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[bookmark: _Toc128129282]Section 1 – Introduction and context
A decision support system (DSS) can be defined as “interactive computer-based systems and subsystems that help people use computer communications, data, documents, knowledge, and models to solve problems and make decisions” (Power, 2002).  Within the context of Health and Social Care they “support shared decision making by making treatment, and care and support options explicit” and provide “evidence-based information” relating to a person’s care and possible outcomes (NHS England, 2018).  

This paper proposes the design and use of a decision support tool (DST) to help support a social work professional determine a person’s eligibility for their care and support needs to be met by a local authority, following an assessment under the Social Services and Wellbeing Act 2014.

Determining a person’s eligibility for support from a Local Authority can be a complex decision that includes the consideration and application of both nationally set and locally agreed variables.  A worker must therefore understand and apply national legislative and statutory requirements plus consider local variables such as local community services and organisational policy when determining a person’s eligibility.  The proposed DST will therefore aim to offer a user-friendly, secure, and effective tool to support a worker in making this decision.

[bookmark: _Toc128129283]Scope
At a national level, the Social Services and Wellbeing At 2014 (SSWBA) sets out the duties of a local authority in meeting needs for care and support following an assessment.  Sections 19 (applicable to adults), 21 (applicable to children) and 24 (applicable to carers) of the SSWBA impose duties on a local authority to assess needs for care and support.  Due to word count limitations, this paper will focus on section 19 of SSWBA and the duty to assess the needs of an adult for care and support.  The tool can adopt the same design principles to be extended to cover the remits of sections 21 and 24.  

[bookmark: _Toc128129284]Statutory requirements
The Social Services and Well-being (Wales) Act 2014 states that once the local authority has assessed that an adult has care and support needs, the local authority must assess two things. Firstly, whether any of those care and support needs meet the eligibility criteria, and secondly, whether it is necessary to meet the care and support needs to protect the person from abuse or neglect, or risk thereof.  As part of that consideration the local authority is also asked to consider whether the person might benefit from the provision of preventative services or anything else that may be available in the community.  As a result, a social worker must determine whether an adult meets the eligibility criteria, if they have assessed a person as having care and support needs.

To support the implementation of the legislation in practice, the Welsh Government have produced a Part 4 Code of Practice (Meeting Needs).  Whilst this does offer some explanation of how to apply the legal requirement in practice, it does so only briefly.  

Broadly it sets out four elements which must be met to confer eligibility for care and support from the local authority:
1. How the care and support needs arise i.e., from the adults “physical or mental ill-health, disability, dependence on alcohol or drugs, or other similar circumstances”.
2. What the need relates to i.e., ability to carry out self-care, ability to communicate etc.

Assuming element 1 and 2 are met, the social worker will then need to consider:
3. Is there another way to meet the persons need i.e., either alone themselves, or with support from another person (e.g., a carer) or community services

If the person meets elements 1 and 2, and they cannot meet those care and support needs alone, with others willing to provide it, and there are no community-based services to which the person has access, the social worker moves on to consider element 4 of the eligibility criteria, which says:

4. The adult is unlikely to achieve one or more of the adult’s personal outcomes unless
· The local authority provides or arranges care and support to meet the need; or
· The local authority enables the needs to be met by making direct payments.

This paper recognises that due largely to the lack of clear definitions in national codes of practice, and the vagueness of some terms used in eligibility criteria, a DST serves better as a tool to support what must be social work professionals’ own decision.  It is unlikely that such a tool can propose an absolute outcome of eligibility, however it can certainly propose a suggested outcome with justification.  

