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1. Introduction
This assignment will discuss and evaluate the Welsh Nursing Care Record (WNCR) using the Fitt framework analysis.
WNCR is a digital nursing application that aims to standardise and digitalise the nursing documentation within every Health Board in Wales. The development process includes the collaboration of all health boards in Wales. 
CNIO and digital specialist nurses’ roles were developed within each Health Board to facilitate the change in a “once for Wales” approach.
The safety case and readiness report produced by Digital Health Care Wales (2020) clearly outlined the project context, objective and benefits of the introduction of a digital nursing care record within every health board in Wales.
1.2  Objective
The project's goal was to employ a digital application to supply standardised, agreed-upon nursing documentation used in adult secondary care settings throughout Wales. The project's initial proposal of digitised papers included the following documents:
1.  Inpatient assessment form
2. Core risk assessments:
· Falls
· Skin and repositioning
· Continence
· Nutrition
· Manual handling
1.3  Context
The NHS Wales nursing and midwifery leadership has determined that there is currently little standardisation of nursing documentation throughout Wales. The introduction of electronic nursing records in secondary care has been mandated by nursing leadership in order to eliminate variations and respond to audit reports and findings on health and care standards. The goal was to establish uniform information standards in Wales across all adult inpatient healthcare facilities, with the exclusion of mental health and maternity.
NHS Wales did not have a standardised system for nursing documentation. The Welsh Assembly Government's Fundamentals of Care (2015) Unified assessment (2002) or the Activities of Daily Living approach by Roper et al. (1980) are three approaches that certain Health Boards have previously accepted as the framework for a nurse evaluation. There are also copious amounts of risk assessment forms available, some of which were not evidence-based, and there is no option to guide best practice within the paper assessments to help in the prevention of risk or harm to patients.

1.4  Expected Benefits 
· Improved communication between clinicians, nurses and wider members of the team
· Duplication and time reduction in completing documents, hence releasing more time to care.
· A digital enabler for nurses and the multi-disciplinary team.
· Improved audit capability
· Cost reduction with the reduction in the use of paper and printing
· Improved quality of nursing documentation.
· Decreased transcribing errors.

1.5  WNCR Vision
“Nurses, midwives and multi-professional team members are confident and competent when using the WNCR. They utilise the data from WNCR to drive improvements and learning across organisations in Health and Care in Wales, improving patient outcomes and experiences. Patients receive seamless care and patients and staff can move across services in Wales using the single WNCR system” 
                                                 Digital and Health Care Wales (2020)

As a result of a successful pilot in 2020, the WNCR digital nursing application was subsequently rolled out across the eight Health Boards in Wales with the first “go live” commenced in 2021 and expected full rollout by 2023. The rollout has resulted in some documentation being completed digitally, while some remain on paper until digitalised. The application is linked to the patient Administration system, allowing patient demographics to be pulled across during the admission process.
The WNCR application is used in acute and community hospitals to admit patients to hospitals, perform nursing assessments, and document ongoing patient care.  Access to the application is available to all healthcare professionals via the Welsh clinical portal using their Nadex ID (A national active directory and exchange unique user account for NHS staff). Temporary staff (agency, bank and student nurses).  can also access the system by the ability to create a temporary ID valid for up to thirty days.

The NMC Standards of Professional Practice and Conduct for Nurses and Midwives (2022) clearly outline the responsibilities of nurses. Standard 10 states that nurses should keep clear and accurate records relevant to their practice. The Code requires that accurate records be made at the time of care or as soon as possible after the event and that all records be kept securely.
[bookmark: _Hlk126834725]1.6  Current status of WNCR
Table 1: Health board implementation using WNCR in Wales up to January 2023
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1.7  Table 2: Current data extracted from WNCR
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2. METHOD
When introducing information technology into the workplace, it is important to consider the socio-organisational factors that may influence the success of the implementation that could affect the deployment and success of what you are trying to achieve.
The literature has extensively covered the driving forces behind the successful adoption of information technology inside every organisation. Honekamp et.al (2011). There are frameworks to facilitate the evaluation of introducing technology while taking a variety of elements into account.







