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Context & Scope of Project
Integrated Sexual Health (ISH) services are a fundamental component of public health, providing prevention, diagnosis and management of sexually transmitted infections (STIs), alongside contraception, vaccination and health promotion. These services often provide care for people who may not routinely engage with other healthcare settings. This can include young people, men who have sex with men (MSM) and other marginalised groups (Kirby et al 2020). Sexual health disproportionately affects these marginalised groups, who may be reluctant to provide identifiable or sensitive information, particularly in settings where issues such as sex work are illegal (Gibbs et al 2022).
Up to date and accurate record keeping is an important aspect of clinical risk management (FSRH 2019). It ensures that clinicians have access to information relevant to that episode of care.  Additionally, in the event of complaints or incidents, clear documentation can support early resolution, and can support audit, commissioning and research (FSRH 2019).
In recent years, healthcare delivery across the United Kingdom has undergone significant change driven by strategies focused on digital transformation. The NHS ‘Long-Term Plan’ (2019), the World Health Organisation’s (WHO) global digital health strategy (2021), and the Welsh Government’s ‘Digital Strategy for Wales’ (2021) all promote online access, remote consultations and data-driven tools to manage increased demand and workforce pressures (Williams 2026). Many areas of healthcare are now seeing the introduction of electronic patient records (EPR) replace traditional paper based records. In 2022, Swansea Bay University Health Board’s (SBUHB) ISH department introduced EPR, intended to improve accessibility and continuity of care. The EPR system captures a wide range of sensitive information, including sexual behaviours, partner history, safeguarding concerns and infection status.
Despite these advantages, there remains concerns regarding the quality and completeness of data recorded within EPR systems. Data completeness refers to the extent to which all required fields within a patient record are accurately completed. Incomplete records may result in missed clinical information, reduced quality of care and limitations in public health surveillance.
Evidence from practice highlights ongoing challenges with digital documentation in SBUHB ISH (Williams 2026). Studies have identified issues with EPR systems lacking clear structure, resulting in difficulty interpreting clinical information and inconsistencies in documentation (Eden et al 2018; Braund et al 2019; Williams 2026). One study identified a strong association to EPR usability and clinician burnout (Melnick et al 2020).  These challenges are compounded by the complexity of sexual health consultations, where clinicians need to balance good documentation with sensitive communication and patient confidentiality.
The implications of incomplete data are particularly significant in ISH services. For example, missing information relating to sexual partners or risk behaviours can compromise partner notification processes and infection control efforts. Similarly, incomplete safeguarding information may result in failure to identify individuals at risk of harm. At a population level, poor data quality can limit the effectiveness of surveillance systems (such as the Public Health Wales (PHW) syphilis surveillance system) used to monitor STI trends and inform public health interventions.
In addition, ISH services work within a unique ethical and governance framework, where confidentiality is of paramount importance. The sensitive nature of the data recorded may influence the type of information disclosed by patients, and clinician documentation practices, which can contribute to variations in data completeness. Despite the importance of this issue, there is limited research specifically examining data completeness within sexual health EPR systems in the UK. Much of the existing literature focuses on broader digital health technologies, with little consideration of the specific challenges associated with sexual health data.
To address this gap, this project will evaluate the completeness of key data fields within the SBUHB ISH EPR and explore the factors that influence incomplete data entry. 
Project Aim & Research Objectives
Within sexual health services, accurate and complete documentation supports clinical decision-making, continuity of care and public health interventions. Incomplete data may result in missed diagnoses, inappropriate management and reduced effectiveness of interventions such as partner notification. As many STI’s are asymptomatic, these risks are amplified as clinical decisions rely heavily on the accurate documentation of risk factors and sexual history. However, while the importance of documentation is widely acknowledged, there is a tendency within the literature to assume that completeness of data equates to quality. This may oversimplify the relationship between recorded data and meaningful clinical outcomes. Clinicians consistently report that documentation disrupts their workflow, limits time with patients and contributes to professional dissatisfaction (Wisner et al 2019; Sutton et al 2020; Olakotan 2025; Thate et al 2025).
From a public health perspective, sexual health services contribute to national surveillance systems that monitor STI prevalence and trends (Gibbs et al 2022). Incomplete, inaccurate or inconsistent data can compromise the success of these systems. This may limit the ability to identify outbreaks, allocate resources effectively and target interventions to high-risk populations.  However, more data does not necessarily lead to better health outcomes. Overemphasising the importance of data completeness may risk prioritising data collection over patient-centred care, particularly in time-pressured clinical environments. Clinicians have reported having to choose between meeting documentation requirements and addressing immediate patient needs (Thate et al 2025). In addition, surveillance systems may not fully capture the complexity of sexual health behaviours, suggesting that other data sources, such as behaviour surveys are also required to understand STI transmission (Heijne et al 2020; ECDC 2025). This raises questions about whether improving documentation alone can address broader limitations in public health intelligence.
Digital transformation within healthcare has been widely promoted as a means of improving data quality and service efficiency. However, evidence suggests that the implementation of EPR systems does not automatically result in improved documentation (Baumann, Baker & Elshaug 2018). Factors such as system design, usability, workflow integration and staff training play a critical role in determining data quality outcomes (Tsai et al 2020; Williams 2026). This challenges the common assumption in digital health policy that technology alone will lead to improvements, without considering the influence of social and organisational factors.
In practice, poorly designed systems may introduce new barriers to documentation (Olakotan et al 2025). For example, rigid templates may not accommodate the nuances of sexual health consultations, while excessive mandatory fields may encourage superficial or inaccurate data entry (Moy et al 2023). On the other hand, a lack of structured fields can lead to inconsistent recording and difficulties in extracting data for audit or surveillance purposes (Olakotan et al 2025). Previous work has highlighted challenges associated with electronic documentation systems in sexual health services, including difficulties in recording vaccination data due to lack of structured templates and poor system usability (Williams 2026). These findings highlight the potential for EPR systems to both support and hinder data quality, depending on how they are implemented and used. These points suggest that digital solutions alone are insufficient, and that social and organisational factors must be considered.
In sexual health settings, consultations involve the collection of highly sensitive information. This includes sexual behaviours, relationships and risk factors. Patients may be reluctant to disclose such information due to stigma or concerns about confidentiality (Gibbs et al 2022; Bennett et al 2023). This can result in incomplete data, even where clinicians try to collect the information. The complexity of consultations, combined with increasing service demand, may result in prioritisation of clinical care over documentation.
Clinicians themselves may also face barriers to complete data entry, including time pressures, competing priorities and uncertainty regarding the relevance of certain data fields (Olakotan et al 2025). This raises questions about the extent to which data completeness should be standardised, and whether all data fields carry equal clinical or public health value. 
Given the complicated nature of this issue, this study will use a convergent mixed methods approach, as described by Creswell & Plano Clark (2017), to explore data completeness within the SBUHB ISH EPR system. The study aim is to evaluate the extent and determinants of incomplete documentation within sexual health records and to develop evidence-based recommendations to improve data quality in a way that is meaningful and is viable to use within clinical practice.
Therefore, the objectives of this study are:
1. To quantify the level of completeness across key data fields within the ISH EPR systems
2. To identify demographic and clinical factors associated with incomplete records 
3. To explore clinician perspectives on barriers to complete data entry 
4. To integrate quantitative and qualitative findings to develop recommendations for improving data quality 



