls and bone risk assessment, now that really does help highlight any issues because it's just having to reiterate them. I feel like sometimes when lying and standing and blood pressures are taken and then documented on the obs charts and on our lying and standing blood pressure form that we have because you're in the moment there, it can easily be forgotten to tell the doctor that there has been a deficit. I feel like now it's in like my everyday practise to think about it and to do it. But when I was newly qualified, I can imagine my brain was elsewhere as well. So now that we document it on the falls and bone risk assessment as well. It's just another prompt that if you have forgotten to say to the doctors about it in the morning, then it's another prompt, isn't it? To mention it again. And then also it's on the it's just on another form of documentation so more people can see it.

17. What do you find helpful or effective about the Falls and Bone MRFA? I , I think it gets you really to think outside the box, and it does get you to remember like the simple things like glasses, hearing aids, appropriate footwear, health and pain of the foot it just. Yeah, it makes you think more Updates or anything is needed to be added. A reminder or information thing gets put out before it's very, very rare. Something goes wrong with it.
into why is the patient falling, rather than maybe some of the obvious signs. I mean, they are obvious signs, but sometimes I feel like when someone is ill and they come into hospital, we instantly think of something medical rather than not. And especially on a busy ward, it can be helpful. Everything moves so fast, doesn't it? I think sometimes you need a minute to sit back and think about. Just the everyday normal things. It could be helping with the patient.

18. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Yeah, they're, they're incomplete. About them not being completed really and I think as well is having Some are good and that you don't have to redo the thing, the whole risk assessment every time. But then also as well going on to the risk assessments to update them quickly, not even quickly, just to do it because they need to be done sometimes you are still finding you are carrying out the whole assessment again because not much was inputted in the one before.
But I do know that across sites that has been a roll out now of training which is undergoing, so hopefully this will it will soon be a distant memory and we'll we can carry on completing them. Good to be honest with you

19. How do you feel about using WNCR to document falls risk assessments? I personally I have no issue with it. I  But I do feel like with other people, half of it being half falls bundle things being on paper, some are here on wncr is a bit of a confusion. So these people either remember to do the care plans and not the risk assessments or the remember to do the risk assessments and there's no care plans. I know this is a working thing as well. So I am aware that they'll all be on one system soon, but. Yeah, but it's a work in progress, isn't it. It hasn't been out too long. But also saying that the other day when I don't think WNCR  was down, but I wasn't able to admit the person on to our system, so I had to do all my documentation in writing. My thought was I definitely preferred WNCR



20. What are some benefits you have noticed from using WNCR? Me personally, I do like typing. I can type quite fast so.That is definitely a benefit to me. It's tidy. You don't have to try and read other people's writing. All of the information is on one place, really. I mean, apart from the medical notes and things like that, but most of the nursing documentation now is all on here.
What other things? I do think it is a really good system to be honest with you. It's hardly ever down, is it? Or if it, or if it is, it's when. I would say is that the computers and it's normally at like 7:00 when everyone needs to do their writing on a long day. And that's probably because most the hospital is on there .

21. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? Currently on the ward not having enough laptops and currently two of our computers have been broken. So that is definitely one of them.
I think as well people view it as time to be honest with you, and some shifts are very busy, as you're well aware, but it's just trying to reiterate the importance of that. They need to be done and they are part of the assessment of the full patient. As much as the patient needs us there with some as well. I think one of another issue would be say for example yesterday there's a lot of admissions, there's a lot of discharges all in one day. So yeah, time I think is one of the major things, but also I'm well aware that this part is just, it's just something that we're going to have to overcome, isn't it? And as well, it's 24 hour care. So just because you're the person admitting them. You do like you don't have time. Sometimes you don't have time to do all the risk assessments there and then, but then it is 24 hour care, so it should be they should be getting completed anyway and. It's it's not continuous, is it? It's just it needs to become.
It needs to become embedded into good practise and then once that is done, I think we'll be really good. But it's just trying to encourage, encourage, encourage all the time, isn't it?


22. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? Yes, I have one Face to face when WNCR came out.

23. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? It's all there to be honest, if there's any issues with it or we're unsure you  do help like quite fast,I mean, if you're in work, you always come and support. 
24. If you could improve one thing about the process, what would it be? I don't think there's anything I would change necessarily about wncr, to be honest. I think it would be better if the care plans were on there but I know that’s a work in progress. But also just so it's all in one area now. Just so things aren't getting missed.
There's quite a lot of prompts throughout there sometimes the more prompts you put up,it is too much writing then and then people are just are still not going to do it. So I think it. I, to be honest, I think I think WNCR and this risk assessment, they are really good. It's just having to get it into people's everyday practice
25. Is there anything else you’d like to share about your experience or views on this topic? No, I don't. I don't think so.
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1. Can you tell me a bit about your current role and how long you have been working in nursing? So my current role I'm a band 6 junior sister. I've been in my role for. This is my sixth year now, but I've been employed by the Health Board for 13 years. So I did my nurse training through Swansea University and started my career on Ward 10 13 years ago.

2. What is you experience with completing the falls and bone MRFA in your current setting? My role, so although I'm a band 6, I'm clinical, I spend a lot of time on the floor with my patients assessing and implementing care. When patients come to the ward, I know that these assessments have to be done within a timely manner. I tend to try and do them immediately when they arrive on the ward, but as long as they're done within 24 hours, I'm happy with that because I know the pressures on the ward can sometimes be a bit much. so the multifactorial falls assessment would be completed that gives you a baseline for future assessments. Then they're either completed weekly, or unless there's a change. So if a patient falls, you'd update it. If any family has got any information, perhaps you know if you've got a patient that's a poor historian, then you can take information from them and update it as you're going along. 

3. How important do you feel falls risk assessments are in patient care? It's crucial. That's absolutely crucial. We need to know if somebody's a risk of falls. I mean, most of our patients here are risk of falls, they, frail, they're elderly, they've got multiple comorbidities. So we need to make sure we've got things in place, we've got adequate staffing to be able to minimise and mitigate the risk. So it's absolutely crucial.

4. What do you find helpful or effective about the Falls and Bone MRFA? I do find it quite lengthy but what I do find helpful is that once you've filled it out, you've got an overview. Then when you just click on and view it, so you don't have to go back in and really come read the whole risk assessment unless you obviously need to because you've got a screenshot of it, sort of whether they're at risk or not at risk just from the front page. So that's quite useful because like I said, it is quite, it is quite long, but What? 

