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It is widely accepted that the delivery of high quality patient centred care is fundamentally dependent on care providers ensuring that patient records are clear, accurate, concise and contemporaneous (Nursing Midwifery Council, 2021). Whilst nurses have a legal and professional responsibility to ensure the accurate assessment, planning, implementation and evaluation of patient care, there are considerable inconsistencies in the way that this information is collated and recorded. 
As such the purpose of this assignment is to critically evaluate both the process and outcomes of the implementation of a standardised digital nursing documentation system (the Welsh Nursing Care Record) into clinical practice.  


Introduction
NHS Wales is the publically funded National Health Service responsible for the provision of healthcare for the 3.17 million people living in Wales (Office for National Statistics, 2021). It is the largest employer in the country with approximately 78,000 staff, of which 22,549 are registered nurses (Royal College of Nursing, 2021). For nurses to be eligible to practice in the United Kingdom, there is a statutory obligation for them to register with the Nursing and Midwifery Council (NMC) which is the regulatory body for the profession. As an organisation the NMC (2018) identified that its main purpose is to safeguard the public, by producing and enforcing professional standards of care which all nurses have a duty to adhere to. They warn that failure to comply with these standards can result in individual’s practice being placed under investigation, and where necessary their registration suspended or revoked.
Whilst the principles of effective record keeping are encompassed within the NMC Standards, in practice the documentation of patient care is often identified as being inaccurate, inconsistent and therefore unreliable (Li, 2016, pp. 2345; Austin, 2011, pp.26). Charalambous and Goldberg (2016, pp.369) suggested that this can partly be attributed to the increase in complexity of care required by patients, which ultimately impacts on nursing workload. Together with the dramatic increase in the amount of paperwork required for each patient, there are concerns that there is disparity in the amount of time nurses spend completing paperwork, compared to direct patient care (Sprinks, 2013, pp.11). This opinion is supported by Tajabadi et al, (2020, pp.1221), who undertook a qualitative study exploring nursing perceptions of factors that influenced their documentation process. They established that nurses regularly delayed documenting episodes of care until the end of their shift, since direct patient care was deemed to be a higher priority. Consequently, nearly 75% of the 117 nurses that participated in an online ‘tweet-chat poll’, reported that they frequently stayed late after their shift had ended in-order to complete paperwork (Nuance Healthcare Solutions, 2017, pp.5). Whilst this is acknowledged to be a regular occurrence for some nurses the National Midwifery Council, (2018) emphasise that omissions in the documentation of care are more likely to occur if patient records are not completed in a timely manner. 
De Groot et al (2022, pp.23,) also proposed that there is an International consensus for nursing documentation to align with the nursing process of assess, plan, implement and evaluate. However given that some nurses may lack the knowledge or skills to adequately translate nursing practice back into theory, Akhu-Zaheya et al, (2017, pp.578) advocated that local policies and action plans seeking to improve documentation need to focus on improving nursing knowledge, competencies and practice in nursing process. It was identified that for some nurses, documentation appeared to be an onerous and repetitive task often completed in an ambiguous manner. For this reason Bunting and Klerk, (2021, pp.24) highlighted that there is an overwhelming need to standardise nursing terminology in-order to reduce the risk of misinterpretation of meaning or context. Additionally since the provision of healthcare within Wales is delivered geographically through seven local Health Board’s and three NHS Trust’s, there is also a distinct lack of standardisation in the actual documents being used to collect and record patient information by nurses. This also has a significant impact when reporting quality assurance data to Welsh Government, as often results are not comparable to other Health Boards, or in some instances other wards within the same hospital.     
The decision to develop a standardised and digitalised nursing documentation system was influenced by several key publications, which included both the Francis Report, (2013), and the Health and Care Standards Audit Report, (2016). Both of which indicated that the documentation and communication surrounding patient care needs at the time, was substandard and had the potential to impact negatively both on the patient’s experience and on their clinical outcomes. Additionally nursing leaders attending a Royal College of Nursing congress in 2016, advocated that ‘every nurse should be an e-nurse’ and have the ability to confidently engage with data, information and technology. In doing so they envisioned improved outcomes for patients, better experiences for staff and more innovative opportunities for making working practice more efficient (Royal College of Nursing, 2016).  
Digital Health and Care Wales, (2022) identified that in 2017 the Welsh Government authorised a digital nursing documentation project that they were looking to develop. Following a successful bid submitted through the ‘Efficiency Through Technology Fund’ an initial revenue package of £1.18 million was awarded to them over a three year period. This secured the recruitment of a project team and a Clinical Nursing Informatics Officer (CNIO) for each of the Health Board’s and Velindre NHS Trust. Since there was already a digital nursing application in the early stages of development by one of the Health Board’s it was subsequently approved to expand upon that existing piece of work. During the development of the project it aligned itself with the Nursing and Midwifery Code (NMC) (2015) ensuring that it promoted the NMC themes in relation to prioritising people; practice effectively; preserve safety and promoting professionalism and trust. 
With representatives from all Health Boards and Trusts the collaboration began on phase 1 of the project, which focused on the introduction of standardised e-nursing documents in secondary care, a community based nutritional risk assessment and a standard nursing language for Wales. The project was branded as the Welsh Nursing Care Record (WNCR) – Hospital, and after the agreed terms for the minimal viable product were met, the WNCR was released as a pilot phase in February 2020 (Digital Health and Care Wales, 2022). However due to the emergence of the Covid 19 Pandemic, the decision was made to end the pilot phase prematurely. During this period additional funding was awarded to the project, to enable the recruitment of Technical Support and Informatics Clinical Nurse Specialists to assist each of the CNIO’s in the preparation of clinical areas for the implementation of the WNCR.
Within Velindre NHS Trust the preparation for the implementation of the WNCR intensified following the appointment of the Informatics Clinical Nurse Specialist, who had been seconded into the role from her clinical substantive post within the Trust. User acceptance testing was undertaken to ensure that the content of the WNCR aligned with the expectations of the Trust and the National Multidisciplinary speciality groups that had also been involved in the development of the document. Training of ward staff, engagement sessions and regular communications with the Senior Leadership Team ensured that all staff were fully prepared for the go-live date of April 21st 2021.  
Methods
Due to the significant advances in technology within the National Health Service in recent years, nurses are now faced with the challenge of adapting their clinical practice to incorporate a more digital way of working. With the implementation of the Welsh Nursing Care Record, nurses now have a legal and professional obligation to ensure that they utilise the system to document their individual patient interventions and assessments. Dykes and Chu, (2020, pp.1), identified that there is a misconception that nurses are generally reluctant to embrace any form of change that directly impacts their usual way of working.
 As such an evaluation of nursing experiences of using the WNCR was undertaken to determine the impact and challenges that the digital system has had on them. 