Data Collection & Analysis Methodology
The selection of a mixed-methods design is justified by the complicated nature of the research problem. An evaluation of data completeness within the ISH EPR system includes both measurable patterns of incomplete data and the complex organisational and behavioural factors that influence documentation practices. Quantitative methods only would allow for the identification of the extent of missing data but would fail to allow for the understanding of the contextual reasons beneath these patterns. Equally, a purely qualitative approach would provide insight into clinician experiences but would lack the capacity to quantify the scale of the issue (Creswell & Plano Clark 2017). By integrating both approaches, this study is able to provide a more comprehensive understanding of the issues (Fetters et al 2013; Creswell & Plano Clark 2017).
The quantitative component of the study will involve the extraction of anonymised patient-level data from the SBUHB ISH EPR system. This dataset will consist of routinely collected clinical and demographic information that is central to sexual health consultations and public health surveillance. Variables will be selected based on their clinical relevance, their importance for partner notification and infection control and their contribution to national surveillance systems. Data completeness is a major measurement of EPR quality. According to a scoping review by Penev et al (2024), 81% of EPR data quality studies cite it as one of the most common quality measures. In this study, data completeness will be measured as the percentage of patient records in which each data field has been filled in. This approach will allow for a systematic assessment of documentation practices across the service.
Analysing the use of routinely collected EPR data will offer several advantages. It allows for the analysis of real-world clinical practice rather than relying on self-reported or simulated data, improving the relevance and applicability of findings to everyday practice (Liu et al 2022). In addition, it enables the inclusion of a large sample size, which increases the reliability of findings and supports the identification of patterns across different patient groups (Andrade 2020; QuantHub 2023; Riley et al 2025). This method addresses the study objective of measuring completeness across key data fields. However, it is acknowledged that routinely collected data may be subject to quality issues, inaccuracies and inconsistencies (Jetley & Zhang 2019). This limitation reinforces the need to analyse quantitative findings alongside qualitative insights in order to fully understand the underlying causes of incomplete documentation.
Quantitative analysis will begin with descriptive statistics to establish the extent of data completeness across each variable. This will involve calculating the amount of missing data and examining how complete the data is in different areas or sections. To carry out the statistical analysis, software such as ‘IBM SPSS Statistics’ or ‘Microsoft Excel’ could be used. These are widely used packages in healthcare research for managing large datasets and performing descriptive and inferential analyses (Sullivan & Artino 2013; Field 2018). Such analysis will identify which areas of the EPR are most affected by incomplete documentation and will provide a foundation for further investigation. Following this, inferential statistical methods will be used to explore any associations between data completeness and patient or clinical characteristics. Binary logistic regression could be used to find out what factors make incomplete data more or less likely (Cornish et al 2023). It looks at whether data is missing or not (a yes/no outcome) and examines how issues such as demographics or the type of consultation might affect that. This is useful as it can consider several factors at the same time, showing which factors independently contribute to missing data. ‘Chi-square tests’ could also be used to see if there is a relationship between categories and whether data is complete, giving an early indication of possible links in the data (Vach & Blettner 1995).
Statistical significance will be assessed using a common threshold to decide if results are meaningful (p < 0.05), and will also show a range of possible values to show how accurate those results are. If the ‘p-value’ is less than 0.05 (p < 0.05), the result is considered statistically significant (Sedgewick 2015; Phillips et al 2022). This suggests there is less than a 5% chance the result happened randomly. However, it is important to recognise that statistical significance does not always equate to practical or clinical importance (Phillips et al 2022). Therefore, findings will also be interpreted in terms of their practical impact, ensuring that the analysis is reflects the practical realities of clinical care and service delivery.
The qualitative component of the study will involve semi-structured interviews with clinicians working within SBUHB ISH services. This method is well suited to exploring the experiences and perspectives of healthcare professionals, as it allows for in-depth discussion while maintaining a degree of consistency across interviews. A purposive sampling strategy will be used to recruit participants with relevant experience of using the EPR system, including doctors, nurses and health advisors. Participants with varying levels of experience will be included in order to capture a wide range of perspectives.
Interviews will follow a set of guided questions, developed in relation to the research objectives and existing literature. Questions will explore clinicians’ experiences of using the EPR system, perceived barriers to complete data entry, attitudes towards documentation requirements and the ways in which documentation affects patient care. This semi-structured method will allow participants to reflect on complex issues such as confidentiality, stigma and competing priorities in a supportive and flexible environment. Interviews will be audio-recorded and transcribed verbatim to ensure accuracy and to facilitate detailed analysis.
Qualitative data will then be analysed using reflexive thematic analysis, following the approach developed by Braun and Clarke (2019). This method was chosen as it allows for organised identification of patterns across qualitative data. It is well suited to healthcare based research because it is flexible and works with real-world clinical data. In addition, meaningful patterns in experiences that are found can directly inform improvements in healthcare services (Braun & Clarke 2019; Campbell et al 2021). This method involves a structured process of becoming familiar with the data, coding, theme development and refinement. An inductive approach to coding will be adopted, this allows themes to emerge from the data rather than using pre-set ideas or theories. However, the analysis will remain informed by the research objectives, particularly in relation to identifying barriers to data completeness. Qualitative data analysis software may be utilised to support the organisation and management of data. 
In qualitative research, the concept of statistical significance is not directly applicable in the same way as in quantitative studies (Braun & Clarke 2019). However, it remains important to assess how robust and credible findings are. In this study, this will be achieved through a number of strategies. Examining the frequency with which themes occur across participants, assessing the consistency of findings across different professional groups and then triangulating qualitative findings with quantitative data will ensure a comprehensive analysis. This will enhance the validity and credibility of the findings (Lincoln & Guba 1985; Flick 2018). Themes that recur across multiple participants and align with quantitative patterns will be considered more robust. In addition, ‘negative case analysis’ will be undertaken to examine anything that deviates from the dominant patterns. This involves searching for and examining examples in the data that do not fit the main patterns or themes, in order to provide a more complete interpretation of the findings (Miles, Hubermann & Saldana 2014). The use of software packages could assist with the comparison and organisation of quantitative and qualitative findings. 
The impact on real-life practical significance will be crucial when interpreting qualitative findings (Greenhalgh & Taylor 1997). Instead of focusing only on the presence of themes, the analysis will prioritise the findings that have clear practical implications for improving data quality. A theme will be considered important in practice if it shows problems that can be changed to improve data completeness, is mentioned by several participants, and is relevant to how clinical systems or services are designed (Braun & Clarke 2019). For example, if many clinicians say that required fields lead to rushed or inaccurate data entry, and this is also supported by quantitative data showing high completion rates but concerns about data quality, then this would be an important finding for real-world practice (Flick 2018). This approach will ensure that the study generates findings that are meaningful and actionable within the ISH service.
When deciding the qualitative sample size, the concept of saturation is central. Saturation is the point where additional data collection no longer produces new themes or insights (Guest, Namey & Chen 2020). In this study, both code saturation and meaning saturation will be considered. Code saturation is reached when no new codes (labels given to pieces of interview data) emerge in interviews, while meaning saturation occurs when no new insights or interpretations emerge (Saunders et al 2018; Guest, Namey & Chen 2020). Data collection and analysis will be conducted in parallel to each other which will allow for the monitoring of the development of themes and the assessment of when saturation has been achieved (Saunders et al 2018). Given the focused nature of the research, it is expected that saturation will be reached within a manageable number of interviews. However, to ensure flexibility, the final sample size will be determined by the richness and completeness of the data rather than a predetermined number. 