5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? What I find frustrating from an from a sister's perspective is when I'm doing datixs and you're going in and nobody's filled them in properly, they've just put a dot in the box. It's not helpful to me at all. perfect example today when I was doing a full state tax, I've gone into the mrfa and it's been filled out, but the boxes haven't been, no information's been put in there. So it doesn't tell me a story.


6. How do you feel about using WNCR to document falls risk assessments? I'm quite comfortable doing it. Yeah, I quite like that. You know, the information's there. It's stored, just not going to get lost. It's not at the end of a clipboard and everybody else can access it too, so yeah.


7. What are some benefits you have noticed from using WNCR? Yes. Again, paperwork doesn't get lost. It did take a bit of time, but I think now everybody's settled into it. I find it quite easy and quite quick, when it comes to not just the falls part of it, but the general documentation as a whole Yeah, I don't think I'd want to go back to paper.

8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? Some of the barriers I have experienced have been perhaps some of the older nurses who are not computer savvy or tech savvy. As I say, they have found it difficult. They don't type very fast so it takes them longer. You know, for that part of it, bless them and they don't like change. Not everybody likes change. It takes a long time to implement. So those have been barriers. They've been language barriers with our international nurses. That's definitely been an issue in recent months. Also, with a language barrier, then not getting into a flow of knowing what assessments are needed and how will they need to be done and how soon they need to be done. And yeah, so we've I mean we've got a falls board on the ward now so they can follow it like as an algorithm. So they know what to do straight after a fall. And that's improved. That's definitely improved it for them.


9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? When WNCR was implemented, you guys were going on the wards. I think I. Yeah, I think, yeah, I remember us years ago now. So yeah, I did. But I can't remember it.

10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? For me personally, no, I feel OK using it. Yeah, I'm fine. And I'm always offering the girls on the ward if they need any support with it, then they can always come to me. But I feel quite confident using it myself.


11. If you could improve one thing about the process, what would it be? The new falls and bone update, I’ve  found there's another barrier. They've added on that you've got to do the lying and standing in blood pressure and you can't fill it out and complete it until that's been done. I have found that staff are actually ignoring the falls and bone assessment completely. Sometimes I'll go in and do a spot check and I'll find that the falls and bone one hasn't been done and it's because, you know, they think I haven’t got time to go and do a line and stand in blood pressure so I'm not going to fill it out. That is one of the things. I kind of wish it hadn't been put on there for that reason and maybe have a separate assessment for lying and standing blood pressure possibly, but a lot of our patients here as well, the nature of the ward that we're on, you know they're so poorly here with cancer and they're palliative, they don't want to stand or they can't stand for long enough. 

12. Is there anything else you’d like to share about your experience or views on this topic? No
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1. Can you tell me a bit about your current role and how long you have been working in nursing? OK, I'm a nurse on sunflower ward and I've been qualified four years.
2. What is you experience with completing the falls and bone MRFA in your current setting? I mainly work nights at the moment, and we do have do have quite a few falls on nights. , I'm not normally the one fill it out on admission, but I update after a patient falls. 

3. How important do you feel falls risk assessments are in patient care? Well, they're really important. I just. I feel like maybe. Once they're done, you're the only one who's looked at them. I don't know. There's nothing to sort of flag to you that this patient, say you've missed it in handover that this patient's had a fall. There's nothing that flags that when you log on to your patient. I feel like you could flag  and then even the Site could see how many Risk of  falls we've have on the ward quickly rather than us trying to justify why we need to keep staff.

4. What do you find helpful or effective about the Falls and Bone MRFA? 
I think they sort of prompt you, don't they? To remind you of what interventions you should be doing. If you've like, had your falls assessment, the doctors come, they've put in their yellow form. If they've not written stuff like a lying and standing BP, it can like prompt you. Oh, yeah.  I should have done that. Yeah, I'll do that now. And then, you know, that you've done everything
5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Yeah. I think at the moment on Sunflower ward, It's all put on night staff to do the assessments.
When actually, if we get a patient in the middle of the night who's already nearly asleep, it's enough to just get them to have a blood pressure and a set of obs taken. You're most sort of need to not be able to document until you’ve done a lying and standing BP Otherwise, its never going to get, if I don't do it on a night shift and I hand it over, it's not done. It won't be done for like a week. And then that's when we fail. The patients come from A&E and they haven't been walking for five days, the middle of the night is not the time that we're going to suddenly go. Do you want to get up because one doctor on and they're going to be cursing us if we're constantly calling them because patients fall into the floor because they they've had a vasovagal and we didn't know anything about it. We do get we seem to get a lot of patients who have drops in blood pressure.

6. How do you feel about using WNCR to document falls risk assessments? I think , if you've  got the computer and you've got. Yeah, I think I think it's fine. I think at least it's there it can't get lost. What time you did it, you can prove that you did it and no one can sort of question you on the fact.

7. What are some benefits you have noticed from using WNCR? Yeah, I think it's easier in that I can read what other people have documented and then you can go back and you're not searching through people's big massive files continuously for this sort of information. The only problem is  you've got some bits on paper and some bits on WNCR. So it's remembering which bits need to go on paper in which bits don't need to go on paper.


8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? I think it's just lack of devices. Because even with agency staff , it's not so hard to set up a temporary user account for them. I think the nicest thing would be if the doctors could go on it so we could actually read what they're writing as well. It's that right in and it all ends up in a file and you end up searching the file and searching wncr for the answers. But I think you know in most cases, I think it's really it is positive and it's easy for us on nights to do documentation because we haven't got the doctors, but I know on days they do struggle because. The doctors don't, like to use their station at the top. They like to be on the ward, which is fine. It's great that they want to be on the board, but there's only two computers. And then you see a doctor., they go into their office. So that's the third computer gone. And then can't really document in real time. You are waiting until about 5:00 to start writing .
We've always stuck to the seven days do the assessment on the weekend, but they're out of time, so a lot of them are out of sync if someone comes in on a Monday. 

9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? Yes you trained me.