2.1  Fit between task, individual and technology framework (Fitt framework)
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The fit framework is the fit between individual, task and technology. It is the relationship that each part plays to ensure the success of the intended deployment of the application in question.
In comparison, other frameworks (such as TAM or ITAM) leave out an important aspect: the interaction between the user and the task. 
The technology acceptance analysis model (TAM) focuses exclusively on why users adopt or reject a system. It would predict attitudes toward using the system as well as the ease of use and usefulness of a system. Since both of these factors relate to the functions of the application, it does not consider user acceptance or the tasks required of the application.
The Information technology adoption model (ITAM) concentrates on the fit of the technical infrastructure with the information technology knowledge of the user.
Within health care, the examples of each component of the Fitt model would be the fit between individuals (the change process, lack of IT skills or motivation) Task (ability to document what is required and the complexity of the requirements) and technology (reliability, functionality ease of use).
3. Evaluation 
The sources of information used for the evaluation of WNCR were gained from Swansea Bay University Health Board report following the introduction of WNCR in Neath Port Talbot Hospital and the evaluators’ personal experience following the implementation process in clinical practice.


3.1  Fit between task and individual.
· Can staff can evidence the care provision in accordance with their professional code of practice? 
· Were the contents of the digital platform different from the current paper documentation?
· Would staff accept the change from paper to digital documentation? 
· Were there training implications?

3.2  Fit between individual and technology.
· The fit between individual and technology evaluation sought to determine the product's dependability, usability, and staff-friendliness. 
· Were staff able to access the system when they needed to?
·  Did they have any issues accessing devices to use?
·  Were there connection issues? 
· Did the staff have the necessary IT skills to use the system? 
· What if the devices were not charged and nurses were unable to document?

3.3  Fit between technology and task.
· The fit between technology and task evaluation looked at if the system was able to function in the way nurses required it to do so. 
·  was the digital version of the adult in-patient admission process and risk assessments sufficient to collect the information required to inform the patients’ plan of care? 
· Would the digital version take more time than writing on paper?

4. Results
4.1  Evaluators personal experience
WNCR was implemented in a 32 bedded medical ward in Neath Port Talbot Hospital. The implementation phase took 2 weeks with the support of the Clinical nursing informatics officer and the digital clinical nurse specialist.
As research suggests change within the clinical environment can be both a daunting and challenging experience. Harrison (2022) proposes that modern healthcare practices are characterised by change as health systems work to improve population health in the setting of socioeconomic and technological change. Nurses, who make up a sizable section of the healthcare workforce, are crucial in enabling change to guarantee the creation and delivery of high-quality, evidence-based healthcare, but they need to be well-trained and equipped to take on this responsibility.
Before the implementation process, it was verified that every user had access to the system using their Nadex password.  An icon was put on all devices for ease of access and there were training sessions prior to going live with the implementation team.
Devices were provided (laptops, tablets and carts on wheels) there was a charging station in the office to ensure all devices were charged when needed. There were no issues identified with insufficient devices or devices not charged when nurses came to use them.
Prior to the rollout of WNCR, the health board’s monthly metrics assurance audits uncovered documentation errors that included issues with not signing, failing to date and time entries, illegible writing, leaving parts blank or vacant, and utilising abbreviations that did not adhere to the NMC code of professional practice.
Following the implementation of WNCR, the date is automatically populated, and there is no requirement to sign following an entry as the system automatically captures the user and the overall completion of nursing documentation is improved. Twice weekly compliance reports were produced that indicated an improvement in the overall documentation.