The transferability (the extent to which the findings of the project can be applied to other settings) will be addressed through several strategies. Transferability relies on providing enough contextual detail to enable readers of the study results to determine the relevance of findings to their own settings (Stalmeijer, Brown & O’Brien 2024; Braun & Clarke 2025). In this study, this will be achieved through the use of detailed description, including detailed accounts of the ISH service context, the EPR system and the characteristics of the participants. In addition, clear documentation of sampling, data collection and analysis procedures will demonstrate the transparency in the research process (Braun & Clarke 2025). The findings of the study will be directly linked to the ISH service context and compared with existing literature to broaden the evidence base. These strategies will enhance the credibility of the study and support the potential application of the findings to other settings.
The triangulation of quantitative and qualitative data is a strength of this study. The two types of data will be analysed separately and then brought together to improve understanding of the findings (Fetters, Curry & Cresswell 2013; Creswell & Plano Clark 2017; Plano Clark & Ivankova 2023). Quantitative data will show patterns in missing data and any associated factors, whilst the qualitative data will explain the reasons behind these patterns. For example, if the quantitative analysis identifies low completion rates for safeguarding data, qualitative findings may reveal clinician discomfort or uncertainty in addressing safeguarding issues, therefore providing a deeper explanation of the pattern. Comparing the two methods will provide a fuller and more detailed understanding of the research problem and support the development of evidence‑based recommendations (Plano Clark & Ivankova 2023).
Despite the strengths described of the chosen methods, it is recognised that there are limitations. The quantitative analysis of the data is dependent on the quality of the existing EPR records, which may be incomplete or inaccurate. The qualitative findings may be influenced by ‘response bias’, where participants may be reluctant to disclose practices that may be perceived as undesirable or unprofessional (Braun & Clarke 2025). Additionally, the project is to be carried out within a single Health Board, which may limit the generalisability of findings (Stalmeijer, Brown & O’Brien 2024). However, these limitations will be lessened through the use of triangulation and reflexive analysis (Fetters, Curry & Cresswell 2013; Creswell & Plano Clark 2017).
The data collection and analysis methods selected for this study align well with the aim of evaluating and understanding data completeness within ISH EPR systems. The mixed-methods approach allows for both the measurement of incomplete documentation and the exploration of its underlying causes. The study design ensures that the findings are credible and relevant by incorporating the approaches discussed for assessing significance, saturation and transferability. This methodological approach will provide a strong foundation for informing improvements in data quality within sexual health services.
Ethical & Governance Issues
As this study is focused on sexual health services and the use of EPR, ethical and governance considerations are of high importance. The research involves analysing routinely collected clinical data alongside the collection of qualitative data from healthcare professionals, each of which raises ethical issues. Given the highly sensitive nature of sexual health information, the potential vulnerability of the patient populations, plus the regulatory frameworks governing healthcare in the UK, these ethical considerations are particularly important (Pilbeam et al 2022).
Confidentiality and the protection of patient information is a primary ethical concern. Sexual health data is classified as highly sensitive, as it may include details about sexual behaviour, relationships, sexually transmitted infections and safeguarding concerns. Even though this study will use anonymised patient-level data, there remains a risk of re-identification if datasets contain combinations of information that could indirectly identify individuals. Guidance from the Health Research Authority (HRA) highlights that even anonymised data may pose identification risks when small groups or unique characteristics are present, meaning that anonymisation must be sufficient to reduce this risk to an acceptably low level (HRA 2022). To address this, strict anonymisation procedures will be applied before data access to ensure that no identifiable information such as names, addresses or NHS numbers are included (Zhicheng 2023). In order to comply with regulatory frameworks such as the General Data Protection Regulation (GDPR) and the Data Protection Act (2018), the dataset will be handled in accordance with the principles of data minimisation, meaning that only variables essential to the research objectives are included. This principle requires that only data that is necessary and proportionate to the research objectives is collected and used. This is further emphasised by NHS guidance, that personal or confidential data should not be shared unless strictly necessary for a defined lawful purpose (NHS England 2025).
Closely related to confidentiality is the issue of data governance and access. The study relies on routinely collected EPR data held by Swansea Bay University Health Board (SBUHB), which means that appropriate organisational approvals must be obtained prior to data extraction. This will typically involve review by a data governance or information governance body within the Health Board to ensure that the proposed use of data is justified, proportionate and complies with legal and ethical standards (NHS England 2025). Data sharing agreements may also be required. This is to clearly define the responsibilities of the researcher and the organisation for handling, storing and security of data. In order to comply with the organisational policies and to maintain trust, there will be assurances that access to the data is restricted to authorised individuals, and that data is stored on secure, password-protected systems as required by NHS Wales (2026).
The qualitative component of the study raises ethical considerations related to informed consent, voluntary participation and potential risks to participants. The clinicians who participate in interviews will be fully informed about the purpose of the study, what participation involves and how their data will be used (HRA 2024). They will also be reassured that participation is voluntary and that they can withdraw at any time without consequence. As the participants are professionals discussing their work practices, there is a potential risk that they may feel uncomfortable disclosing any issues with their documentation practices. This could be exacerbated by concerns about professional judgement or workplace repercussions (Pilbeam et al 2022). Ensuring that all responses are anonymised and that no identifiable information is included in reports can help to mitigate this. By creating a supportive interview environment and emphasising the confidential nature of the discussions, potential discomfort and reluctance will hopefully be reduced (Braun & Clarke 2019).
Within this study the issue of power dynamics will also be considered, as the researcher has a professional connection to the participants. Participants may feel obliged to take part or to provide socially acceptable responses if they perceive the researcher as having authority or influence (Pilbeam et al 2022). To minimise this risk, recruitment will be conducted in a way that avoids coercion, such as through general invitations via email rather than directly approaching the clinicians. It will also be made clear that participation or non-participation will have no impact on employment or professional relationships.
As previously mentioned, response bias and the accuracy of self-reported data is a methodological concern. However, it also has ethical implications with regards to the integrity of the research. Participants may not report behaviours, such as incomplete documentation, that they perceive are undesirable. Or on the other hand, may present their practices in a more favourable light (Walker & McCann 2023; Braun & Clarke 2025). The researcher must acknowledge these as potential limitations and ensure that findings are interpreted cautiously and transparently, aligning with the wider ethical principle of honesty in research and the responsible reporting of findings (Walker & McCann 2023). 
Although the study does not involve direct patient participation, data will include sensitive information related to all aspects of sexual health and safeguarding concerns. Therefore, the handling of sensitive topics within interviews also requires careful consideration. Participants will be reminded not to disclose identifiable patient information during interviews. If this information is inadvertently shared, the researcher has a responsibility to ensure that it is not included in transcripts or analysis (HRA 2024). In keeping with this, data storage and security are key governance issues throughout the research process. All data, including interview recordings and transcripts, must be stored securely using encrypted and password-protected systems, preferably on university-approved or NHS-approved platforms (HRA 2024; NHS 2025). In order to comply with data protection legislation, access should be limited to the researcher and their supervisor, and data should be retained only for the period specified by institutional policies before being securely destroyed (Data Protection Act 2018). 
Finally, transparency and accountability are important ethical considerations. The research process, including methods, analysis, and limitations, must be clearly documented to allow for scrutiny and replication. This includes acknowledging any conflicts of interest, ensuring that ethical approval is obtained before data collection, and adhering to the University’s ‘Research Integrity and Ethics Policy’ (University of Wales Trinity Saint David (UWTSD 2025). Maintaining high standards of transparency in this manner contributes to the credibility and trustworthiness of the study. 
Link to University Application for Ethical Approval


