	
	
	



INTRODUCTION
I intend to write this essay based on my previous role as a ward manager in a sub-acute medical ward as oppose to my current role as a clinical informaticist.	Comment by Muntaha Nafisa: First-person should only be used during reflective writing.
Ward E is a Sub-acute medical ward within Neath and Port Talbot Hospital which is part of Swansea Bay University Health Board. The Ward has the capacity for 32 patients; with a high majority over the age of 65 years with very complex needs often requiring enhanced care/extra support.	Comment by Muntaha Nafisa: Hierarchy should follow health board > hospital >department > ward.
The Ward establishment consists of 1 consultant, 4 Doctors, 2 nurse practitioners, 1 ward manager, 1 ward Sister, 21 Staff nurses, 26 Health Care support workers, 2 physiotherapists and 1 occupational therapist. (Source from electronic staff record, not shared in the public domain)	Comment by Muntaha Nafisa: Please use appropriate in-text citation.
When a patient is admitted to Hospital it would be acceptable to assume that they would be subject to general observation as a minimum. Some patients receiving care may require temporary periods of enhanced care or closer observation in order to maintain their safety.
The circumstances when patients require an additional level of support or observation could be for the following reasons -
· The patient requires frequent clinical observations (e.g., to prevent falls or harm)
· The patient is acutely mentally ill and at risk of self-harm.
· The patient is likely to wander and/or abscond and is at risk to him/herself
· The patient is confused /agitated/aggressive/violent towards others.
To assess, monitor and evaluate the care of patients requiring additional support; the ward currently uses an “enhanced observation and support framework” to document and review the patient's condition.
Within the enhanced observation and support framework, the nurse and Health Care Support workers complete a behaviour chart section (could be as frequent as every 30 minutes) to reflect the patient's behaviour. The document is reviewed by the Matron and Ward Manager on a daily basis to assess the level of care required for each individual patient. Adequate staffing levels are then maintained based on the care needs of the patients.
The document is lengthy (32 pages) and often found with incomplete or blank sections hence it could be argued that it adds no value to the care and treatment of the patients.
The purpose of this essay to discuss the transition of the enhanced observation and support framework document (Appendix 1) from a paper-based assessment to a digital assessment to be included in the Welsh Nursing Record with the aim of improving the quality and compliance of completion with the document.
The Welsh Nursing Care Record (WNCR) is a digital system that involves the digitalisation and standardisation of nursing documentation across Wales. WNCR is supported by Digital Health and Care Wales. 

The transition from a paper to a digital risk assessment would support nursing staff to determine the level of enhanced care and lines of responsibility for those involved in the decision-making delivery and management of enhanced levels of care with the overall aim of improving the safety, effectiveness, consistency and quality of care patients can expect to receive.






JUSTIFICATION
As previously discussed, the current quality of patient documentation is questionable and improvements are needed to improve patient care and experience.
Following the recommendations of the Topol report (2019) digital is the future within the NHS particularly nursing hence the aim of the project is both achievable and feasible.
  “There is a need to complete the digitisation and integration of health and care records if the full benefits of digital medicine (earlier diagnosis, personalised care and treatment) are going to be realised for the NHS”. (Topol Report 2019)
The nursing and Midwifery Council Professional standards of practice and behaviour for nurses, midwives and nursing associates' (section 10) state that clear, accurate record keeping is an obligation of any nurse and as such, should be considered an integral part of the role.
It is well documented that improvements within all aspects of nursing documentation are required to ensure the quality and safety of patient care is maintained. 
Studies conducted by both Sondergaard et.al (2017) and Tajabadi et.al (2020) suggested common errors associated with paper documentation include not dating and signing entries, illegible handwriting, leaving sections of the document incomplete or blank and using non identifiable abbreviations.
The recommendation is a digital enhanced care risk assessment incorporated within the Welsh Nursing Care Record (WNCR) with the aim of improving the quality and safety of patient care and patient experience by improving the quality of the document.
WNCR is a digital system that facilitates the transition of paper nursing documentation to a digital base. It was introduced in Wales in 2020 and supported by Digital and Health Care Wales. 
WNCR includes the digitalisation and standardisation of nursing documentation across Wales with the aim of improving the quality of nursing documentation. The aim of the transition would be improving the safety, effectiveness, consistency and quality of care patients can expect to receive.
There are many proposed benefits of the transition from paper to digital. The duplication for nursing staff with information already captured in the assessment documents section of WNCR could be “pulled through” and populate pertinent areas of the enhanced observation and support framework assessment section. (An example being the falls and cognition risk assessments)
This would save the users time by not duplicating assessments evaluations of care and ensure consistency of information between the current care needs of the patient and predicting the enhanced level of support a patient requires. Another benefit of introducing the change would result in releasing the nurse for more time to care for patients.

	Comment by Muntaha Nafisa: Is this Aim ?
THE PROPOSED IMPACT OF CHANGING THE ENHANCED OBSERVATION AND SUPPORT FRAMEWORK TO A DIGITAL FORMAT
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              OBJECTIVES 
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The objectives are based on Leavitt Diamond Model (1965) which encompasses the 4 elements (technology, task, people and structure)

· To change the enhanced observation and support framework paper document to a digital format that can be used by existing staff with the aim of improving the safety and quality of care for patients at Ward E NPT Hospital with a timescale of 12 months.	Comment by Muntaha Nafisa: Needs simplification. 	Comment by Muntaha Nafisa: It sounds like Aim.
· The product will have the capacity to support the current caseload of patients	Comment by Muntaha Nafisa: Not SMART.
· The service users would access the system via the WNCR portal using their NADEX password on existing IT devices used within the ward.
· Service users will receive the relevant training and support prior to introducing the change in clinical practice.
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