10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? . I think once you start you’ve just got to use it, haven't you? Once you start just doing it and looking at it.I think its self explanatory to be honest.  In the session you did the other day. there was this stuff that I haven't really been thinking of in the boxes. So I'd write wears glasses and I wouldn't think any more of it. I think maybe. I don't know if we had more on like what you write or why you're writing it, I I always thought just write, you know, has glasses, but if you then justify like has glasses at bedside, we'll make sure it has them on.
11. If you could improve one thing about the process, what would it be? Maybe not just doing the assessments on the weekend. I think that would be better. I think if I think it's, it's just getting us all in the habit. We're all so used to it to doing it on the weekend, but it doesn't work to just get it on the weekend and then it puts a lot of pressure then on the weekend staff To do every single assessment when really if patient came in on Friday, it doesn't need to be updated on the Saturday but Monday You can't, can't wait another two weeks. Maybe if we I know we're really bad for our paper assessments on Maybe if it flagged which assessment  you need to do on paper at the same time.
12. Is there anything else you’d like to share about your experience or views on this topic? On my friends ward they have a patient checklist that they do. When a patient is admitted, rather than log straight in to WNCR, they go through this checklist. That has everything and it would be easy for anyone to quickly write up. They sort of go through it that way and then they've got all the information on their paper. It is duplication but if a student nurse didn’t feel confident enough to put it on the computer or if you quickly went to a patient and wrote it done because we don’t have enough Ipads, it wouldn’t be so difficult to put on the computer. 
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1. Can you tell me a bit about your current role and how long you have been working in nursing? I've been qualified for 11 years and I’ve always worked in acute care either A&E or MAU, always an acute admissions area. Now I work in Daisy Unit, an admissions unit of medical majority. Sometimes there is the odd surgical patient, but we transfer them on.
a) Do you have any previous experiences with digital systems? No. When I worked in Northampton and Kettering Hospital.
It was. It wasn't digital at all. It was all paper. There was nothing. We didn't have any computer. Well, I mean, we had computers, but no even like blood bottles. We wrote the on the blood bottle. Everything was done on paper.

2. What is you experience with completing the falls and bone MRFA in your current setting? The falls risk assessment, we are to do it for every patient and then meant to repeat it. I think it's weekly. I just repeat it whenever it's gone, red or try to. Also if there's any like changes that if someone's had a fall. I imagine we're meant to do it if there's any changes. So let's say someone started on an anticoagulation or showed new signs of confusion, maybe if their condition changed, we're meant to do it again, but to be completely honest I would do it if they had a fall. I know we need to complete it, but I wouldn't think of doing it. I'm only thinking that now, but I wouldn't think of doing it if their condition changed or their medication changed
3. How important do you feel falls risk assessments are in patient care? Yeah, I feel they're important because I feel like it highlights like someone needs additional, let's say considerations. It might be like, you know, do they need to be in a different room or of course, like do they need a one to one or do we need to look at their medication. I do think it highlights things and rather than just being like as we always are like oh, call bell to hand. One of the big things is that aggravates me is don’t just put a call bell on someone's tummy if they don't comprehend what that is, and it's my biggest aggravates me. So much so I always just do they even comprehend what that call Bell is and they almost need to prove to you by using it rather than just Oh yeah, put it on their chest
4. What do you find helpful or effective about the Falls and Bone MRFA? 
I am I honest I don’t. I do think the falls assessment completing it highlights things. Or I hope it highlights things that either we need to do, like it jogs your memory. Medicine, things that I don't think of potentially would be medicines like, Oh yeah, actually that medicine could cause a fall. Or could that cause worse injury after a fall? And it does jog my memory to do a lying and standing blood pressure. But otherwise I think, oh, I may be saying, oh, have have they got bone problems? Maybe. I wouldn't always make that link, but like, I don't always feel like the actual Falls assessment, actually completing it or scrolling through it necessarily like makes me think about the patient more than I was already thinking about them. So like, I would already think 
oh, actually that chap's confused. Or that chap doesn't understand the call bell or that chaps incontinent or has or urgency. I know he's going to get up or I know he's looking for things. I think that as nurses you've already got these questions and these, like, deliberations in your head. I think there's a few things that the falls assessment maybe reminds you of, but otherwise I think that we instinctively would do it. I don't necessarily. that the falls assessment stops more falls. It would be interesting to see if we didn't have the falls assessments there, then does people's instinct just stop them as well as the actual falls assessment?
5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? I don't find it as aggravating as I used to, to be honest. Its mainly it's not the wncr that's the problem. That's that's not the problem, it's the, it's the are you hear this all the time. I know it's the computer. It's the length of time it takes to log on to a computer. It's the. I mean, I don't normally work day times, busy days or so. I can normally access a computer. But when I have done a shift, when it's all the doctors there, all the physios, everyone's there. You can't grab a grab a computer.
I was used to like nursing in A&E while I was always taught you do a task and you write it, you do a task and you write it be it's something really small like just give morning meds, whatever like you might even just write for three lines. But I was always taught and I've always been like under that like working way that because if they suddenly had a seizure or if they suddenly you turned around. And they were like on the floor or they were unconscious, or you've got that absolute most up to date. Well, hold on. 12 minutes ago, she gave them. She gave the meds and she said he was jolly and chatty. And she's 15. So I prefer working like that because it makes me organised. It makes me feel in control up to date. So I don't feel like WNCR supports that. But to be honest, even if we had a wealth of computers that were open all the time, which they couldn't be because of security reasons, but we'd still have to log on to them, I don't feel like we're nursing in that way anymore where we can literally write to time like time. I do try and document contemporaneously, but absolutely realistically, even if I had a computer right there, that was my own allocated computer,  I still don't think that I would do it that way nowadays. I still don't think that I would go to each patient and say medications given declined laxatives. I don't think that I would do that now because it just feels like logging on to the computer, clicking on to that app, opening the app, logging on to the Internet. It just feels like as opposed to just grabbing the notes scribbling, which biting is just quicker scribbling is quicker. But I know that there's going to. be so many people who are going to be obstructed, not happy about that. But that's just the way that probably every going. I think probably people just are resistant to any change.
Which is ironic, because we always complain about how things are old fashioned and need updated. Then when they're try, when things are tried to be updated then people moan about it. 
6. How do you feel about using WNCR to document falls risk assessments? Yeah, fine. I feel like a lot of the questions are very repetitive and I feel like sometimes you're, , answering all the questions that are broken down. You could almost just have one box that could ask why did this person need assistance? But then I suppose everyone's judgement on why someone needs assistant or why someone could be a Falls risk is different. So I suppose it's broken down. You might think someone is a risk, but someone else might not and you're not thinking about things like osteoporosis etc I suppose it does absolutely make it foolproof, as it breaks it down every way. iIn that way, it's like the more objective. If you left it up to the nurses opinion, then it would like, as we see in GCS, someone thinks that someone's confused, but I don't think he's confused. It even is a bit for the family, you can put the family's input, so I suppose it in theory it leaves no room for someone having a fall because it should identify every single risk. If It's just been filled out correctly with that person's past medical history and all the notes but if you filled it out correctly, it would take it would take time. And I think that's just put a dot because I haven't got this information.