Table 1: Example of WNCR compliance report following implementation.
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The fit between technology and the individual was initially seen as a barrier to the implementation of WNCR. While the younger set of nurses found it easy to adopt technology and were able to pick up the concept easily, the older group of nurses were hesitant to document every day on a digital platform because they lacked information technology abilities. With good leadership and the implementation of teaching sessions and support the barrier was overcome. The business change team and the implementation team “floor walked” during the initial phase of the rollout.
This is consistent with the literature as Zaman et.al (2021) found that nurses’ perceptions of digital systems varied depending on the age of the individual as the younger group of nurses felt confident in using information technology on a daily basis.
The first day of rollout proved to be a challenge as all existing patients’ documentation on the ward was paper-based and required transcribing to ensure consistency across the ward. The experience changed practice as the rollout developed across the Hospital and decisions were made to digitalise only new patients and keep existing patients’ notes on paper until discharged with all new patients admitted digitally.
The inconsistency of some documents being paper and others being digital presented a difficulty to nurses. In order to preserve patient safety and lower the possibility of incomplete mandated risk assessments, this was overcome by making explicit instructions available to staff to demonstrate what was digital and what was paper.
Nurses were initially concerned that if the system crashed, patient data may be lost. A business continuity strategy was in place, and a specific computer was assigned to retrieve all patient data every five minutes with the option to print all supporting documents if necessary. Additionally, the nurses had a designated file with a limited amount of nursing documentation they could refer to if necessary.
Initially, nurses' feedback indicated that they spent more time using digital documentation than they did writing on paper. However, perceptions changed once users were comfortable with the application comments expressed were "I now spend less time to document since I can find what I am searching for" and "we never lose a document like we used to". The users found a reduction in duplication of effort as data entered some risk assessments automatically populate other assessments.
Users commented there was less duplication as the system had the ability to “pull through” certain details from one assessment to another.
From a manager’s perspective, they can access the WNCR nursing notes necessary to facilitate the investigation if a patient incident necessitated investigation and the patient had been transferred to another ward or hospital within the Health Board. It saves the management time and effort because previously he or she would have to travel to the ward or hospital to access the paperwork.
A study conducted by Sullivan (2018) suggested that unintended effects could result from the instant availability of vast volumes of data in the digital hospital. Events that weren't previously recorded or stored in paper notes are now conveniently accessible and viewable. For instance, before going online, adjustments were made to the clinical calling criteria for patients who were deteriorating on paper observation reports. Sometimes the modifications were difficult to read, and the paper chart was lost. These modifications are plainly evident and have identity, date, and time stamps in the digital world. Traditional approaches of escalation and modification of these calling criteria have been put to the test by this increased transparency.
Supporting the temporary users (both agency and student nurses), put added pressure on staff. Nurses felt that creating temporary user accounts took a lot of time at the beginning of a shift. The large number of temporary employees at the time exacerbated the situation.
Peacock et. al (2022). Chan et.al (2020). Dowding (2013) emphasises the challenge here - Students recognise the advantages of digital platforms, but since they lack direct access, these advantages are lessened. Before beginning clinical practice, students highlighted the usage of simulation and interactive modules to help them feel more comfortable utilising the tools for patient care. Impact In order to support their learning, nursing students on clinical placements need direct access to digital health platforms. The study suggested that Higher education institutions are in a unique position to collaborate with healthcare organisations in order to better equip healthcare workers, such as nurses and midwives, to work with digital healthcare systems. To develop the educational preparation for nurses, midwives, and other healthcare workers to use digital technologies in practice.
From a temporary user’s experience, they welcomed the change in the process. A large majority of agency nurses work across Wales. As a result of the standardised methodology of WNCR, the variation between health boards is reduced with the potential of increasing patient safety because of the consistency in the documentation.
Student nurses expressed their frustration of requiring temporary access during each placement of their training, especially as most students are health care support workers within the NHS with an active Nadex username and password but are in a different role as students hence there must be strict governance around this due to the accountability of both roles.
In summary, the implementation of WNCR in Neath Port Talbot Hospital was successful and raised the standard of nursing documentation. Users interacted with the implementation teams and, despite their initial scepticism about the system, there were very positive comments after the system went live and the staff became accustomed to the new process. Examples given by users included "you can't take it away, it's worth its weight in gold" and "when are we getting more documents?"


4.2  Swansea Bay University Health Board report evaluation
A project evaluation was conducted by Swansea Bay University Health Board following the implementation of WNCR (2021)
WNCR was implemented in six wards within Neath Port Talbot Hospital in April 2021. A pre and post-implementation audit was carried out 12 weeks post-implementation. 

Table 2: WNCR time comparison of completing paper versus digital assessments.
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The data in table 2 show that except for purpose T (a skin assessment), nurses now take less time to perform digital risk assessments. A modification in the process is what has caused the extended time. When using the paper format of the purpose T, the nurse would tick a box for the daily review if nothing changed and finish the comprehensive risk assessment once a week. The full purpose T must be completed every day by the nurse because the computerised system lacks a daily review. The total amount of time spent decreased by 4 minutes and 12 seconds.
The report suggested that the documentation's quality had increased. According to the data gathered, the number of sections completed in the adult initial assessment upon admission to the hospital increased by 36%. The justification offered was that WNCR has necessary fields that must be filled out before a user can label a section as complete, improving compliance with completion. The functionality of the system alerts the nurse when an assessment is due as opposed to the nurse looking through paper files to check.