[bookmark: _Toc128129285]Need versus want
An example of this is within element 2 outlined above which asks to consider what the need relates to.  “Self-care” is defined in the code of practice as including “maintaining personal-hygiene”.  This may be clear in lots of ways, such as tasks relating to the washing of one’s body.  However, there will be room for interpretation in tasks that are considered as being a ‘need’ and a ‘want’ when considering personal hygiene.  What one person may consider a ‘need’, another may consider it as something more desirable or a ‘want’.  Females shaving their legs for example, or males undertaking skin care may be open for interpretation.  Not meeting such requests may impact on that person’s dignity and their willingness and confidence to go about their daily life.  At the very least, this DST aims to offer a user-friendly interface to allow a social worker to satisfy that they are compliant with all relevant legislative and statutory requirements, and to prompt them to consider local variables that can influence a person’s eligibility.  Furthermore, the tool will aim to learn about what tasks are considered as necessary (a need) and desirable (a want) by clients.  This data can then be used to create better informed outcomes.



[bookmark: _Toc128129286]Rich picture to show the decision-making considerations and proposed decision support tool:
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The rich picture presents how a social workers decision must consider both nationally set requirements plus local variables.  The intention of the DST will serve as support tool with prompts and questions relating to these factors.  Information entered by the worker will in turn further inform the DST which in turn can offer more information to support decision making.  The expectation is that the tool will operate on any platform (including mobile) accessible via the cloud.  It will meet all data protection legislation and security requirements.


[bookmark: _Toc89860482][bookmark: _Toc128129287]Section 2 – Critical Literature Review
[bookmark: _Toc89860483][bookmark: _Toc128129288]Search and selection strategy
The following tools were chosen for the identification of literature, as they were deemed most relevant to the topic: University of Wales Trinity Saint David (UWTSD) Library Service, Welsh Government publications, Sage journals, google scholar.  In addition, some ‘grey literature’ was used from Local Authority and Health Board policy and strategy documentation, Carmarthenshire County Council social work training material and guidance documentation.  

After conducting extensive searches, apart from their use in determining continued healthcare funding (CHC), the use of specific and established decision support tools in social care settings appears to be limited.  However, literature relating to the principles on which DST’s are based, for example the use of an evidence-based approach, or the use of technology to support decisions in social care, proved more successful.  

Initially, searches were undertaken using Sage Journals and the website of the School for Social Care Research (NHIR, 2009), however results were limited.  Further searches were undertaken using Google Scholar and results were better in terms of the volume and quality available.  Results also included a specific literature scoping review (Lapp et al., 2022) of decision support tools within adult long-term care facilities, however this focussed specifically on a more medical context for example medication management, pressure ulcer prevention, dementia management, falls prevention, hospitalization, malnutrition prevention, urinary tract infection, and COVID-19 infection.  

Search attempts on all sources included the following key words:
· Digital Support/DS in social care
· Clinical decision support (also plus “tool”)
· Social care decision making
· Social care eligibility
· SSWBA eligibility 
· Health and care decision support
· Health and social care eligibility support
· Evidence-based social care
· AI/Artificial Intelligence social care
· Social care evidence-based

These words were selected to give as broad a return of results as possible.  Most results returned had a focus on the use of decision support tools within a health and medical context.  At most, some of these results referred to ‘health and care’ and paid only reference to social care in terms of its extended relationship to Health care.

[bookmark: _Toc128129289]Quality appraisal
All literature searches took place between December 13th, 2022, and February 17th, 2023.  Literature was selected based on the author as an academic or them writing in the context of health and/or social care and UK and Wales specific literature was treated with some priority.  Literature relating to the use of decision support systems/tools outside of the UK was used although notable differences were acknowledged in factors such as health and care organisational and political structures, geography, public/private funding arrangements, and population.  Research such as (Gillingham & Humphreys, 2009) although, undertaken in Australia and within a child protection risk-assessment context, concludes that although decision support tools are in place, there is little understanding of how they are used.  Furthermore, an ethnomethodological study conducted by Gillingham in 2009, demonstrated how support tools (used in the same child-protection context) did not support decision making or promote consistency (in decision making) in social care.   