7. What are some benefits you have noticed from using WNCR? I do like for example, dietitian referral, if someone's scoring X amount on the WAASP nutritional referral, then they should be referred. Or if someone's got this kind of skin, then they should have that kind of bed.. I still don't think it takes away from instinct. I just think, , that's what you taught on your nurse training and that's what you learn all throughout your years. It sounds harsh, but I don't think that I need a WAASP score  to tell me that someone needs to be referred to the dietitian. like and I don't mean that pompously. I don't mean all I'm an expert, but I think that you should know that, that should just be your instinct. If my patient says “I've lost loads of weight since January”or “I don't fancy eating any of the things I've got anymore and I'm a little bit depressed.” I don't really feel like it utilise it.I think it's probably good for students and people who are learning and maybe like auxiliary healthcare assistants because it maybe teaches them, oh, actually they are scoring 8 or what are they scoring 8 on and then we should do that referral. But I think for like nurses who have met a lot of patients, then you would just have that instinct anyway. But I suppose you might have that instinct, but you might not follow through with that referral whereas with WNCR maybe it would be maybe good if we had like a box if it said, they're scoring above 8 now you need to refer them to the dietitian and then there's a tick box because I think a lot of people Say that referrals have been made when they haven't. I think when you're handing over they get to the end of the day and haven't done that. Or might say, I'm referring to the dietitian, but they actually didn't do it . I do think that if there was a way where, like, the box went green or something, when the when the when the referral was done. So you couldn't have fibbing and then three days later, you're like, why isn't the dietitian here?
8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? I think also there's less looking back and you hear the doctors talking about it all the time. Like there's less looking back on what someone's skin might have been like or what they when things are online. Let's say daily weights or bowels. I feel like almost like every day is a new day. And actually what happened 3 days ago I don't know. Do people really log on? I know that doctors say that they do, but do they? That's why I'll write it on the news chart. You know, urine and U&B , if they have opened their bowelsI don't know if there's. as much of ,” oh, let's look at their daily weight or have lost weight.” We're not doing things on paper and I'm not being. I'm not being like resistant, But like I do think sometimes, when things are on paper and you can see that they, you know, there's a daily weight and you can see that they're going up or down. So maybe it's just a case of it's fine to be on wncr, but it's in a different format instead in, you know, like let's say even the bowel chart instead of being it like the format where it's just should we be using colours more like red and red and green or if it's a daily weight chart, should we have a chart that goes up and down? I don't feel like there's that much looking back, I feel like often people ask me questions and I'm like, oh, well, I'd have to log on, Even a consultant said to me the other day when they wanted to discharge someone. “Oh, have they opened their bowels? And what's their daily weights been like?” and I said, “oh, well, I'd have to log on.” And then she was said, “oh, it doesn't matter.”

9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? Only the training when WNCR was implemented.

10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? More more resources, more equipment. I suppose if I had my own allocated computer that I could log on to when I needed to. But I think in actually in terms of completing WNCR, maybe the healthcare assistants could take over some of the aspects of the assessment, that they're doing What's important to me or the possessions that all that helps. Just delegating could you complete this bit then? Otherwise I don't really feel like anything would help me. It's just time which I know that you can't give someone more time, but an understanding from the next nurse taking over from you, that I haven't been able to get this aspect or that aspect done. And just that understanding that that's fine. I think some of the targets where it comes to we need to be doing this within six hours, we need to be doing this within 12 hours, are completely unrealistic. And that's why, you write in the notes like, , unable to complete XY and Z because you have either multiple patients come in or one patient scoring 10 on their NEWS. So I do cover myself, but I do think that some of them are really unrealistic.
11. If you could improve one thing about the process, what would it be? Maybe some of the things could be amalgamated on the admissions. 
Maybe A&E should be doing the assessments, if they are actually in-patients, I do feel like where I work takes a lot of it, In terms of, you've got a new patient and you're admitting this patient. I do feel like we take a big hit.  Having band fours, potentially, having different members of staff who do some admissions, It's all seems like passing the buck but I can only do so much. If you had a band 4 on the unit who was responsible for other things as well, but document admissions on WNCR, also ECGS, bloods, cannulating.

12. Is there anything else you’d like to share about your experience or views on this topic? No
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1. Can you tell me a bit about your current role and how long you have been working in nursing? I've been in nursing for since 2008, but qualified for the last eight years. I've been a Sister on Sunflower Ward for the last year and prior to that I worked in infection prevention.

2. What is you experience with completing the falls and bone MRFA in your current setting? It's very comprehensive. It can take quite a lot of time to complete and it's something that you I feel you can't necessarily complete straight away because you haven't got the feel of the patient. Quite often the patient comes over after being an A&E and completely exhausted, so some of the some of the areas can't be completed.

3. How important do you feel falls risk assessments are in patient care? They are good to refer back to as long as they're accurate, because sometimes they're not accurate, and obviously having to answer datix then that information is really important. The Falls assessment can highlight areas that you need to know, but unless you go out of your way to access that information, I don't know how much it helps on the day-to-day running of things. It's sort of just handed over in more verbally than rather than on WNCR, but I know that I as a sister refer back to it more so maybe than others, but I'm only assuming that.

4. What do you find helpful or effective about the Falls and Bone MRFA? It just prompts you whether the information gathered on it is something that helps you, but I think it definitely is a prompt to look at aspects of their medications, what anticoagulants a patient might be on. Have they been taken off? You know, the whole reviews of things we need. I think it is a really good prompt to to initiate. You changing maybe the care of that patient.
The environment, you know where they're situated on the ward. I think it's good in that way. But as again I think because of my role, that's something I probably look at more in depth, whereas maybe others don't, unfortunately.

5. Have you encountered any challenges or frustrations when completing the falls and bone MRFA or when using WNCR? Sometimes I'm a bit of a loss exactly as to whether I am I putting the right information in to the boxes that are there? I feel like I am. I answered that properly and that's where maybe the training that you provided would have been so beneficial because I wanted to join it, but I wasn't here just to get that clarification of what needs to go in, what box really. I think that's where I feel like.


6. How do you feel about using WNCR to document falls risk assessments? I find it the access is easy certain areas of the of the assessment are quite straightforward. But as I said, sometimes you can't fill everything in and you have to fill every criteria in to be able to complete it. You can't only do the bits that you've done. If you can't do the lying and Standing BPs because you the patient is flat out asleep. I’ll tick it and say “Unable to complete lying and standing BP as patient exhausted from transfer “and then that won't necessarily get revisited. Then there's other areas of it that if I haven't completed it because I don't know the answer. But I know answers to other things. I've got to leave the whole lot blank because I can't save it. If I could just do bits to it as I go. Then it means that we can all chip away at it then.

