


Introduction

Digital transformation is rapidly becoming central to the way in which health and social care function, but implementing technology in real-world clinical settings is not as straightforward as the strategy documents sometimes suggest. During my time working within Mental Health and Learning Disabilities (MH&LD) services in Aneurin Bevan University Health Board (ABUHB), I have seen how complex, nuanced and multidisciplinary pathways are.

Every service within MHLD, including CAMHS, Community Mental Health Teams (CMHT), Primary Care Mental Health Support Services (PCMHSS), Learning Disabilities (LD), Inpatient Mental Health, Crisis Teams and Psychological Therapies, has its own pressures, clinical processes and expectations. This makes digital change both essential and highly challenging. The Welsh Community Care Information System (WCCIS) was designed to be a national, integrated care record supporting both NHS and Local Authority services. 

In theory, the solution promised shared information between health and social care, reduced duplication, improved safety and consistent documentation. However, in practice, this was not as straightforward as initially expected. My in-depth knowledge and experience as the Business Change Manager for the implementation, alongside governance papers, SBARs, user stories, and service improvement evidence, indicated that the system has not consistently delivered the intended benefits across MH&LD (ABUHB, 2022, 2024b; James, 2024). Many teams experienced significant difficulties with usability, reliability, workflow alignment and integration. Some of the issues were technical, but many reflected deeper socio-technical challenges relating to organisational context, workflow and change processes, which constrained both adoption and change acceptance (Scott and Briggs, 2010).

To evaluate WCCIS meaningfully, I have used the FITT framework, the Fit between Individuals, Tasks and Technology (Ammenwerth, Iller and Mahler, 2006). The FITT framework is particularly relevant for complex environments such as MH&LD, where adoption depends on how well a system fits with real-world clinical practice rather than on how well it performs functionally on paper. I have also drawn on wider digital health literature, including the NASSS framework, Sittig and Singh’s socio-technical model and evidence on EHR usability and workflow alignment (Berg, 1999; Cresswell and Sheikh, 2013; Sittig and Singh, 2015; Greenhalgh and Abimbola, 2019). These theories, (documented in Figure 1) helped me interpret not only what happened during the WCCIS implementation, but why. 
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Figure 1: Evaluating Digital Transformation in MH&LD: FITT Framework

This evaluation reflects both my professional insights and evidence drawn from extensive internal documentation, including benefits logs, business continuity plans, user stories, change management materials, service improvement plans, risk logs, governance papers and technical guidance. My aim is not just to describe WCCIS, but to critically assess its “fit”, identify what hindered adoption and outline what must be different for the upcoming national “Connecting Care” digital community system.


Methods

I undertook a qualitative, document-based evaluation using the FITT framework as the main focus. I chose this method because it enabled me to use both operational evidence with recognised socio-technical theory. Due to the extent to which WCCIS affected MH&LD services, a structured evaluation was essential.

I reviewed a vast range of internal ABUHB and National documents. As well as the documents listed in (table 1), I also reviewed the WCCIS Benefits Register (ABUHB, 2022), which set out the original intended benefits, dis-benefits, dependencies, expected changes in working practices and the measurement requirements for the system. This document source was important because it allowed me to compare what WCCIS was projected to achieve; improved efficiency, reduced duplication, streamlined workflows, enhanced data quality and better multi-agency information sharing, with what was actually experienced across MH&LD services.

Using the Benefits Register alongside user stories, SBARs, risk logs and service improvement plans enabled me to directly assess gaps between the system’s intended value and its realised impact, which is a core element of benefits evaluation and aligns with recognised benefits management theory (Ward and Daniel, 2015).

Table 1: Document Types
	Document Type
	Document Name

	Governance Papers

	· WCCIS 360° Review  
· Steering Group TOR
· Risk logs
· SBARs on; 
· RTT
· PCMHS 
· System Performance 

	Operational Documentation
	· WCCIS Business Continuity Plans
· Mobile device SOPs
· System Administration Role Descriptions
· User Guides
· Case-Sharing Dashboards

	User Experience Evidence 
	User Stories which captured day-to-day frustrations and workflow challenges across different professional groups from; 
· CAMHS
· LD 
· CLDT 

	Business Change and Benefits Documentation 
	· Benefits Workshop Materials
· Benefits Owner Guidance  
· Benefits Register
· Business Change Manager Handover document 

	National Strategy
	· WCCIS exit options appraisal Connecting Care Business Case 



I analysed the data deductively using FITT’s three core components, individual, task and technology, and then extended this to organisational fit, reflecting wider socio-technical models (Sittig and Singh, 2015). I used an inductive approach to identify themes, comparing the intended system functionality with real MH&LD practice.
My analysis focused on how WCCIS reflected the realities of clinical and administrative work, paying attention to how users engaged with the system and where workarounds were developed as a response to misalignment. 

Using this method, I evaluated governance structures, change management, supplier engagement, as well as the wider implications for data quality, efficiency and patient safety. 