Whilst most recent literature was treated more preferentially in terms of initial analysis; older literature was found to be of similar relevance in terms of the types of challenges faced by decision support systems and were helpful in showing its evolution.  Most searches relating to decision support systems or evidence-base lead back to the underlying theory of decision making, first introduced by Herbert A. Simon in 1947.   Although focussed more on political and economic based decisions, Herbert identified decision making as a “choice between alternative courses of action” which can also mean choosing between “action and non-action” (Simon, 1947).  The theory is relevant in that it highlighted key factors affecting a decision, such as a lack of complete information but also acknowledged psychological factors such as the decision makers stress and motivations.  It also introduced the idea of making decisions based more on minimising risk as opposed to maximising profit.  Whilst the principles are clearly more focussed on organisational and economic decision making, they bare relevance to the principles of evidence-based decision making and decision support systems used today.

The use of decision support tools within a clinical, medical context appears to be a well-established and well documented practice.  Reviews such as Sittig et al., 2016 conclude how medical clinical decision support has “evolved dramatically” between 1990 and 2015 and will “likely evolve just as dramatically or more so” in the 25 years following 2015 (the time of the paper).    Similar use of specific and established decision support tools within a social care context however appears to be relatively less familiar.  A scoping study literature review of specific decision support tools in social care conducted in 2016 by Liedgren. P, et al resulted in an initial yield of 362 peer-reviewed articles.  However only 17 of these remained for further analysis based on them relating to an actual implementation of a DSS within social care.  Of these 17, none related to implementation within the UK.  There is however more evidence of the use of ‘evidence-base’ as an approach to decision making and the use of technology (such as artificial intelligence) to support decision making in social care.
[bookmark: _Toc128129290]Evidence based decision making and AI in social care
Research suggests social work “resting only on tradition, authority, or common sense is an obstacle to professionalisation and leads to adverse effects for clients”, (Munro, 1998), and the need for evidence-based practice within social care in Wales is promoted via the ‘Social care research and development strategy for Wales 2018-2023’.  This strategy highlights the benefits of research in general and sets out an ambition to “help improve well-being by developing evidence-enriched policy, practice and service models in Wales that focus on prevention, early intervention and sustainability” (social care Wales, 2018).  Whilst the strategy and its supporting implementation plan aim to support more organisations to use “research evidence as part of their practice and day-to-day decision-making” they do not highlight or promote the use of decision support tools to do this.  Furthermore, they do not attempt to make a clear explanation of what it understands or expects evidence-based social work to be, or how it should be implemented.  Social Care Wales, through commissioned research does however recognise “challenges with putting evidence into practice” (Social care institute for excellence, 2018).  

As well as the use of an evidence-based approach, the wider use of technology to support decision making in social care appears to be more common and in the ascendancy.  ‘Technology-enabled care’ initiatives such as ‘TEC Cymru’ funded by Welsh Government aims to use technology to “support promotion, self-administration, monitoring and delivery of health or care services”.  Wider case studies in the UK demonstrate the following broad use of this technology:

· Hampshire Hospitals NHS Foundation Trust, 2020 operates a ‘telemedicine’ project that remotely monitors patients at care homes and nursing homes’ blood pressure, pulse and breathing rate.  This is done using technology such as ‘Internet of Things’ (IOT) and low powered wide area network (LoRa WAN) networks. 
· Predictive analytics – Worcestershire County Council, 2019 analysed data from wearable and stationary sensors inside and outside of people’s homes to predict the likelihood of hospital admissions and increased social care packages.
· Dedicated decision support software – Cera Care, 2020 demonstrates the use of a decision support system to propose “next best actions” for home care workers based on historical data relating to care delivered combined with current and historical health data of the client/subject (Cera Care, 2020). 

[bookmark: _Toc128129291]Discussion
Research undertaken for this paper shows a more established and varied use of decision support tools within health and medical based context.  As well as specific and established tools, the use of evidence-based decision making and technology such as AI to support decision making appears relatively advanced when compared to the equivalent in social care.  Why?