7. What are some benefits you have noticed from using WNCR? it's it's handy for clarifying events, when completing a datix. There's a lot of information that can be held in there that, if done properly, it can really shed light on a lot of situations that you know you may not get that information from anywhere else. 

8. What do you think the barriers to completing the falls and bone MRFA or to using WNCR in general? It's time, really. I think it's quite time consuming. You know, you do feel some nurses are quite happy to maybe leave it, I don't want to say happy, but some nurses might not complete it. I feel like I'm obligated. I feel like it's my duty to fill out all the areas as much as possible. For that, the patient that I've had under my care and if I can't complete it then I feel quite stressed about it and I'm sure there's others that might feel that way. Because it's yeah, because it's such a long process of admitting somebody quite often, I will do it in my own time, which isn't ideal really

9. Have you received training on how to use WNCR or complete the Falls and Bone MRFA? I've had the training initially when it came out, but I will look on the Internet and if there's something I'm not sure about and I will go through the training area on there then because there is a guide on there.

10. What support would help you feel more confident or efficient in using WNCR or completing the falls and bone MRFA? I think it's just the training that you provided one to one rather than me having to sort of gain it off the Internet probably would be beneficial to me so, but that's my own responsibility. But I think that would definitely help my understanding of what needs to go where.

11. If you could improve one thing about the process, what would it be? I think again, it's just as I said before, is to be able to save certain aspects of information that you've managed to get, say, like a patient comes in an hour before your shift finishes. You're only going to get some of that information. So to be able to save some of it rather than having to have the whole lot in a one hour because you'll fail the audits then because we haven't completed that, I think it would just help to keep our auditing, you know, within our time thing. Yes, I think just the options to be able to save as you go would be good.
12. Is there anything else you’d like to share about your experience or views on this topic? It's a good information tool and it does prompt you to think about what you're doing with patient care and areas of patient care that you sometimes may overlook. So yeah, I would say that I do like WNCR. Yeah, it is good.
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Appendix N: Falls and Bone Blank Proforma


Nurses Attitudes towards the Falls and Bone Health MFRA on WNCR

Strongly Agree	Falls and Bone MRFA user friendly design	Falls and Bone MRFA is easy to find	Knowledge and Skills to use Falls and Bone MRFA	4	11	9	Agree	Falls and Bone MRFA user friendly design	Falls and Bone MRFA is easy to find	Knowledge and Skills to use Falls and Bone MRFA	12	10	5	Neither Agree or disagree 	Falls and Bone MRFA user friendly design	Falls and Bone MRFA is easy to find	Knowledge and Skills to use Falls and Bone MRFA	4	4	7	Disagree	Falls and Bone MRFA user friendly design	Falls and Bone MRFA is easy to find	Knowledge and Skills to use Falls and Bone MRFA	3	0	4	Strongly Disagree	Falls and Bone MRFA user friendly design	Falls and Bone MRFA is easy to find	Knowledge and Skills to use Falls and Bone MRFA	2	0	0	



Nurse's Attitudes to Workload Impact

Strongly Agree	Falls and Bone MRFA increases my workload	WNCR increases my workload	9	7	Agree	Falls and Bone MRFA increases my workload	WNCR increases my workload	5	7	Neither Agree or disagree 	Falls and Bone MRFA increases my workload	WNCR increases my workload	7	7	Disagree	Falls and Bone MRFA increases my workload	WNCR increases my workload	4	1	Strongly Disagree	Falls and Bone MRFA increases my workload	WNCR increases my workload	0	0	



Nurses attitudes to the Welsh Nursing Care Record 

Strongly Agree	WNCR userfriendly design	WNCR is easy to access	WNCR improves documentation accuracy 	Information is easy to find on WNCR	Information is secure on WNCR	WNCR Improves patient safety	WNCR gives me more time with my patients	knowledge and skills to use WNCR	7	9	6	3	6	9	1	11	Agree	WNCR userfriendly design	WNCR is easy to access	WNCR improves documentation accuracy 	Information is easy to find on WNCR	Information is secure on WNCR	WNCR Improves patient safety	WNCR gives me more time with my patients	knowledge and skills to use WNCR	14	11	11	14	14	11	9	22	Neither Agree or disagree 	WNCR userfriendly design	WNCR is easy to access	WNCR improves documentation accuracy 	Information is easy to find on WNCR	Information is secure on WNCR	WNCR Improves patient safety	WNCR gives me more time with my patients	knowledge and skills to use WNCR	3	5	6	7	4	16	13	3	Disagree	WNCR userfriendly design	WNCR is easy to access	WNCR improves documentation accuracy 	Information is easy to find on WNCR	Information is secure on WNCR	WNCR Improves patient safety	WNCR gives me more time with my patients	knowledge and skills to use WNCR	1	1	2	2	2	0	11	1	Strongly Disagree	WNCR userfriendly design	WNCR is easy to access	WNCR improves documentation accuracy 	Information is easy to find on WNCR	Information is secure on WNCR	WNCR Improves patient safety	WNCR gives me more time with my patients	knowledge and skills to use WNCR	1	0	1	0	0	1	2	0	



 Nurses perceptions of the Technical and Infrastructural factors associated with the use of WNCR

Strongly Agree	Sufficient Digital Devices	Devices are in good working condition	Devices are easy to operate	There is adequate WiFi Coverage	1	0	2	0	Agree	Sufficient Digital Devices	Devices are in good working condition	Devices are easy to operate	There is adequate WiFi Coverage	8	9	16	19	Neither Agree or disagree 	Sufficient Digital Devices	Devices are in good working condition	Devices are easy to operate	There is adequate WiFi Coverage	10	11	7	6	Disagree	Sufficient Digital Devices	Devices are in good working condition	Devices are easy to operate	There is adequate WiFi Coverage	12	14	10	11	Strongly Disagree	Sufficient Digital Devices	Devices are in good working condition	Devices are easy to operate	There is adequate WiFi Coverage	6	3	2	1	



Mean Digital Literacy Score by Age

Mean Dig Lit Score	18-24	25-34	35-44	45-54	55-64	30	31.4	31	26.8	25.8	


Mean Scores for UTAUT Domains By Ward

Performance Expectancy 	Daisy	Sunflower	Sweet Pea	15	14	13	Effort Expectancy	Daisy	Sunflower	Sweet Pea	12	12	12	Facilitating Conditions	Daisy	Sunflower	Sweet Pea	16	18	18	Total Acceptance 	Daisy	Sunflower	Sweet Pea	44	45	44	