In-order to decide on the most suitable evaluation model to use in relation to the implementation of the Welsh Nursing Care Record into clinical practice, a comparison was made between the FITT and the Technology Acceptance Model (TAM).  It was decided that the FITT model was better suited to the needs of this particular project since it also considers the sociotechnic interactions that are evidence within a clinical environment. The FITT model is deemed suitable for ‘real world implementations’ and in particular within health and care settings since it is iterative in nature. The FITT framework can be adapted to represent each fit with a variety of terminology depending on preference such as optimal, sufficient or insufficient. It is also suitable for evaluating qualitative and quantitative assessments or a mixture of the both.  
The FITT framework which was developed by Ammenwerth et al, (2006), will be utilised to guide the evaluation process. 
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                            ‘Fit between Individuals, Task and Technology’ 
The FITT framework is based on the concept that for an IT initiative to be successfully implemented into a clinical environment, there must be a fit between the individual, the task and the technology. Tsiknakis and Kouroubali, (2009) identified that within the FITT framework an “individual” is classed either as an individual user or a user group, the “technology” refers to attributes such as software, hardware, usability and functionality whilst the “task” involves work processes, frequency or complexity of the task. The quality of the fit is fully dependent on each of the objects attributes. However Nilsson et al, (2019) stated that it is possible to perform deliberate interventions to improve the fit, since it is acknowledged that the better the fit the easier the initiative will be to implement.  

An analysis of the FITT framework in relation to the implementation of the WNCR highlighted the following:

Fit between individual and task
Staff were already familiar with the digital assessments and documents as they had been using the paper equivalent prior to the WNCR being implemented which reduced any anxiety they may have had about completing new documentation forms. It was reported that some staff were avoiding undertaking the lengthier and time consuming assessments preferring to leave them for other staff to complete. The cause of this may be as a result of them not having the confidence to undertake the assessments or it may be that they were experiencing a busy shift. Regardless of the reason it would need to be addressed and appropriate measures put in place since it may cause other staff thinking that it was acceptable to do the same.   Detailed audit of the documentation identified that compliance rates were higher than for the paper version, although there were a few sections routinely being omitted. The sections not being completed in the digital record had not been captured previously and staff had already voiced concerns that they were repetitive and not relevant. However since it is a Welsh Government standard of care it needs to be completed as part of the admission process. There were reports that staff were unable to open new records if patients admitted at the weekend which was resulting in them reverting back to paper copies. This was due to a change requirement in the workflow process that became evident following the implementation of the Welsh Nursing Care Record. 
Interventions 
Additional training and support offered to staff that were not completing full assessments in-case they were unsure of how to do it. Audit results for pre and post digital implementation displayed for staff to celebrate their achievements but regular auditing to ensure all sections completed. Workflow process maps updated and staff trained in the process of how to admit/discharge and transfer patients in the PAS system during out of hours when there is no ward clerk  
Fit between individual and technology
Staff reported that the system was relatively easy to use and that the digital document was comprehensive and thorough. They reported that it was time consuming but were happy with the notification functionality alert staff to when the next risk assessment was due. Staff stated that there was a lack of devices at busy times of the day and that connectivity issues made the documentation process more time consuming. Staff also reported that they were being locked out of patient records if another member of staff was already accessing it. This was a design issue with the WNCR and was already in the process of being resolved. 