A key difference could be the fundamental difference between what are considered ‘health’ and ‘social’ factors when making ‘healthcare’ and ‘social care’ based decisions.  Although ‘healthcare’ acknowledges the “huge range of societal factors” that affect a person’s health (Department of Health, 2010), most technology and decision support tools have a focus on a person’s direct medical and health factors.  Social factors relate to “society” and “the way a person interacts with their surroundings” (Cambridge Dictionary, 2022).  Social care therefore could be argued to involve broader and more unpredictable variables when making decisions.  Such factors can be informed and to some extent instructed at a national level through legislation and statutory regulation, plus the research and learning on which they are based.  However, social care decision making at a local level will always need to vary according to the persons immediate surroundings.

Literature shows a clear development of the use of technology in social care decision making and the use of an evidence-based approach and artificial intelligence clearly have a role to play.  It is clear however that the use of specific and established DST’s in Local Authority social care services is in its infancy compared to ‘Health’ and ‘Medical’ environments.  Also, those more established DST’s within the Healthcare environment do not tend to extend further enough to include ‘social care’ and ‘community’ variables.  Literature shows a stronger focus on the more direct health factors used in ‘Health’ DST’s.

[bookmark: _Toc128129292]Grading evidence quality
Based on Cochranes grading of evidence quality, literature and evidence used within this paper has been graded based on whether it was considered to:
(i) have a risk of bias, 
(ii) inconsistency
(iii) indirectness
(iv) imprecision
(v) publication bias

	Evidence
	Risk of Bias
	Inconsistency
	Indirectness
	Imprecision
	Publication Bias
	Grade

	Simon, 1947
	No serious risk of bias
	Not an issue
	Some indirectness exists
	Some imprecision exists
	Undetected
	Medium

	Sittig et al., 2016
	No serious risk of bias
	Not an issue
	Indirectness does not appear to be an issue
	Some imprecision exists
	Undetected
	Medium

	Liedgren. P, et al, 2016
	No serious risk of bias
	Not an issue
	Not at all
	Some imprecision exists
	Undetected
	High

	Social care research and development strategy for Wales 2018-2023’
	Some risk of bias
	Some inconsistency exists
	Not at all
	Some imprecision exists
	Undetected
	Medium

	Hampshire Hospitals NHS Foundation Trust, 2020
	No serious risk of bias
	Some inconsistency exists
	Not at all
	Some imprecision exists
	Undetected
	Medium

	Predictive analytics – Worcestershire County Council, 2019
	No serious risk of bias
	Some inconsistency exists
	Not at all
	Some imprecision exists
	Undetected
	Medium

	Dedicated decision support software – Cera Care, 2020
	Some risk of bias
	Some inconsistency exists
	Not at all
	Some imprecision exists
	Undetected
	Medium

	Gillingham & Humphreys 2009
	No serious risk of bias
	Not an issue
	Not at all
	Not an issue
	Undetected
	High

	Gillingham 2009 
	No serious risk of bias
	Not an issue
	Not at all
	Not an issue
	Undetected
	High




[bookmark: _Toc128129293]Section 3 – Implementation issues (risks and constraints)

Applying a decision support tool into an assessment process to determine a person’s eligibility for support from the Local Authority seems, on the surface, both feasible and helpful to practitioners.  Offering something that interprets all health and social care legal and statutory requirements to inform and support a practitioner when making decisions should be welcome in practice.  There are however some key risks and constraints with such a tool.

[bookmark: _Toc128129294]The need for discretion
The Part 4 Code of Practice (meeting needs) written to support the SSWBA places a strong emphasis on local authorities and social workers using a degree of discretion in their decision making, with a focus placed on supporting people even if they do not technically meet eligibility criteria.  Section 42 of this code of practice states “Discretionary powers are also provided in the Act to enable a local authority to meet the care and support needs of an individual irrespective of the eligibility determination”.  