Table 3: Risk assessment completion 12 weeks post WNCR implementation
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The study suggested that Neath Port Talbot Hospital received 547 admissions between June and August 2021. Based on the research, this translates to 88 hours of released time to care. Furthermore, the predicted time saved over a year could equate to 352.5 hours.
A cost-reduction evaluation was conducted about the decreased usage of paper and printing based on the number of risk assessments done during the study. The results showed an expected annual savings of £18,237.24 at Neath Port Talbot Hospital.
Key findings following a digital staff questionnaire 3 months post-implementation. 
54% of users agreed that WNCR improves patient safety.
66% of users agreed that WNCR is easy to edit mistakes. 
57% of users agreed that WNCR enables them to complete documentation more accurately due to the prompting aspect of the application.
67% of users agreed that WNCR improves the quality of nursing documentation.
76% of users agree that WNCR safely stored patient information as opposed to paper.
79% of users agree that previous patient information is easy to retrieve from WNCR.
42% of users agreed that WNCR saves time in comparison to paper documentation.
Issues discovered during the evaluation.
Device shortages brought on by breakdown.
Users were confused by the dual documentation process of paper and digital.
The system took longer to access since many users lacked or forgot their Nadex username or password.
5. Literature review
A scoping review of the literature was taken to contextualise the current evidence around digital applications within the healthcare setting.
Key words during the search used were “digital nursing record” “paper versus digital nursing records” and “impacts of digital nursing records”.
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6. Discussion
WNCR is a "once for Wales" project focused on standardising and digitalising nursing documentation. The project was developed in response to the nursing leadership in Wales advocating for the adoption of digital nursing documentation to standardise and improve the quality of nursing documentation.
WNCR is "live" throughout 223 wards in 39 hospitals, in Wales but some locations have infrastructure issues (asbestos and wi-fi issues) that have slowed down the rollout. Following the success of WNCR for the adult population, the Welsh government approved the paediatric project to introduce WNCR, the project is currently in the initiation stage.
The results of this assignment show that WNCR has succeeded in achieving its goals. As documents are digitalised, the weight of documentation is decreasing. Nurses now find it easier to complete each document, and the quality of the documentation has increased as demonstrated in the audits discussed.
As a digital system, WNCR offers a base for advancing learning and improvements throughout NHS Wales. In order to improve patient safety and outcomes, hospitals can now gather and monitor a variety of data. Enhancing seamless care is facilitated by the system's transparency and interoperability as patients and staff can move across the services in Wales using the single WNCR system. Additionally, the information can help determine patients who are at higher risk at a glance and inform the length of stay trends.
Presently, nurses from outside their health board can "view only" patient notes. Further interoperability would be advantageous since nurses may deliver care more seamlessly by continuing the current admission within WNCR. Additional time would be saved by avoiding the need to readmit patients who were transferred from other health boards.

6.1  Emerging themes
Quality
The change from paper to digital nursing documentation enhanced the completion of adult inpatient admission and risk assessments. The tool can encourage staff to complete all the documents before they can save and complete a specific section. WNCR contains "tips" throughout the application that encourage users to promote best practice.
Users reported that information was easier to access, documents were not mislaid and liked the reminders within the system provide alerts that risk assessments were due.
Positive results were found from both the author’s experience and the published report from Swansea Bay University Health board. 
However, studies conducted Bail et.al (2021). Yu et.al (2013) compared the quality of digital versus electronic nursing documentation and found inadequate clinical reasoning nursing process documentation in both paper-based and digital systems. According to the study, it may not be best to replicate paper forms into digital platforms because doing so can exacerbate already-existing issues and perpetuate bad workflows, gaps, and duplication. The study found that the completion of nursing interventions in response to the evaluation of risk was one of the nurse documentation components that performed better in the digital system. The study implied that digital systems provide potential, but further research is needed to ensure that nursing theory supports the design of digital health systems for nursing documentation to be 'fit for purpose'.
Furthermore, a study by Akhu‐Zaheya et.al (2018) showed that the procedure and structure of electronic health records were better than those of paper-based records. Paper-based records performed better than electronic health records in terms of quantity and content quality. The study confirmed that nurses' documentation of nursing care was of low quality and that they lacked the knowledge and expertise necessary to apply nursing care in both paper-based and electronic-based systems.
In comparison, a study by Nguyen et.al (2018) suggests digital nursing documentation forces nurses to record patient care in real-time at the patient's bedside, complete documentation responsibilities before leaving the bedside, and systematically enter data, hence, increasing patient safety.  The study concluded that Nurses spent more time next to their patients as a direct result of being required to document care delivery in real-time at the bedside; this expanded the potential for patient surveillance and provided up-to-date information. The system also mandated that nurses finish each data entry form before moving on to the next, perhaps reducing the danger of missing data.
Time
Users acknowledged that using WNCR originally took more time, but once staff became accustomed to the system, they indicated that it took less time. Less time was spent sorting through paper, there was no need to scan documents, and everything was in one location.
Some users found it beneficial to document in “real-time” as it was a more accurate account of the care they provided in addition to this they finished their duty on time as opposed to previously having to work over their rostered hours to catch up on documentation.
Data on a patient can be viewed by numerous individuals concurrently. Users appreciated this because it avoided having to wait around for a patient's notes.
Managers noted that it was particularly useful to have easy access to a patient's nursing records from another ward or hospital. It used to be necessary for the manager to physically visit the ward or hospital to obtain access to the nursing notes needed to facilitate an investigation if a patient was the subject of an ongoing investigation and had been transferred for treatment to another hospital. The manager can now retrieve the notes from her present base following the introduction of WNCR.
The results from a  study conducted by Bingham et.al (2021) following the implementation of an electronic health record showed that nurses can spend more time with patients per direct care episode and allocate their time more efficiently when using an EMR. The study concluded that using the electronic health record led to an increase in direct care time of 6.4% and a statistically significant increase in mean direct care task time (2.5 min vs 3.9 min).
In contrast, research conducted by Lee (2007) found that nurses needed more time to complete computerised nursing documentation. This may be due to the nurses' limited digital experience as well as the fact that the application required that all fields be filled out before saving or moving on.


