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Context and scope
Betsi Cadwaladr University Local Health Board (BCULHB) is the largest health board in Wales, serving a population of approximately 700000 across north Wales. This organisation includes 20 hospitals (3 acute hospitals), manages 147 pharmacies and coordinates the work of 96 GP surgeries across 6 counties. The health board is currently under special measures (an emergency status where the Welsh government has direct oversight of operational activities with a special focus on certain areas of concern) on and off for the past 8 years.
A key area of concern within the health board is the performance of various services in the unscheduled emergency care (UEC) sector. This broad umbrella term covers a variety of areas that have come under intense scrutiny by the Welsh government including Emergency Department (ED) performance and ambulance services response time. UEC across UK has seen some of the most unrelenting pressures on the National Health Service in the past 2 years, and is facing a trend that seems to highlight the gaps in resources to meet the public expectation of performance and care (Heenan 2021).
It is widely acknowledged that ED performance is a surrogate marker of the overall hospital’s general health and performance (Higginson, Kehoe et al. 2017). The gap between demand and capacity in terms of hospitals’ bed stock has become an area of focus across the UK (Safavi, Langle et al. 2023), and has been particularly been in sharp focus as part of the Welsh Government efforts to improve conditions within BCULHB.
‘Patient flow’ refers to the movement of patients through healthcare facilities (Benjamin, Jacelon 2022). The concept encompasses the physical resources, medical care, internal systems and other agencies that combine to facilitate the journey of the patient from the point of admission to the point of discharge whilst maintaining quality, safety and satisfaction. This is the main ‘currency’ that seeks to maximise the utilisation of existing bed capacity to manage patients with maximal efficiency in order that patients getting admitted through emergency departments can do move through the hospital without delay. It is widely recognised that optimal patient flow is directly linked to improved ED performances (Cildoz, Ibarra et al. 2020), and hence, the health board is looking at a variety of interventions to promote patient flow.
Electronic ‘at a glance’ whiteboards have been used in various healthcare settings to improve communication, efficiency and reduce duplication (Wood, Wood 2015). In one of the acute hospitals, a pilot project was initiated a few years ago (a commercially procured solution called Aura) with significant improvements in some key performance indicators such as PDD (Predicted Date of Discharge) recording, but the relationship between the supplier and the health board broke down due to variety of reasons leading to cessation of the project.
However, the potential for improved efficiency and visibility of where patients are in their ‘journey’ through healthcare had been hinted at following the pilot, and plans were drawn up to design a local solution that could replace the commercial application. This solution was called ‘Stream’ and the application was built on a web-based platform.
Stream is a web-based application that was conceived and built based on the learning gathered from the halted pilot project. The commercial solution had complex functionality, which had been significantly underutilised owing to the fact that the pilot was only in certain wads, thus bringing about a mixed approach (the ‘new’ digital approach vs conventional methods in the non-pilot areas) to the patient journey planning. This, in itself had presented challenges in resource management across the hospital. In order to deliver ‘something for everyone’ at pace, the application included functionality that was found to be most beneficial from the pilot, but did not include other complex workflow functions that an electronic whiteboard may lend itself for in the future.
Stream included the ability to display data about all admitted patients in a variety of views and had some interactive features that allowed capture of patients’ bed location, isolation status, estimated date of discharge, next location of care and actions needed to progress care. It also had a display of locally held data on the patient administration system (Welsh PAS). A detailed list of functionalities available within the solution is presented in table 1.
	Display/Function
	Interactive?
	Data entry?