Interventions 
IT services contacted to check connectivity rate and wifi boosters placed around the ward. More devices provided to the ward for use purely with the WNCR. Multi user functionality requested to allow more than staff access to the same record

Fit between technology and task 
Only limited assessments had been made digital for this release in the initial phase of rollout, therefore staff getting frustrated at having to use a dual process for documentation. Staff reported that whilst undertaking their assessments the mobile device kept timing out
Interventions 
‘Time out’ timings requested to be extended. Explained to staff that as a direct result of the Covid Pandemic all new documentation that was to be standardised and digitised was delayed. Another impact that was not expected was that following the go-live of the WNCR additional fixes were required and with the limited availability of a business analyst the new documents were again put on hold.
Although there were some external factors that could not be resolved it was still considered that the FITT framework was still appropriate for the type of initiative being introduced. It facilitated the evaluation process and enabled interventions to be undertaken so improvement to the fit could be made. It also promoted the use of regular evaluation to ensure that the loop system of fit management and loop dynamics were monitored.  

Data Collection
A variety of different methods were utilised to collect data in-order to evaluate nurses perceptions of using the Welsh Nursing Care Record, which included questionnaires, interviews, direct observations and audit. 
Prior to the WNCR being implemented staff were asked to complete a short questionnaire which aimed to identify how confident they felt in using the system after completing their training session. Additional questions focused on what they considered the likely benefits and challenges would be. Veer et al, (2011) identified that knowing what concerns staff have, and addressing them appropriately reduces the risk of resistance to the new technology. In addition if issues are dealt with in a timely manner it fosters a trusting relationship with staff. 
Semi- structured interviews were also conducted approximately 1month after the WNCR had been implemented as it was considered that was sufficient time for any issues or concerns to be identified. If staff agreed to participate they were provided with a consent form along with information as to why the data was being collected. Interviews were undertaken away from the ward to avoid distractions and with permission they were recorded. Sessions were then replayed and transcribed verbatim.  A qualitative approach was deemed the most appropriate method since the focus was on nursing experiences and the impact that the WNCR had on them. Staff also had the opportunity to view the recording to ensure that they were happy with its content.  
Following the implementation of the WNCR it was considered appropriate to be visible on the ward in-case staff had any issues or concerns and again enabled staff to know that I would be happy to support them should they need it. It also provided a good opportunity to chat to staff in an informal manner whilst indirectly observing them using the WNCR. Prior to my seconded role I was employed on the ward that the WNCR was implemented on and as such I was regarded as part of the team. This was an advantage when I was observing on the ward as staff were used to seeing me there and as such I monitored a true reflection of their activity and not an altered one as noted by the Hawthorn effect.   
By undertaking quality assurance audits of the digitally completed patient records it provided the opportunity to understand which staff made omissions within the record. If this was a regular occurrence then it would act as a prompt to discuss with them if they were experiencing any issues that needed addressing. Staff were aware that I the digital records were being closely monitored and it was treated as an informal training session of there was anything that needed to be addressed and as such I monitored a true reflection of their activity and not an altered one as noted by the Hawthorn effect.   
By undertaking quality assurance audits of the digitally completed patient records it provided the opportunity to understand which staff made omissions within the record. If this was a regular occurrence then it would act as a prompt to discuss with them if they were experiencing any issues that needed addressing. Staff were aware that I the digital records were being closely monitored and it was treated as an informal training session of there was anything that needed to be addressed. 

Results
Pre-Implementation questionnaire 
	Questionnaires completed 

	Attended Training
	Confident to use WNCR

	19
	Yes              18     95%
	Yes                 13     68%

	
	No                1        5%
	No                    6      32%

	
	

	



	                                                          Theme Identified  


	Digital benefits 

	Technology Issues 

	Quicker than writing 

	Lack of devices especially in busy times 

	Not having missing paperwork

	System not available 

	Easier to search documents

	Admitting patients out of hours 

	Everything in one place 

	Poor wifi connectivity


                                                                                                                                                    
In relation to the patients being admitted out of hours this was a significant issue for the Trust as it was routine practice for the ward clerk to complete the admissions and discharges into the Patient Administration System for patients arriving on the ward over the weekend the following Monday. However, new patient records can only be opened in the Welsh Nursing Care Record when the patient has been admitted into the PAS system. This meant that an updated Standard Operating Procedure and an updated workflow process map written for nurses was created, since they do not have the same privileges as ward clerks within the PAS system.
 [image: ]How do you think it will affect the admission process?