UTAUT Domains by Age

Performance expectancy	21	29.5	39.5	49.5	59.5	15.5	14.5	14.6	13.5	13.4	Effort Expectancy	21	29.5	39.5	49.5	59.5	12.2	12.2	13	11.2	10	Facilitating conditions	21	29.5	39.5	49.5	59.5	17.5	18.2	18.7	16.3	15.4	Age midpoint	21	29.5	39.5	49.5	59.5	21	29.5	39.5	49.5	59.5	Age Mid point


Mean Score
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PRISMA 2020 flow diagram for updated systematic reviews which included searches of databases and registers
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Attitudes and Barriers to Falls and Bone
Health MFRA In WNCR

Joni Smith, Informatics Specialist Nurse

Thank you for your support with this research for my MSc in Digital Transformation with University
of Wales, Trinity Saint David

* Required

Ethical Statement

Completion of this questionnaire is voluntary and anonymous. Responses will be stored in the author (Joni Smith's) personal
section of the Hywel Dda Microsoft 365 One Drive. Responses will be used for dissertation research for Module BMDS7005
with UWTSD and not passed on to a third party. To withdraw consent at any time, please email joni.smith@wales.nhs.uk

1. Please check the box to illustrate that you have read the above statement and are happy to
proceed with the questionnaire *

O | am happy to proceed



mailto:joni.smith@wales.nhs.uk



Demographic Information

2. Please select your ward area

(O Acpu

O Acute Frailty Unit

O Ward 10

3. What is your role?

O Registered Nurse
O Student Nurse

O Band 4 Health Care Support Worker

4. What is your age group?
(O 18-24
() 25-34

35-44

45-54

55-64

65+

O O O O O

Prefer not to say

5. How long have you been qualified?
O Not applicable
O 0-5 years

6-10 years

11-15 years

16-20 years

20 years +

O O O O O

Prefer not to say





Digital Literacy

This section asks questions about your digital skills and confidence and uses questions adapted from the UK Government
Essential Digital Skills Framework

6. How do you rate your digital confidence? (1= low 10= excellent)

8. Foundation Skills: How confident are you in using basic digital devices (e.g., computers,
tablets) in work; including turning them on and adjusting settings like volume or brightness
and connecting to the WIFI?

Q Very confident
O Somewhat confident
O Not very confident

Not at all confident

9. Communicating: How comfortable are you with using digital tools or apps (e.g., NHS email or
Microsoft Teams) to communicate with colleagues?

Q Very confident

Q Somewhat confident
O Not very confident

O Not at all confident

10. Handling information and content: How confident are you in your clinical role at finding,
evaluating, and using information from Welsh Clinical Portal to inform your clinical decision
making?

O Very confident
Q Somewhat confident
Q Not very confident

O Not at all confident





11.

12.

Transacting: Do you feel confident using digital systems for tasks in your clinical role; such as
documenting in electronic health records ie WNCR, admitting, transferring and discharging
patients using the Welsh Patient Administration System (Welsh PAS)

O Very confident
O Somewhat confident
Q Not very confident

Q Not at all confident

How confident are you in identifying suspicious online activity (e.g., phishing emails) and
taking appropriate steps to protect patient data?

O Very confident
O Somewhat confident
O Not very confident

Q Not at all confident





Falls and Bone Health Multi Factorial Risk Assessment

13. Please read the following statements about the Falls and Bone MRFA on WNCR and indicate
the extent to which you agree or disagree. Select the response that best reflects your opinion

Neither Agree or

Strongly Disagree Disagree disagree

Agree Strongly Agree

The Falls and
Bone Health

MFRA has a Q Q O O O

user-friendly
design

The Falls and
Bone Health

MFRA is easy to O O O O O

find within
WNCR

The Falls and
Bone Health
MFRA increases O O O O O

my workload

| have the
knowledge and

kills t
zolmsplgte a Falls O O O O O

and Bone
Health MFRA

14. Please add any additional comments about the Falls and Bone Health MFRA





The Welsh Nursing Care Record

15. Please read the following statements about WNCR and indicate the extent to which you
agree or disagree. Select the response that best reflects your opinion

Neither Agree or

Strongly Disagree Disagree disagree Agree Strongly Agree
WNCR has a
user-friendly O O O O O
design

WNCR i
to accelsss o O O O O O

WNCR

improves
:ioctl;rr\1/entation O O O O O

accuracy

WNCR

increases my O O O O O

workload

Information is

easy to find on O O O O O

WNCR

Information is

secure on O O O O O

WNCR

WNCR

improves O O O O O

patient safety

WNCR gives me

more time with O O O O O

my patients
| have the

knowledge and
skiII:Vto use O O O O O

WNCR

16. Please add any additional comments about WNCR





Technical and Infrastructure

17. Please read the following statements about the technical and infrastructure in relation to
using WNCR and indicate the extent to which you agree or disagree. Select the response that
best reflects your opinion

Neither Agree or

Strongly Disagree Disagree disagree

Agree Strongly Agree

There are
sufficient digital
devices

available for O O O O O

accessing and
updating
WNCR

The digital

devices are easy O O O O O

to operate

The digital
devices are in
good working O Q O O Q

condition
There is

d te Wi-Fi
coverageinmy O O O O O

clinical area

18. Please add any additional comments about technical or infrastructure in relation to WNCR

This content is neither created nor endorsed by Microsoft. The data you submit will be sent to the form owner.

@ Microsoft Forms
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Dissertation Project Brief 

Introduction 

Inpatient falls, particularly in the elderly, are associated with poor outcomes; including a reduction in mobility, increased dependency and increased risk of mortality (Uiterwyk, Curtain and Brennan, 2024). Inpatient falls can result in an increased length of stay for patients, which can equate to financial consequences for the Health Board or Trust. An NHS Trust in England which undertook a ten-year falls prevention programme, reduced inpatient falls by 46% and saved the trust £13.3 (Renshaw, Tucker and Norman, 2020). 

The National Institute for Health and Care Excellence (NICE, 2017) recommends that all inpatients who are at risk of falls have a multi-factorial assessment and personalised intervention plan to mitigate and prevent inpatient falls and include a review of the patient’s vision, the identification of postural hypertension and or delirium, a medication review and an assessment of the patient’s continence and mobility. The 2024 National Audit of Inpatient Falls (Royal College of Physicians and National Audit of Inpatient Falls(NAIF 2024)) identified that 23% of Hywel Dda patients who had sustained a hip fracture, had all the required assessments and interventions in the Falls MFRA, this is below the national average 35% (NAIF, 2024). NAIF and Royal College of Physicians ((NAIF and RCP, 2024), guidelines used as an audit tool recognise that low levels of activity lead to deconditioning, use the terminology of a “multi-factorial assessment to optimise safe activity” (NAIF and RCP, 2024) and is aligned with NICE guideline 161 (2013) and quality standard 86 (2017). This approach is supported by Alvarado et al. (2024) suggesting that nurse’s should be empowered to lead multi-disciplinary falls prevention interventions. 