It must be recognised therefore that the introduction of a tool that proposes a decision to a social work practitioner could conflict with this principle. Should the tool propose that a person is not eligible for services, a worker may feel they have to do more work to justify not only their decision but why they oppose the decision proposed by the tool.  This could be considered good practice, but it presents a clear risk of creating more work, which in turn could damage its reputation in practice.  The design and implementation of the DST must therefore promote both itself as a support tool as opposed to a decision-making tool as well as the workers’ freedom to use discretion where felt necessary.      


[bookmark: _Toc128129295]Local variables
Broadly, a social work assessment is an assessment of a person’s needs and their eligibility for support and services, which as a subject for a DST appears feasible.  The Social Care Institute of Excellence (SCIE) takes this further and acknowledges that an assessment is also a “calculation of the match between need and available resources” and “an evaluation of risk and of urgency” (SCIE, 2007).  A decision about a person’s eligibility for Local Authority support is not therefore influenced only by the varying factors of the person/subject themselves (and their support network), or their assessment against national criteria.  Such a decision must also account for several ever-changing local-level variables that themselves are being influenced and adjusted by wider regional and national factors.

The level of community support within the clients’ area for example may affect their eligibility for Local Authority support.  With lower levels of community support available, the person is more likely to be eligible for Local Authority support.  Such community support may be seasonal and/or influenced by wider economic factors.  The presence of a carer (paid or unpaid) is another example that may influence a persons’ eligibility, and this can adjust a persons need and eligibility for Local Authority support.

A clear risk therefore with the application of a DST within this business area is if the tool is set or pitched at an incorrect level.  Whilst the legislation, regulations and codes of practice are set at a national level, the influencing variables are set more locally at regional, county and even at ward/parish level.  Any tool would therefore need to account for local varying factors and would need to be flexible enough to accommodate them.  Failure to include local varying factors and/or failure to adjust their levels according to the current state, would result in a less effective tool in practice.  This in turn would be likely to lead to a less trusted tool.

An approach to manage this risk is to introduce an adjustable scale to reflect the availability of community resources within the local area to be controlled at an organisational/LA level.  Appropriate governance would need to be in place to manage this and it would need to be informed by quality community-based data. 

[bookmark: _Toc128129296]Achieving a ‘live’ DST
An associated constraint will be the ability for the tool to ever be truly accurate as at the time its use.  Whilst it may be technically possible to obtain live data in relation to national or local community service availability, this is someway off in practice.  Factors and their associated scaling within the tool that account for local variables such as community support service availability, would be likely to use only recent data only.  This factor could be managed by connecting the tool to live data sets relating to variables such as community service availability, for example those used by organisations such as ‘DEWIS Cymru’ (Dewis Cymru 2011) which present community service availability according to Local Authority and Post Code.  Alternatively, the tool could instead use the workers’ own assessment of available services to advise on availability.  Whilst this would be easier to apply and adopt in practice, quality would vary according to that workers’ knowledge and experience.  



[bookmark: _Toc128129297]Interpretation
In designing and applying a DST tool to support the determination of eligibility, Local Authorities would also need to account for regional or local interpretation of national legislation, regulation, and codes of practice.  Within the Part 4 Code of Practice to the Social Services and Well-being (Wales) Act for example there is very little guidance about how to interpret the eligibility criteria which presents risks associated with such definitions and interpretations varying between Local Authorities.  For example, the code of practice states that a person is eligible if “The need arises from the adult’s physical or mental ill-health, age, disability, dependence on alcohol or drugs, or other similar circumstances” (SSWBA, 2014).  Whilst there are some national definitions relating to disability, there is significant room for interpretation, for example in terms of physical and learning disability. 

In addition, research highlights a “principal challenge in the creation of any clinical consultation program” is the “creation of a computational model of the application” (Musen & van der Lei, 1989).  Producing a software protocol that accurately reflects the expected clinical/professional protocol is therefore difficult.  Given the limited and sporadic use and promotion of DST’s within a social care context in Wales, risks associated with poor definitions and poor translation between clinical and software protocols must be considered as being increased within this business area.   