Conclusion
This study sets out to evaluate data completeness within the EPR system used in SBUHB ISH service, and to explore the factors influencing incomplete documentation. The findings of this study are expected to show that while EPR systems offer clear advantages related to accessibility, continuity of care and data availability, they do not guarantee that the data will be of high-quality or complete. Instead, data completeness is shaped by a complex interaction of technical, organisational and human factors.
By adopting a mixed-methods approach, this study provides both a quantitative assessment of the extent of missing data and a qualitative understanding of the underlying reasons for these patterns. Utilising a quantitative analysis alone would enable the identification of specific gaps in documentation and highlights areas of the EPR system that may require improvement, but would not show the human and technological reasons behind these issues. Including a qualitative aspect to the study, allows for a more nuanced understanding of the realities of clinical practice, including time pressures, system usability challenges and the sensitive nature of sexual health consultations. Triangulating the findings provides a more holistic interpretation of the data.
Importantly, this study challenges the assumption that increasing data completeness alone will lead to improved clinical or public health outcomes. As discussed, an overemphasis on documentation may inadvertently contribute to clinician burden and detract from patient-centred care. Therefore, efforts to improve data quality must be balanced, ensuring that they are both practically feasible and meaningful within the clinical context. The integration of findings in this study supports the development of recommendations that are applicable to real-world practice, rather than purely theoretical or technical solutions.
Although limited by its focus on a single Health Board and reliance on existing EPR data, the study will provide valuable insight into an underexplored area of digital health. By combining statistical analysis with clinician perspectives, it contributes to a more complete understanding of data quality within sexual health services.
It is expected that the study will show that improving data completeness within EPR systems requires more than technological solutions alone. It requires thoughtful system design, adequate training and an appreciation of the clinical environment in which documentation occurs. The findings of this study aim to inform practical, evidence-based improvements that enhance data quality and patient care within ISH services, while also providing insights that may be transferable to similar healthcare settings.
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APPLICATION FOR ETHICAL APPROVAL