This dissertation project will use the (NAIF and Royal College of Physicians, 2024) guidelines as a benchmarking tool to review the accuracy of a selection of Falls and Bone Health Multi Factorial Risk Assessments (MFRA), entered onto the Welsh Nursing Care Record (WNCR). WNCR is a digital platform for nursing documentation rolled out between 2021/22 in Hywel Dda University Health Board. This presented nursing teams with a new way of assessing, planning, and documenting care given, which had previously been done on paper. The Falls and Bone Health MFRA represented a culture change, replacing the Falls Prevention care plan, which consisted of tick boxes of required interventions.

A study of nurse's attitudes towards digital documentation will be undertaken to identify the barriers to accurately completing the Falls and Bone Health MFRA and using WNCR, with targeted training given to the areas involved. Repeat benchmarking will be used to validate the training. The overall aim of this project is to reduce inpatient falls on the three wards within the study by auditing and offering targeted education for nurse’s to improve their compliance and accuracy when completing the Falls and Bone Health MFRA allowing the project to be replicated throughout the health board if successful.

Research Questions

To improve the quality of the Falls and Bone Health MRFA in Hywel Dda, it will be necessary to answer the following primary research question:

· What do nurse’s perceive as the main barriers to accurately completing the Falls and Bone Health MFRA in WNCR?

This will lead to the following secondary research questions

· Do nurse's attitudes towards digital documentation, specifically WNCR, influence their completion of the Falls and Bone MFRA?	Comment by Joni Smith (2209826): I have changed this to a secondary question



· Does targeted training improve the accuracy of completed risk assessments

· Does poor digital literacy amongst nurse’s impact the accuracy of the completion of digital documentation.	Comment by Joni Smith (2209826): I've changed this from digital risk assessments to digital documentation 

Scope 

Three ward areas will be selected in the site where the author is based. When a patient suffers an inpatient fall, the fall must be recorded on the incident management system. Falls and other care quality indicators such as avoidable pressure damage are stored on a safety dashboard, to enable the easy decimation of the data (Murphy et al., 2021). The Hywel Dda safety dashboard will be used to identify ward areas with the highest average of falls. Only clinical areas using WNCR will be considered, and permission will be sought from the Ward Sisters and Senior Managers for the project to be undertaken. 

Ethical considerations 

	An ethical approval form will be completed and sent to the University while  HDUHB research policies will be met.

· No data collection will commence until both parties have granted permission.

· Only the Health Board will be named in the study to maintain confidentiality, and the hospital and wards will be anonymised. 

· Personal Identifiable Information will be removed from the Falls and Bone MFRA data; only the author will know the ward. 

· Participation in the focus group and the questionnaire will be voluntary and anonymous. This will be clarified verbally in the focus group and embedded in the questionnaire. 

· The project data will be stored on the Author’s Microsoft One Drive via the

· Author’s password-protected personal laptop or HDUHB laptop. 

· To enable analysis, the focus group will be recorded. Participants will be made aware and permission sought.






Methods 

A literature review will be undertaken using the PubMed, Ovid and Cinhal databases. The following search terms will be used to attempt to answer the research questions

		Search Term

		Search Strategy



		Inpatient Falls

		Inpatient falls OR Hospital patient falls OR In-hospital falls OR hospitalised patient falls OR falls during hospitalisation OR clinical inpatient falls, falls OR bedside falls



		Risk Assessment

		Risk Assessment OR Health risk evaluations OR clinical risk analysis OR patient risk assessments OR medical risk evaluations OR Health hazard assessments OR risk profiling OR vulnerability assessments OR diagnostic risk evaluations OR care risk appraisals



		Nurses

		Nurses OR Health Care Professionals OR registered nurses (RNs) OR healthcare workers OR clinical staff



		Perception

		Perception OR Perceive OR Opinion OR Awareness OR Belief OR Experience



		Attitudes

		Stance, Positions, Feelings, Thoughts, 



		Barriers

		Barriers OR Challenges OR obstacles OR Hurdles OR Limitations OR constraints OR impediments OR difficulties OR restrictions OR inhibitions OR blockades OR deterrents OR hindrance OR resistance



		Accuracy

		Accuracy OR Correctness OR Exactness OR Precision OR Quality OR improvement OR completeness 



		Digital documentation

		Digital documentation OR Health Information Technology OR Electronic health records OR electronic patient records OR Electronic Medical records OR Digital platform OR Digital tools OR Digital Information system OR Healthcare information system OR Patient care information system



		Training

		Training OR Guidance OR Education OR Instruction OR Tuition OR Teaching



		Nursing Documentation

		Nursing Documentation OR Nursing records OR clinical documentation OR health records



		Digital Literacy

		Digital Literacy OR Digital competence OR Digital Skills OR digital fluency OR digital proficiency OR technology literacy OR information technology skills (IT skills) OR ICT literacy



		Impact

		Impact OR Affect OR Effect OR Influence OR consequence





The primary research collection will be as follows and is subject to ethical approval; 

· Benchmarking a sample of one week’s Falls and Bone Health MFRA from each of the clinical areas. 

· Formulating a focus group consisting of two representatives from each of the three clinical areas. This will be held via Microsoft Teams for ease of recording. Questions will be asked regarding the nurse’s attitudes to completing the Falls and Bone Health MFRA and WNCR in general.

· The creation of a questionnaire to be sent to each Registered Nurse working in the clinical area, which will ask questions based on the themes elicited from the focus group

· Targeted training will be held for each clinical area

· A repeat benchmarking will take place to observe for improvement, which may validate the training.

Martin, Holloway and Watts (2024)used auditing and benchmarking to assess the compliance of electronic Pressure Ulcer documentation pre- and post-implementation, combined with implementation support from the specialist team. They found that this method could produce measurable sustained improvements. This approach was also championed by Feaster et al. (2023) when aiming to improve compliance with Advance Care documentation, however, this was undertaken on a smaller sample. 

Focus Group Research (FGR) is a qualitative method of exploring the opinions of a small group of people with common interests and experiences. Focus group participants may build on each other’s thoughts and generate new ideas. FGR requires the researcher to elicit contributions from the group with an ability to keep the discussion on track. The optimum group size for FGR is six people and the session should conclude with a debrief (Holloway and Galvin, 2024). Hodgson (2024) utilised FGR with groups of nursing staff to understand their attitudes to nursing documentation when implementing a new approach to documentation.