My evaluation also assessed whether the benefits documented during implementation were realistic, measurable, and achieved rather than assumed. This mirrors how digital maturity and system-fit assessments are carried out in practice. 


Results

Individual – Technology Fit
When reviewing user stories and undertaking engagement workshops, staff consistently noted that WCCIS is difficult to navigate and more labour-intensive than was expected. What should be simple, routine actions, such as logging in, attaching documents, or using the system on a mobile device, more often involved several additional steps and informal workarounds (ABUHB, 2023b, 2024a; James, 2024)

Many users, in particular, those with lower levels of digital literacy and confidence, found that this affected their trust in the system and reduced their willingness to fully engage. Similar patterns have been reported in the literature, showing that poor usability and increased cognitive effort directly undermine system adoption (Kujala et al., 2011).

Concerns around system reliability further impacted these issues. Business continuity plans described repeated periods of downtime and performance lag, which meant that staff frequently postponed documentation until they returned to base rather than recording information in real time (ABUHB, 2024c). This not only disrupted workflows but also introduced clinical risk. 

Clinicians working in CAMHS and Learning Disabilities also highlighted frustrations with the rigid templates that didn’t accommodate the reflective, narrative nature of their practice. As (Berg, 1999) notes, clinical work is rarely linear, and systems that impose structured, sequential logic can interfere with professional reasoning. These tensions were evident across several MH&LD teams and shaped how the system was ultimately used in practice.

Technology – Task Fit
The most significant challenges related to technology–task fit arose from the way WCCIS aligned with, or more often failed to align with, real clinical workflows. For example, the Integrated CAMHS Pathway involves multiple points of triage, parallel processes, dependencies on external agencies and ongoing MDT decision-making, all of which are fluid and change over time. In practice, WCCIS struggled to reflect this level of complexity. Learning Disabilities assessments, outcome measures and risk processes required a degree of flexibility that was not supported by the system’s structured templates, which many clinicians felt constrained how they worked.

These issues were captured repeatedly across multiple reports and SBARs, which consistently highlighted ongoing gaps in functionality and interoperability. In practical terms, this affected core processes such as RTT management, recording appointment outcomes, managing internal referrals and integrating with other health board systems, including CWS, WPAS and WCP (ABUHB, 2024d, 2024b; James, 2024). 

Rather than being resolved through system development, delays in integration meant that many services continued to rely on manual processes outside WCCIS, most commonly spreadsheets and Outlook-based workarounds, in order to keep day-to-day operations running.

Such workarounds are a recognised consequence when digital systems fail to reflect established ways of working. (Cresswell and Sheikh, 2013) reported that misalignment between technology and workflow often results in unintended consequences, and this was evident across multiple MH&LD teams. 

Interoperability challenges impacted these difficulties; for example, the case-sharing dashboard showed inconsistent permission levels across local authority partners (ABUHB and Gwent Local Authorities, 2024), which undermines the national ambition for seamless, multi-agency working. 

These challenges are not unique to WCCIS and reflect the wider issues described by (Wachter, 2016), particularly regarding fragmented digital ecosystems and the slow pace of achieving interoperability. The WCCIS Benefits Register outlined the expected improvements in workflow efficiency, information flow and case coordination. These benefits were difficult to realise in practice as the technology did not fully support core operational tasks (ABUHB, 2022).

Consistent gaps in functionality, particularly around internal referrals, appointment outcomes, risk management and multi-agency information sharing, limited the extent of the anticipated workflow improvements could be achieved (ABUHB, 2024b; James, 2024). This reflects an ongoing misalignment between the way the technology was designed and the practicalities of everyday work within MH&LD teams.

Many teams experienced an increased documentation burden. Routine tasks took longer, involved more screens or required duplicating information. High-volume services such as PCMHS were disproportionately impacted, resulting in them needing to employ additional staff. User stories consistently described “time lost to the system”, which directly affected capacity(ABUHB, 2023b).

Individual - Task Fit
Many teams experienced an increased documentation burden. Routine tasks took longer, involved more screens or required duplicating information. High-volume services such as PCMHS were disproportionately impacted and resulted in them needing to employ additional staff. User stories consistently described “time lost to the system”, which directly affected capacity.

The WCCIS Benefits Register projected several task-level improvements, including streamlined documentation, reduced administrative burden, removal of duplication and improved consistency in care planning. However, when I compared the expectations with user stories and operational evidence, it was clear that the benefits did not materialise in practice, and in fact documentation time increased, duplication persisted due to integration delays, and many teams continued to rely on manual or parallel processes during system downtime. The contrast between intended and actual task impact highlights a significant Individual–Task misfit and reinforces the importance of baselining and ongoing monitoring within benefits management frameworks (Ward and Daniel, 2015; ABUHB, 2022, 2023b).

Organisational Fit
A WCCIS 360 Review, alongside multiple SBARs highlighted ongoing issues relating to delays in system configuration, slow supplier response times and the constraints associated with national change control processes (ABUHB, 2023a, 2024b). These factors had a direct impact on the services’ ability to adapt the system to local and operational needs. Such challenges align with (Sittig and Singh, 2015) socio-technical dimension of the organisational environment, which emphasises how structural and governance misalignment can undermine adoption, even where systems are technically sound.