A DST in this business area would therefore need to account for such variation and interpretation of definitions by embedding a single library of terms and definitions.  Regardless therefore of how a Local Authority may interpret a national definition, a national tool would establish a definition as part of its condition of use.  If using the tool to determine eligibility, the user accepts the definitions within.

[bookmark: _Toc128129298]Learning from experience
In 2004, Gabbay and May formalised the concept of ‘mindlines’ (Gabbay & May, 2004) as a term to describe how clinicians will base their decisions on, “collectively reinforced, internalised, tacit guidelines”.  Social work practice within Carmarthenshire utilises a ‘pod’ process by which workers within a team/area will periodically (usually weekly) come together and discuss cases, share information and experiences.  Whilst this is considered good practice and will naturally encourage the sharing and building of experiences and tacit guidelines they may follow, unless this knowledge is harnessed and fed into the development of future national guidelines, it can become somewhat wasted.  Governance arrangements within Carmarthenshire County Council are in place to support the ‘pod’ structure, and in turn the sharing of case and social worker experience.  This is constrained somewhat however in that this structure does not extend across regions or at a national level.  Furthermore, learning obtained from such ‘pods’ is not routinely harnessed and fed into national decision support guidelines or tools.






[bookmark: _Toc128129299]Section 4 – Evaluation
Given the use of specific and established DST’s within a social care setting, certainly within the UK and Wales, is limited, to change this behaviour it is important to recognise the relationship with achieving a level of trust in such a tool.  Furthermore, it is important to understand how this level of trust can be achieved.  

Durán & Jongsma, 2021 highlighted the risks of ‘black box algorithms’, or those where the inner workings are not made clear to the user.  Such algorithms, that may be used by DST’s, present risks of a lack of trust due to concerns of potential bias.  Where users are unable to see or understand the basis on which a tool has proposed a decision, they are less likely to trust it.  To achieve a behaviour change, it is important to establish a level of trust between the professional and DST.

[bookmark: _Toc128129300]Assessing user experience
Clearly therefore a carefully designed and implemented User eXperience (UX) process will be an essential part of the design and implementation process.  This will encompass the whole product process from its conceptualisation, through its design, to its implementation and ongoing evolution and development.  Such sessions will need to ensure there is a strong focus on transparency, both as part of the design of the tool itself, but also as part of its ongoing use.  UX sessions will need to ensure designs and developments being considered are fully explained in a way that is understood by a social work practitioner.  Similarly, any decision process used by the tool in practice, must ensure the user is explained to and understands the process.  To remove risks such as those highlighted by Durán & Jongsma, 2021, the tool will be designed to ensure a full explanation of any proposed decision is offered to the social work practitioner.  

Given the potential volume of information available to justify a decision, the tool will not include this information directly within it.  Instead, it will provide hyperlinks to external pages to be used where required by the worker.  These pages will be interactive with the tool so that they confirm back to the professional the variables entered plus then how these have informed the proposed decision.

Data relating to the use of these links will be monitored to understand their use in practice.  Throughout the design and implementation phases of the DST, user surveys and interviews will be scheduled to capture feedback relating to the usefulness of the tool and supporting justification information.  Such surveys and interviews will focus on obtaining more qualitative information to understand and assess the views and opinions of users.     

[bookmark: _Toc128129301]Assessing effectiveness
The use of carefully designed and maintained SMART measures will be critical to an assessment of the DST’s effectiveness.  Many high-quality health systems “generate many metrics that produce inadequate insight” and present a “substantial cost in funds and workers’ time” (Kruk, M.E et al, 2018).  Furthermore, Part 4 Code of Practice to the Social Services and Well-being (Wales) Act 2014 places a strong emphasis on outcomes in that the approach to determining eligibility “must be an outcome-based approach” and the Local Authority must “be clear about what matters to the person” (Welsh Government, 2016).  It will be important therefore to ensure measures used and data collected are meaningful in that they have a strong focus on what matters to the subject/client and assess how the use of the DST supports or enables this.