A questionnaire systematically gathers information from a sample of participants. However, it must be carefully designed to be easy to read, flow logically, and contain close-ended questions (Jacobsen, 2017). ). A validated questionnaire was used by Sinha and Joy (2022)to analyse nurses' knowledge and attitudes toward nursing information systems in India. They suggested training and education would improve nurse’s knowledge and acceptance of nursing information systems. The questionnaire used in this project will contain questions based on the Essential Skills Framework (Department for Education, 2019), adapted from HDUHB’s (2024) A basic digital skills audit will be conducted alongside questions pertaining to attitudes and barriers to completing the Falls and Bone Health MFRA. According to Jacobsen (2017) that surveys to elicit attitudes and opinions cannot be validated using statistical methods such as Cronbach’s alpha. Face Validation will be performed by colleagues in the Professional Practice Development and Informatics Teams.






Outline plan- subject to favourable ethical approval

		Period

		Activities



		September to November 

		Start Project Brief 

Start Literature search and review 

Methods selection and justification 

University and Health Board Ethics application 

Draft incomplete Introduction chapter





		December to January

		Draft Literature Review and Methods chapters

Use HDUHB Safety Dashboard Data to identify three wards with high precedence of inpatient falls. Gain permission from ward managers to include in the study.

Identify two registered nurses from each ward in the study to participate in a focus group.

Hold a focus group and analyse the findings 

Create and distribute a Microsoft Forms questionnaire to Registered Nurses who work in the identified areas.



		January to February

		Request initial data set from Information Services and begin benchmarking.

Progress review meeting with supervisor and moderator

Analyse Questionnaire 

Use questionnaire and focus group findings to design targeted training sessions on identified wards

Hold targeted training sessions

Update Literature Review and Methods chapters



		March to April 

		Request repeat MFRA data and benchmark to identify improvement.

Review inpatient falls data for identified areas 

Commence Results chapter

Draft Discussion chapter

Outline Conclusions chapter



		May

		Complete dissertation and final revisions

Final student presentation to supervisor

Submit dissertation
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Patient Number 1 2 3 4 5 6 7 8 9

1 Has the patient been asked about falls in the previous year? 1

2 Has the patient been asked if they have a fear of falling? 2

2a If a fear of falling is identified, were appropriate

interventions documented to encourage mobility?

2a

3 Has the patient medication section been completed? 3

3a If 3 identifies risks, has the patient's medication been reviewed? 3a

4 Has the patient had lying and standing BP recorded? 4

5 Is there is evidence of a postural drop? 5

5a If yes to 5, has there been a medication review? 5a

5b If yes to 5, has the fluid balance been assessed? 5b

5c If yes to 5, has the patient been reviewed by

the medical team to rule out medical causes?

5c

5d If yes to 5, are 'modifiable risk factors and

interventions required to mitigate risk' documented?

5d

6 Has a question been asked about the patient's cognition? 6

6a If cognitive impairment identified, has an assessment of their

cognitive impairment been carried out using a standardised tool (e.g. 4AT)?

6a

6b If cognitive impairment identified, are 'modifiable risk

factors and interventions required to mitigate risk' documented?

6b

7 Has a question been asked about delirium? 7

7a If delirium identified, were they screened using the 4AT tool? 7a

7b If delirium identified, is there evidence of a delirium management plan? 7b

7c If delirium identified, are 'modifiable risk factors

and interventions required to mitigate risk' documented?

7c

8 Has the patient been asked if they have any mobility issues? 8

8a If mobility issues have been identified, are 'modifiable

risk factors and interventions required to mitigate risk' documented?

8a

9 Has the patient been asked if they have appropriate footwear? 9

9a If no appropriate footwear, is there evidence of a plan to provide this? 9a

10 Has the patient been asked about their continence? 10

10a If continence issues have been identified, are 'modifiable

risk factors and interventions required to mitigate risk' documented?

10a

11 Has the patient been asked whether they have a visual impairment? 11

11a If visual impairment issues have been identified, are 'modifiable

risk factors and interventions required to mitigate risk' documented?

11a

What are the Barriers to the Accurate Completion of the Falls and Bone Health Multifactorial Risk Assessment on the Welsh Nursing Care Record?

Proforma


Microsoft_Excel_Worksheet.xlsx
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		What are the Barriers to the Accurate Completion of the Falls and Bone Health Multifactorial Risk Assessment on the Welsh Nursing Care Record?

		Proforma

				Patient Number				1		2		3		4		5		6		7		8		9

		1		Has the patient been asked about falls in the previous year?		1

		2		Has the patient been asked if they have a fear of falling?		2

		2a		If a fear of falling is identified, were appropriate
interventions documented to encourage mobility?		2a

		3		Has the patient medication section been completed?		3

		3a		If 3 identifies risks, has the patient's medication been reviewed?		3a

		4		Has the patient had lying and standing BP recorded?		4

		5		Is there is evidence of a postural drop?		5

		5a		If yes to 5, has there been a medication review?		5a

		5b		If yes to 5, has the fluid balance been assessed?		5b

		5c		If yes to 5, has the patient been reviewed by
the medical team to rule out medical causes?		5c

		5d		If yes to 5, are 'modifiable risk factors and
interventions required to mitigate risk' documented?		5d

		6		Has a question been asked about the patient's cognition?		6

		6a		If cognitive impairment identified, has an assessment of their
cognitive impairment been carried out using a standardised tool (e.g. 4AT)?		6a

		6b		If cognitive impairment identified, are 'modifiable risk
factors and interventions required to mitigate risk' documented?		6b

		7		Has a question been asked about delirium?		7

		7a		If delirium identified, were they screened using the 4AT tool?		7a

		7b		If delirium identified, is there evidence of a delirium management plan?		7b

		7c		If delirium identified, are 'modifiable risk factors
and interventions required to mitigate risk' documented?		7c

		8		Has the patient been asked if they have any mobility issues?		8

		8a		If mobility issues have been identified, are 'modifiable
risk factors and interventions required to mitigate risk' documented?		8a

		9		Has the patient been asked if they have appropriate footwear?		9

		9a		If no appropriate footwear, is there evidence of a plan to provide this?		9a

		10		Has the patient been asked about their continence?		10

		10a		If continence issues have been identified, are 'modifiable
risk factors and interventions required to mitigate risk' documented?		10a

		11		Has the patient been asked whether they have a visual impairment?		11

		11a		If visual impairment issues have been identified, are 'modifiable
risk factors and interventions required to mitigate risk' documented?		11a