ADAPTED FOR MSC DIGITAL TRANSFORMATION DISSERTATIONS





		STUDENTS should submit this form (and receive the outcome) via systems explained to you by the supervisor/module leader.









In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.



The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.



The individual undertaking the research activity is known as the “principal researcher”.



Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.



Please read the notes for guidance before completing ALL sections of the form.



This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  



SECTION A: About You (Principal Researcher)

		1

		Full Name:

		Carly Williams



		2

		Tick all boxes that apply:

		Member of staff:

		☐

		Honorary research fellow:

		☐



		

		Undergraduate Student

		☐		Taught Postgraduate Student

		☒		Postgraduate Research Student

		☐





		3

		Institute/Academic Discipline/Centre:

		IMH





		4

		Campus:

		Distance learning





		5

		E-mail address:

		

Carly.williams2@wales.nhs.uk



		6

		Contact Telephone Number:

		07803302521





		

		For students:



		7

		Student Number:

		2418372



		8

		Programme of Study:

		MSc Digital Transformation for the Health & Care Professions



		9

		Supervisor name:

		Simona Ferrarracio














SECTION B: Approval for Research Activity

		1

		Has the research activity received approval in principle?

(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)

		YES

		☐		NO

		☒

		

		

		Date



		2

		If Yes, please indicate source of approval (and date where known): Approval in principle must be obtained from the relevant source prior to seeking ethical approval

		Research Degrees Committee

		☐		N/A



		

		

		Institute Research Committee

		☐		N/A



		

		

		Other (write in)



		☐		







SECTION C:  Internal and External Ethical Guidance Materials

		

		Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, location-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines. You may add rows to this table if needed.



		1

		UWTSD Research Ethics & Integrity Code of Practice

		☒

		2

		UWTSD Research Data Management Policy

		☒



		3

		[List any other relevant documents here]

		☐







SECTION D: External Collaborative Research Activity

If there are external collaborators then you should gain consent from the contact persons to share their personal data with the university. If there are no external collaborators then leave this section blank and continue to section E.

		1

		Institution

		





		2

		Contact person name

		





		3

		Contact person e-mail address



		



		4

		Is your research externally funded?

		YES

		☐

		NO

		☐



		5

		Are you in receipt of a KESS scholarship?

		YES

		☐

		NO

		☐



		6

		Are you specifically employed to undertake this research in either a paid or voluntary capacity?

		Voluntary

		YES

		☐

		NO

		☐



		7

		

		Employed

		YES

		☐

		NO

		☐



		8

		Is the research being undertaken within an existing UWTSD Athrofa Professional Learning Partnership (APLP)?

		If YES then the permission question below does not need to be answered.

		YES

		☐

		NO

		☐



		9

		Has permission to undertake the research has been provided by the partner organisation?

		(If YES attach copy)

If NO the application cannot continue

		YES

		☐

		NO

		☐












Where research activity is carried out in collaboration with an external organisation

		10

		Does this organisation have its own ethics approval system?