                                                                                      

. 

 



[image: ]



Semi- Structured Interviews 

	Number of participants 


	Role 
	             Key Themes  

	N=11
	Registered nurse  n=3  
	Time Consuming 

	
	HCSW                  n=2  
	

	
	Student                 n=2     
	Technical Issues

	
	Dr                         n=1
	Quality Assurance 

	
	Dietician                n=1
	Improved Communication

	
	Specialist Nurse   n=2
	 Release of additional digital assessments



Semi- structured interviews (n=11), Observations and reviews of nursing documentation were used for data collection
Information pack on the purpose of the interviews was provided to all participants 
All participants consented to be interviewed and recorded 

Discussion
One of the main themes that emerged from the interviews related to the amount of extra time that it was taking to complete the digital nursing assessment in comparison to the previous paper versions. De Groot et al, (2022, pp.9) identified that electronic patient records usually contain numerous mandatory fields that must be completed. They suggested that if the mandatory fields were removed it would significantly reduce the amount of time spent on documentation. Whilst Lee and Lee, (2021, pp. 367), agreed that electronic health records present unintended challenges such as system inflexibility, they argued that nurses are adept at creating workarounds when they perceive there is a mismatch between the use of the digital record and their own workflow process. They continued by stating that it is important to understand workarounds and to examine existing work processes to determine the congruence between existing expectations and emerging workarounds. Kelley et al, (2011, pp. 156) also suggested that digital nursing documentation is often impeded due to frustrations in the lack of interoperability between other patient systems in addition to the various technical issues caused by lack of connectivity and network errors, all of which interrupt nursing tasks and frequently require data to be resubmitted. It was also noted that digital teams often arrange for system updates requiring downtime at times that generally have the biggest impact on the nursing team, again resulting in delays in the ability to document care.  

Another reason that digital documentation may take longer is that prior to the implementation of the WNCR many of the sections were not being routinely assessed unless a patient presented with a particular risk. Examples of this include both the safeguarding and mental capacity sections which are now a mandatory component of the digital assessment. Additionally when the WNCR was released it did not include all nursing documentation. The current version of the WNCR comprises of the adult inpatient assessment; 12 care domains; 6 key risk assessments; discharge and inpatient record. Whilst another 17 documents are in the process of being digitised due to the Covid pandemic their release has further been postponed so there so there is currently a dual process of both paper and digital assessments within the clinical areas, which is deemed to be both frustrating and confusing.        

Improved communication between the different members of the multidisciplinary team was also a theme repeated during the interviews. All Allied Health professionals, junior doctors and pharmacy staff have received access and training for the WNCR. It was highlighted that that previously other members of the multidisciplinary team were often reluctant to read through nursing documentation due to the sheer volume that is accumulated throughout a patient’s admission. Since all nursing entries are now within the digital form it makes it easier to utilise the search function to retrieve specific notes. Equally there is the opportunity for documentation entries to be made under specific specialities which then ensures that everyone involved in patient care are all in possession of up to date information which promotes seamless transitions of care for patients. Akhu-Zaheya, (2017, pp.e579) acknowledged that nurses make up the largest group of healthcare providers, and are therefore responsible for managing patient information through co-ordinating patient care and ensuring effective communication with other members of the multidisciplinary team   
As part of the quality assurance process undertaken to ensure that all inpatient risk assessments are completed within the nationally agreed timeframes, monthly reports are generated to create the narratives to support investigations into falls and pressure damage which are then submitted to the relevant scrutiny panels. Additionally Digital Health and Care Wales (2022) acknowledged that documented patient care within the Welsh Nursing Care Record could be utilised to inform the metrics for monitoring patient outcomes and nurse staffing levels for the Nurse Staffing Act (Wales). 

Digital Health and Care Wales (2022) reported that technology is seen as an enabler to change, with a significant role in connecting data across health and care. As such it is essential that all information is accurate, up to date and accessible to all care providers. They continue by stating that the Welsh Nursing Care Record will play a pivotal role in capturing and leveraging patient data across secondary care environments.  

This assignment has identified the importance of clear accurate and complete nursing documentation in-order to provide high quality patient centred care, which follows both a legal and professional framework. The introduction of the Welsh Nursing Care Record will ensure that standardised documents will be use to assess and document patient care across Wales. 
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