It will be important to establish accountability and therefore measures must be designed jointly with existing and potential clients, and the wider public where relevant and appropriate.  Similarly, measures will need to be made visible, accessible, and intelligible to subjects and the wider public. 

Furthermore, measures of effectiveness must acknowledge the subject/client as one of several key stakeholders.  Assessments must therefore consider the requirements of:
(i) the Local Authority and Welsh Government in terms of its obligation to meet legislative and statutory requirements as well as organisational policy requirements,
(ii) the worker in terms of meeting their professional opinion,
(iii) family/relations significant in the persons care and support.

Assessing the DST against its ability to meet the requirements of each of these key stakeholders will be important.  Surveys will be undertaken with clients/subjects to understand if decisions proposed by the DST were considered fair.  Due to the subjectivity involved in the decision, it may not be possible to always state if the decision itself was correct or incorrect from the perspective of the client/subject.  However, it will be possible to establish if the decision was understood. 

It must be acknowledged however that often conflicts will be presented and what may be a technically correct outcome in terms of its compliance with national and local variables, plus the professional opinion of a social worker, it may still be rejected by the subject/client and their family.  

In addition to measuring and assessing the outcome, it is important to also measure compliance in terms of a workers’ use of the tool itself, but also in terms of the use of any data and information generated from it.  Knowing how the tool is used in practice will be essential in understanding if it is being used as expected.  Similarly knowing any instances where the tool is not used, but perhaps should have been or was expected to be, is equally important.  Taking this further, measuring and assessing the frequency of the DST’s use is helpful when assessing its effectiveness.  Whilst frequency on its own may not indicate proper use it will support the identification of usage patterns or trends and highlight outliers. 

The use of a tool such as the GUIDES checklist (Van de Velde et al., 2018) can offer a useful structure when assessing and understanding the effectiveness of the DST.  The following checklist domains can be used to structure the questions and measures used to assess the effectiveness of the DST 
· Context (in which the DST can operate)
· Content (the advice offered, and outcomes proposed by the DST)
· System (the features of the DST)
· Implementation (factors affecting the integration of the DST into practice)
[bookmark: _Toc128129302]Assessing safety
The design and implementation of the DST will need appropriate governance to ensure it is of adequate robustness and safety.  It is proposed therefore for projects associated with this DST to report and work closely with the NHS Wales delivery unit.  This will support effective incident reporting and compliance monitoring, plus also the necessary learning and reviewing procedures to support continuous improvement.  Being aligned to the NHS Wales delivery unit will also ensure a strong link between the DST and the national plan ‘A Healthier Wales: our plan for Health and Social Care’ (Welsh Government, 2018).  Communicating this governance structure to stakeholders will also support a more transparent project which in turn can support the building of trust and behaviour change.

[bookmark: _Toc128129303]Assessing efficiency
In software and systems terms, efficiency is defined as the “resources expended in relation to the accuracy and completeness with which users achieve goals” (International Organization for Standardisation (ISO) 2011).  This standard recognises ‘efficiency’ as a key characteristic when defining the quality of a product and identifies it in terms of its:
· performance efficiency
· usability 
· learnability
· accessibility
· maintainability
· analysability
· testability
· portability
· installability

These categories can therefore be used as a basis on which SMART measures can be defined and used to assess the efficiency of this DST.  Recognising the environment and context within which the DST will be introduced and used is also important when assessing efficiency.  Increased volume in caseloads (following Covid-19) and disrupted and reduced staffing levels place an emphasis on the usability of the DST being particularly efficient.  If it cannot be learnt and used quickly, easily and without error it is unlikely to succeed in the current environment.  
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