		YES

		☐

		NO

		☐



		

		

If Yes, please attach a copy of any final approval (or interim approval) from the organisation (this may be a copy of an email if appropriate).









SECTION E: Details of Research Activity

		1

		Indicative title:

		“An evaluation of data completeness in electronic patient records within Swansea Bay University Health Board Sexual Health Service”



		2

		Proposed start date:

		September 2026

		Proposed end date:

		April 2027



		

		Introduction to the Research (maximum 300 words per section)

Ensure that you write for a Non-Specialist Audience when outlining your response to the points below:

· Purpose of Research Activity

· Proposed Research Question

· Aims of Research Activity

· Objectives of Research Activity

Demonstrate, briefly, how Existing Research has informed the proposed activity and explain

· What the research activity will add to the body of knowledge 

· How it addresses an area of importance. 



		3

		Purpose of Research Activity

This research aims to evaluate how complete electronic patient records (EPR) are within sexual health services in Swansea Bay University Health Board (SBUHB). Accurate and complete clinical records are essential for safe patient care, effective communication between clinicians and public health monitoring of sexually transmitted infections (STIs).

Sexual health services collect sensitive information, including sexual behaviours, risk factors and safeguarding concerns. However, both patients and clinicians may find aspects of this difficult to record, which can result in incomplete data. Incomplete records may impact clinical decision-making, partner notification and the ability of public health systems to monitor infection trends.

This study will assess how often key data fields are completed and explore why gaps in documentation occur. It will also examine how digital systems (EPR) influence documentation practices.

The research will contribute to improving data quality in sexual health services while ensuring that patient care remains central. It addresses an important issue in digital healthcare transformation by recognising that technology alone does not guarantee better data, and that human, organisational, and ethical factors must also be considered.

(this box should expand as you type)



		4

		Research Question

To what extent are key data fields within the SBUHB sexual health EPR system complete, and what factors influence incomplete documentation?







(this box should expand as you type)



		5

		Aims of Research Activity

To evaluate the completeness of electronic patient records within sexual health services and identify factors influencing incomplete documentation, in order to inform practical improvements in data quality.





(this box should expand as you type)



		6

		Objectives of Research Activity

1. To measure the level of completeness across key EPR data fields 

2. To identify demographic and clinical factors associated with missing data 

3. To explore clinician perspectives on barriers to complete documentation 

4. To develop evidence-based recommendations to improve data quality 



(this box should expand as you type)



		

		Proposed methods (maximum 600 words)

Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed. You do not need to justify the methods here, but should instead describe how you intend to collect the data necessary for you to complete your project.



		7

		This study will use a mixed-methods approach combining quantitative and qualitative data.

The quantitative component will involve analysis of anonymised routinely collected data extracted from the SBUHB sexual health EPR system. The dataset will include clinical and demographic variables relevant to sexual health care and public health surveillance. Data completeness will be assessed by calculating the proportion of completed fields for each variable. Statistical analysis will include descriptive statistics and inferential methods such as chi-square tests and logistic regression to identify the factors associated with incomplete records.

The qualitative component will involve semi-structured interviews with clinicians (e.g. doctors, nurses, health advisors) working within the service. A purposive sampling strategy will be used to recruit participants with experience of using the EPR system. Interviews will explore experiences of documentation, barriers to completing records and the impact of EPR use on patient care.

Interviews will be audio-recorded with consent, transcribed verbatim and analysed using reflexive thematic analysis. An inductive approach will allow themes to emerge from the data.

Both datasets will be analysed separately and then integrated to provide a comprehensive understanding of data completeness and its underlying causes.

(this box should expand as you type)



		


		Location of research activity

Identify all locations where research activity will take place.



		8

		  Swansea Bay University Health Board (SBUHB) sexual health services 

  Data analysis conducted remotely (secure university systems) 

  Interviews conducted via secure online platforms (Microsoft Teams) or NHS premises



(this box should expand as you type)



		

		Research activity outside of the UK

If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural and/or legal sensitivities or vulnerabilities of participants. If you live in the country where you will do the research then please state this.



		9

		

N/A



(this box should expand as you type)







		10

		Use of documentation not in the public domain: Are any documents NOT publicly available? 



		NO

		☐



		

		

		YES

		☒



		11

		If Yes, please provide details here of how you will gain access to specific documentation that is not in the public domain and that this is in accordance with the current data protection law of the country in question and that of England and Wales.

The research will use anonymised patient data extracted from the SBUHB EPR system. Access will be obtained through appropriate governance approvals within the Health Board. All data will be handled in accordance with GDPR and the Data Protection Act (2018). No identifiable patient data will be accessed.



(this box should expand as you type)







		

		Does your research relate to one or more of the seven aims of the Well-being of Future Generations (Wales) Act 2015?

		

YES

		

NO



		12

		A prosperous Wales

		☐

		☐



		13

		A resilient Wales

		☐

		☐



		14

		A healthier Wales

		☒

		☐



		15

		A more equal Wales

		☐

		☐



		16

		A Wales of cohesive communities

		☐

		☐



		17

		A Wales of vibrant culture and thriving Welsh language

		☐

		☐



		18

		A globally responsible Wales

		☐

		☐



		19

		If YES to any of the above, please give details:



		

		





(this box should expand as you type)










SECTION F: Scope of Research Activity

		

		Will the research activity include:

		YES

		NO



		1

		Use of a questionnaire or similar research instrument?

		☐

		☒



		2

		Use of interviews?

		☒

		☐



		3

		Use of focus groups?

		☐

		☒



		4

		Use of participant diaries? 