Service diversity further compounded these challenges, MH&LD services span a wide range of clinical and social models of care, and the variation in pathways, workflows and information requirements across teams meant that a single digital model struggled to meet all needs without significant local tailoring.

As a result, data quality was considerably affected, there were multiple reports of inconsistent referral flows, missing appointment outcomes and ongoing issues with risk documentation (ABUHB, 2024b, 2024d). These issues undermined the reliability of performance reporting and, in turn, limited the extent to which anticipated benefits could be realised in practice.


Discussion
Reflecting on all the evidence, I believe WCCIS struggled in MH&LD services because it did not achieve a good socio-technical fit. Many of the challenges were predictable when viewed through frameworks like FITT, NASSS and the socio-technical model (Ammenwerth, Iller and Mahler, 2006; Scott and Briggs, 2010; Greenhalgh and Abimbola, 2019).

Individual - Technology misfit was clear from the outset. Usability issues, system lag and high cognitive burden reduced confidence and slowed adoption. This aligns with wider evidence that clinicians will not meaningfully adopt systems that feel overly administrative or burdensome (Kujala et al., 2011).

Technology - Task misalignment was even more significant. WCCIS was not built with the fluid, multidisciplinary, and often unpredictable nature of MH&LD pathways in mind. As the NASSS Framework notes, technologies often fail when the complexity of the “work” exceeds the assumptions of system design (Greenhalgh and Abimbola, 2019). This was evident in CAMHS, LD and PCMHS. 

Individual - Task fit challenges reflected the reality that teams cannot adopt new processes when they add time to an already stretched workload. When documentation increases rather than decreases, the motivation to change reduces (James, 2024).

Organisational misfit, including governance complexity, unclear responsibilities and slow integration and development, contributed to inconsistent delivery. Sittig and Singh (2015) highlight that implementation environments can inhibit technology success even when the system itself is functional (Sittig and Singh, 2015).

When I compared the benefits outlined in the Benefits Register with the actual experience of staff, it was clear that many of the intended benefits were not realised when put into real-world practice. Some of the expected benefits, like reduced duplication and improved coordination, were not achieved. This aligns with the NASSS framework, which highlights that benefits often fail to materialise when systems are introduced into complex service environments (Greenhalgh and Abimbola, 2019).

It is my view that the gap between intended and realised benefits was one of the strongest indicators that WCCIS did not achieve the socio-technical “fit” required for sustained adoption within MH&LD.

Not all issues were technical. Programme-level constraints limited configuration capacity, delays in integration, inconsistent engagement, competing priorities and constrained national governance played a major role (Welsh Government, 2021; DHCW, 2024; James, 2024) I believe these factors prevented WCCIS from evolving in the way MH&LD services needed.

Further review of the Benefits Register identified several dependencies that were not fully met, most notably the need for timely integration, stable system performance, sustained clinical engagement and adequate business change capacity. Although these factors were central to realising the intended benefits, many remained unresolved both during implementation and afterwards (ABUHB, 2022). As a result, the challenges encountered extend beyond issues of system functionality and instead point to broader programme-level constraints that shaped the extent benefits could be achieved in practice. This finding is consistent with the National Audit Office’s (2020) conclusion that digital programmes frequently struggle to deliver anticipated benefits where organisational complexity and resource demands are underestimated (National Audit Office - Department of Health and Social Care, 2020).

The Connecting Care programme is now taking a different approach, prioritising modular design, interoperability, user-centred workflows and clearer benefits management. Based on this evaluation, I believe this direction is essential. Figure 2 illustrates Key design principles for future digital community systems, informed by the evaluation of WCCIS and socio-technical theory, and highlights the conditions required to support sustainable adoption, multi-agency working, and benefits realisation within MH&LD services.
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Figure 2: Translating Socio-Technical Evaluation into Future Digital Design Principles

In my experience, supported by extensive internal evidence and wider literature, WCCIS did not deliver the transformation originally intended in ABUHB’s MH&LD Services (DHCW, 2024; James, 2024). The system’s limitations became more pronounced as pathways grew more complex and service pressures increased. The FITT evaluation shows that the challenges were not isolated but systemic, spanning individuals, tasks, technology and organisational structures. While there were areas of good practice, the overall misalignment limited the system’s ability to deliver meaningful, sustainable benefits (Ammenwerth, Iller and Mahler, 2006).

The contrast between the ambitious benefits set out in the WCCIS Benefits Register and the limited benefits realised in practice further reinforces the need for a new digital community solution designed around real clinical workflows, organisational capacity and the principles of user-centred design (ABUHB, 2022).

For these reasons, I fully support the move toward a modern, interoperable, user-centred digital community solution. This represents an opportunity to design technology that genuinely fits the way MH&LD teams work and ultimately supports better outcomes for the people we serve.
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