Change of practice
Users agreed the standard of nursing documentation required improvement, however as with any quality improvement initiative, users were initially reluctant to change practice. Users became apprehensive and anxious at the prospect of the proposed change. Some users expressed the wish to retire from nursing whilst others thought of going on sick leave to avoid the change. With the engagement from the onset, the pre-implementation training provided and reassurance from the implementation team and senior managers, the transition from paper to electronic was effectively managed.
A webinar presentation by Tolliday (2023) discussed the implementation of digitalising nursing documentation in a Cambridge hospital, and recommendations to ensure a smooth transition process included involving clinical professionals at every phase of the process. It was also discovered that using a "do with" rather than "do to" approach increased staff engagement during the transition process. 
It has been suggested by Meibner (2014) that the reason for resistance from nurses may be that they do not always reap the benefits of implementing an electronic documentation system. Instead, the results demonstrated that staff members are consistently positioned between benefit and burden during the implementation process. When information technology makes daily tasks easier, employees perceive it as a positive. On the other side, Technology is perceived as a burden when it makes their daily tasks more difficult. Depending on the relevant circumstances, information technology may either make daily procedures more complicated or simpler. Benefit-burden boundaries are brittle and subject to shift at any time. The experience of the workforce varies depending on their tasks and responsibilities.
One of the major factors in the adoption of technology is regular and effective communication among people who share the same language, professional culture, and working environment. Leaders can promote the concept of information system innovation through the diffusion channels that increase adoption by perioperative staff members by communicating in a consistent, congruent, dependable, and dignified manner.
Barr (2002) suggests that one of the major factors in the adoption of technology is regular and effective communication among people who share the same language, professional culture, and common goals. Leaders can promote the acceptance of the information system innovation idea to nurses by communicating in a way that is consistent, reliable and understandable.





Information Technology/equipment
To introduce the change from paper to digital nursing documentation it is vital to ensure the information technology and equipment are fit for purpose. The application should be easy to access and user-friendly with good connectivity to ensure optimum performance.
From the data reviewed, there were mixed results. Some users found all devices (tablets, laptops and computers on wheels) to be sufficient for their needs to utilise WNCR. Others expressed concern about using the tablet devices as they were too small for the purpose required. There were no concerns expressed in relation to the equipment being charged and ready for the user.
There was inconsistency in the user experience regarding connectivity. Most users found little or no connection issues, while a small proportion felt the system was slow at times.
According to a study by Lee (2008), nurses had challenges with the transition from paper to digital documentation. The efficacy of the programme itself and the insufficiency of devices available to nurses was cited as causes.
7. Conclusion
The "once for Wales" project WNCR was focused on standardising and digitising a selection of nursing paperwork. The project was created in response to a request to introduce digital nursing documentation by the Welsh nursing leadership.
This study has demonstrated the benefits of implementing a digital platform to assist nurses in recording the treatment they deliver while assuring the board of compliance. The additional cost savings from lower paper and printing costs were a plus.
As the use of digitalising nursing documentation increases, the amount of paper documentation will reduce and the amount of time spent at the bedside will rise, potentially enhancing patient safety and experience.
However, more research is needed to determine how WNCR affects patient experience and quality of care, for example, reduction in harm from falls or pressure damage.
Moving forward, together with a full complement of digital documentation, where paper documentation is the minority rather than the majority, users would benefit from WNCR's improved interoperability whereby users can open closed assessments from both the current Health Board as well as Health Boards throughout Wales, providing a seamless, transparent approach to caring for our patients.
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