		☐

		☒



		5

		Use of video or audio recording?

		☒

		☐



		6

		Use of computer-generated log files?

		☐

		☒



		7

		Participant observation with their knowledge?

		☐

		☒



		8

		Participant observation without their knowledge?

		☐

		☒



		9

		Access to personal or confidential information without the participants’ specific consent?

		☒

		☐



		10

		Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?

		☐

		☒



		11

		Performance of any acts which may cause embarrassment or affect self-esteem?

		☐

		☒



		12

		Investigation of participants involved in illegal activities?

		☐

		☒



		13

		Use of procedures that involve deception?

		☐

		☒



		14

		Administration of any substance, agent or placebo?

		☐

		☒



		15

		Working with live vertebrate animals?

		☐

		☒



		16

		Procedures that may have a negative impact on the environment?

		☐

		☒



		17

		Other primary data collection methods. Please indicate the type of data collection method(s) below.

		☐

		☒



		

		Details of any other primary data collection method:



Use of anonymised routinely collected EPR data and semi-structured interviews with clinicians.



(this box should expand as you type)

		

		





If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).



If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 






SECTION G: Intended Participants

If there are no participants then do not complete this section, but go directly to section H.



		

		Who are the intended participants:

		

YES

		

NO



		1

		Students or staff at the University?

		☐

		☒



		2

		Adults (over the age of 18 and competent to give consent)?

		☒

		☐



		3

		Vulnerable adults?

		☐

		☒



		4

		Children and Young People under the age of 18? (Consent from Parent, Carer or Guardian will be required)

		☐

		☒



		5

		Prisoners?

		☐

		☒



		6

		Young offenders?

		☐

		☒



		7

		Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?

		☐

		☒



		8

		People engaged in illegal activities?

		☐

		☒



		9

		Others. Please indicate the participants below, and specifically any group who may be unable to give consent.



		☐

		☒



		

		Details of any other participant groups:







(this box should expand as you type)

		

		







		

		Participant numbers and source

Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 



		10

		How many participants are expected?



		

Approximately 8–15 clinicians (until data saturation reached)



(this box should expand as you type)



		11

		Who will the participants be?



		

Healthcare professionals working within SBUHB sexual health services (e.g. doctors, nurses, health advisors)



(this box should expand as you type)



		12

		How will you identify the participants?

		

Participants will be identified via professional networks and invited through email or internal communication channels. Participation is voluntary.





(this box should expand as you type)












		

		Information for participants:

		

YES

		NO

		

N/A



		13

		Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?

		☒

		☐

		☐



		14

		Will you tell participants that their participation is voluntary?

		☒

		☐

		☐



		15

		Will you obtain written consent for participation?

		☒

		☐

		☐



		16

		Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?

		☒

		☐

		☐



		17

		If the research is observational, will you ask participants for their consent to being observed?

		☐

		☐

		☒



		18

		Will you tell participants that they may withdraw from the research at any time and for any reason?

		☒

		☐

		☐



		19

		With questionnaires, will you give participants the option of omitting questions they do not want to answer?

		☒

		☐

		☐



		20

		Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?

		☒

		☐

		☐



		21

		Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?

		☒

		☐

		☐



		22

		If NO to any of above questions, please give an explanation 



		

		





(this box should expand as you type)



		24

		Will participants be paid?

		☐

		☒

		☐



		25

		Is specialist electrical or other equipment to be used with participants?

		☐

		☒

		☐



		26

		Are there any financial or other interests to the investigator or University arising from this study?

		☐

		☒

		☐



		27

		Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?

		☐

		☒

		☐



		28

		If YES to any question, please provide full details 



		

		





(this box should expand as you type)










SECTION H: Anticipated Risks



		

		
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 



If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  



		1

		Full risk assessment completed and appended? 

		Yes 

		☐



		

		

		No

		☒



		2

		Risks to participants

For example: sector-specific health & safety, emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information



		

		Risk to participants:

  Minimal risk 

  Possible discomfort discussing documentation practices



(this box should expand as you type)

		How you will mitigate the risk to participants:

  Participation voluntary 

  Anonymity assured 

  No identifiable comments reported 

  Participants can withdraw at any time



(this box should expand as you type)



		3

		If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities



		

		Although no patient data is discussed directly, interviews may involve discussion of sensitive areas such as sexual health documentation and safeguarding. Participants will not be asked to disclose identifiable patient information.



(this box should expand as you type)



		4

		Risks to the investigator

For example: personal health & safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest



		

		Risk to the investigator:

Minimal (e.g. handling sensitive data)



(this box should expand as you type)

		How you will mitigate the risk to the investigator:

  Training in data protection 

  Use of secure systems



(this box should expand as you type)



		5

		University/institutional risks

For example: adverse publicity, financial loss, data protection



		

		Risk to the University:

Data protection breach



(this box should expand as you type)

		How you will mitigate the risk to the University:

  Strict adherence to GDPR 

  Anonymisation and secure storage



(this box should expand as you type)



		6

		Environmental risks

For example: accidental spillage of pollutants, damage to local ecosystems



		

		Risk to the environment:



Nil

(this box should expand as you type)

		How you will mitigate the risk to environment:



N/A

(this box should expand as you type)









		

		Disclosure and Barring Service



		

		If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.

		YES



		NO



		N/A





		7

		Does your research require you to hold a current DBS Certificate?

		☐

		☒

		☐



		8

		If YES, please give the certificate number. If the certificate number is not available please write “Pending”; in this case any ethical approval will be subject to providing the appropriate certificate number.

		










SECTION I: Feedback, Consent and Confidentiality



		1

		Feedback

What de-briefing and feedback will be provided to participants, how will this be done and when? 



		

		

Participants will receive a summary of findings upon request after study completion.



(this box should expand as you type)



		2

		Informed consent

Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded in accordance with prevailing data protection legislation.



		

		

Participants will receive an information sheet and consent form before interviews. Written consent will be obtained.





(this box should expand as you type)



		3

		Confidentiality / Anonymity

Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 



		

		Data will be anonymised. There will be no identifiable individuals or patients reported. Pseudonyms will be used in transcripts.



(this box should expand as you type)







SECTION J: Data Protection and Storage



		

		Does the research activity involve personal data (as defined by the General Data Protection Regulation 2016 “GDPR” and the Data Protection Act 2018 “DPA”)?

		YES

		NO



		1

		“Personal data” means any information relating to an identified or identifiable natural person (‘data subject’). An identifiable natural person is one who can be identified, directly or indirectly, in particular by reference to an identifier such as a name, an identification number, location data, an online identifier or to one or more factors specific to the physical, physiological, genetic, mental, economic, cultural or social identity of that natural person. Any video or audio recordings of participants is considered to be personal data.

		☐

		x



		

		If YES, provide a description of the data and explain why this data needs to be collected:



		2

		

All data will be anonymised.



(this box should expand as you type)



		

		Does it involve special category data (as defined by the GDPR)?

		YES

		NO



		3

		“Special category data” means sensitive personal data consisting of information as to the data subjects’ –

(a) racial or ethnic origin,

(b) political opinions,

(c ) religious beliefs or other beliefs of a similar nature,

(d) membership of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),

(e) physical or mental health or condition,

(f) sexual life,

(g) genetics,

(h) biometric data (as used for ID purposes),

		x

		☐



		

		If YES, provide a description of the special category data and explain why this data needs to be collected:



		4

		May include discussion of health data systems and sexual health contexts (but no identifiable patient data).

 (this box should expand as you type)







		

		
Will data from the research activity (collected data, drafts of the thesis, or materials for publication) be stored in any of the following ways?

		YES

		NO



		5

		Manual files (i.e. in paper form)?

		☐

		☒



		6

		University computers?

		☒

		☐



		7

		Private company computers?

		☐

		☒



		8

		Home or other personal computers?

		☐

		☒



		9

		Laptop computers/ CDs/ Portable disk-drives/ memory sticks?

		☒

		☐



		10

		“Cloud” storage or websites?

		☒

		☐



		11

		Other – specify:



		☐

		☐



		12

		For all stored data, explain the measures in place to ensure the security of the data collected, data confidentiality, including details of backup procedures, password protection, encryption, anonymisation and pseudonymisation:



		

		  assword-protected files 

  Encryption 

  Anonymisation at transcription 

  Data stored on secure university/NHS servers 

  Access limited to researcher and supervisor



(this box should expand as you type)







		

		Data Protection



		

		Will the research activity involve any of the following activities:

		YES

		NO



		13

		Electronic transfer of data in any form?

		☐

		☒



		14

		Sharing of data with others at the University outside of the immediate research team?

		☐

		☒



		15

		Sharing of data with other organisations?

		☐

		☒



		16

		Export of data outside the UK or importing of data from outside the UK?

		☐

		☒



		17

		Use of personal addresses, postcodes, faxes, emails or telephone numbers?

		☐

		☒



		18

		Publication of data that might allow identification of individuals?

		☐

		☒



		19

		Use of data management system?

		☐

		☒



		20

		Data archiving?

		☐

		☒



		21

		If YES to any question, please provide full details, explaining how this will be conducted in accordance with the GDPR and Data Protection Act (2018) (and any international equivalents, where appropriate):



		

		





(this box should expand as you type)



		22

		List all who will have access to the data generated by the research activity:



		

		  Researcher 

  Academic supervisor





(this box should expand as you type)



		23

		List who will have control of, and act as custodian(s) for, data generated by the research activity:



		

		

  Researcher 





(this box should expand as you type)



		24

		Give details of data storage arrangements, including security measures in place to protect the data, where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  



		

		





(this box should expand as you type)



		25

		Please indicate if your data will be stored in the UWTSD Research Data Repository (see https://researchdata.uwtsd.ac.uk/ ).   If so please explain. (Most relevant to academic staff) 



		

		





(this box should expand as you type)
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		Confirm that you have read the UWTSD guidance on data management (see https://www.uwtsd.ac.uk/library/research-data-management/)

		YES

		☐



		27

		Confirm that you are aware that you need to keep all data until after your research has completed or the end of your funding

		YES

		☐









SECTION K: Declaration

		

		The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.



In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice which is published on the website: https://www.uwtsd.ac.uk/research/research-ethics/ 



		1

		Signature of applicant:

		C. Williams

		Date:











		2

		Supervisor name:



		Simona Ferraraccio

		Date:



		3

		Signature:

		



		












Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:

		☐

		I have read the guidance notes supplied before completing the form.



		☐

		I have completed ALL RELEVANT sections of the form in full.



		☐

		I confirm that the research activity has received approval in principle



		☐

		I have attached a copy of final/interim approval from external organisation (where appropriate)



		☐

		I have attached a full risk assessment (where appropriate)  ONLY TICK IF YOU HAVE ATTACHED A FULL RISK ASSESSMENT



		☐

		I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.



		☐

		I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be approved by the Supervisor and the Programme Director.







		STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit this form (and receive the outcome) via systems explained to you by the supervisor/module leader.
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