	Display patients in a specified area in an organised list/stacks format
	No
	No

	Display any area from the station
	No
	No

	Display demographic data that is most useful for immediate clinical use
	No
	No

	Display last 15 items on WPAS activity on patient page
	No
	No

	Display LOS for previous episodes
	No
	No

	Display extended demographics
	Yes
	No

	Display specific characteristics (Welsh speaker, for eg)
	No
	No

	Display admitting Consultant/date/route/Source
	No
	No

	Display current consultant & transfer history for episode
	No
	No

	Navigate through different areas through touchscreen interactivity
	Yes
	No

	Open patient page from a list
	Yes
	No

	Display detail of WPAS activity (Clinician name/Specialty)
	Yes
	No

	Capture PDD & Update later
	Yes
	Yes

	Capture MFD & Update later
	Yes
	Yes

	Location entry- Bed level
	Yes
	Yes

	Isolation reason
	Yes
	Yes

	Isolation reason- Risk assessment
	Yes
	Yes

	Isolation reason- date of risk assessment
	Yes
	Yes

	Destination capture 
	Yes
	Yes

	Destination capture qualifiers
	Yes
	Yes

	Action recording
	Yes
	Yes

	Alert recording
	Yes
	Yes

	Action recording clock function (action tracker)
	Yes
	Yes

	Inpatient search facility
	Yes
	Yes

	Recent discharges list
	Yes
	No

	Actions iconic display on ward screen
	No
	No

	Covid status display
	No
	No

	Completed actions log
	No
	No

	Pharmacy tracker status
	No
	No

	List view of ward patients
	Yes
	No

	Ability to tabulate patient list by variables
	Yes
	No

	Ability to autodisplay variance from PDD/MFD
	No
	No

	Ability to column sort the view/Clear sort
	Yes
	No

	Auto logoff feature
	No
	No

	Board round mode with auto logoff disabled
	Yes
	No

	Display Site status
	No
	No

	Preset landing page/ward per area
	No
	No

	Single sign on/Badge swipe access
	No
	No


Table 1- A list of functions available in Stream
The rollout of this application with suitably large touchscreens across the organisation is underway, and this project seeks to evaluate the impact of the implementation of this solution.
Project aims and research objectives
The overall aim of the project is 
‘Evaluation of the impact of the implementation of electronic whiteboards across BCULHB’
The challenges around improving patient flow to meet the increasing demand on hospital bed capacity are well recognised across the UK. There is increasing evidence that performance targets are not being met on a regular basis, and accelerating ‘the patient’s journey’ through hospital processes has become a central operational goal within BCUHB (indeed across the UK healthcare sector). 
The traditional model of decision making relating to patientcare is based on ‘decisions by the bedside’ by a combination of medical and nursing teams, aided by other allied services (the multidisciplinary team) (O'Hare 2008). The effectiveness of this model can be enhanced when combined with a ‘board round’ which represents a summary discussion of the patient’s journey (Valente, Santori et al. 2023). 
Board rounds have become embedded as a standard of care across the NHS in recent years (Lahiri, Indrasena et al. 2021), and are characterised by certain key features
1. A ‘huddle’ of the multidisciplinary team that occurs every working day
2. Summary discussion of the patient’s condition, progress and discharge plans
3. Identification of potential barriers for a safe discharge
4. Identification and allocation of tasks that are required to occur to progress the patient’s journey towards discharge
5. Escalation of particular challenges to senior layers of the organisation to enable ‘unblocking’ of particular aspects or services to progress the patient journey
6. Happens in earlier parts of the day to allow tasks to be completed
7. Typically lasts 40 to 45 minutes for a 24 bedded ward, allowing a discussion of 2 minutes per patient (estimated anecdotally from data from a local audit)
Board rounds typically occur in a private area within the ward setting, huddled around a ‘dry-erase’ whiteboard with a list of patients and captures as much detail as possible in the form of abbreviations, codes, colours to indicate varying states of progress in several domains during the discussion. The resultant view of the board should provide some clarity on what steps need to occur to progress the care of the list of patients on the ward. This whiteboard, in turn, presents a ‘roadmap’ for the patient journey through the working day.
There are considerable limitations to this method of capturing vital information relating to the patient journey. Some of these are
1. Spatial limitation of the volume of information that is held
2. Given the usual visible location of the board, there are considerable limitations in terms of holding sensitive information
3. The codes, abbreviations and colours used to indicate patient status can vary from one area to another with limited standardisation.
4. The information can be vital to operational teams, but is unavailable to be visualised from other areas
5. There is no overarching central view that allows sorting of tasks to identify resource constraints by senior leadership teams.
Electronic whiteboards are capable of overcoming some of the challenges above and has been shown to improve efficiency of the ward environment in several quality improvement studies across the UK (Randell, Greenhalgh et al. 2015) (Giraldo, Schachner et al. 2020) (Lahiri, Indrasena et al. 2021) (Wong, Caesar et al. 2009). Stream, as outlined before, has been built with the fundamental goal of enabling effective board rounds, and to improve outputs from the exercise.
The draft special measures intervention package for BCUHB prominently includes embedding the conduct of effective board rounds across the organisation. This in turn, it is hypothesised, will result in improved patient flow through the acute hospitals enabling better overall performance and improved resource utilisation.
It is therefore extremely timely that Stream has become available as a key digital enabler to facilitate, record and deliver effective board rounds within BCUHB. Stream was first rolled out in Central area (one of the acute hospitals within BCU- Glan Clwyd Hospital), and the coverage across the hospital is now complete across all acute medical, surgical and care of the elderly wards. The departments of Paediatrics, Obstetrics & Gynaecology, Mental health and Oncology have not been included in the first phase of this rollout, primarily because the essential drivers for board rounds do not exist in these disciplines. There are use-cases for electronic whiteboards within these areas, but this requires a much broader scope of functionalities within Stream to add value to existing care and pathways.
The research objectives are to assess the effectiveness of Stream as an application in its ability to deliver the central goal. Within the central goal, the research questions have been formulated as follows
1. To evaluate the effectiveness of Stream, delivered through an electronic whiteboard, on the conduct of daily board rounds within the acute wards in Glan Clwyd Hospital.
2. To evaluate the usability of Stream
3. To evaluate the operational impact of Stream enabled board rounds on the efficiency and performance in terms of patient flow within the acute hospital site.
The evaluation of Stream is also likely to offer significant insights into the conduct of the board rounds, which is in the process of being embedded within the organisational culture. Board rounds have the potential to deliver significant benefits to patient care planning and efficiency, but does come at a considerable cost to the health board at a juncture that requires financial prudence (another area of focus of the special measures interventions). The evidence generated by this project can inform the cost effectiveness of Stream enabled board rounds. This in turn, will inform the health board’s direction of travel in terms of prioritising this initiative amongst other improvements that are being sought.
The solution is currently being rolled out in the other acute sites, and subsequently to community hospitals. This research project will generate the evidence base to allow wider engagement with this initiative and will likely inform the future roadmap of this solution.
Outline approach to data collection
The objectives of this study are best met by a mixed methods research design, as the shifts in board rounds culture and their effectiveness in delivering the health board’s long-term objectives cannot be robustly evaluated by measuring one aspect of the healthcare system in isolation. In addition, the board rounds, as an instrument, seeks to improve several aspects in overall care. Evidence (Walton, Hogden et al. 2019)suggests that board rounds
1. Improve discharge rate of patients earlier in the working day, allowing better flow through the hospital
2. Improve communication between team members and facilitate better tasks allocation
3. Accelerate the patient journey by increasing multidisciplinary decision making
4. Reduce possible harm by timely reviews and providing leadership for the coordination of care
5. Enhance discharge planning capabilities
Board rounds are mandated across the health board to occur every working day, and Stream is designed to enable the board rounds to occur and to maximise the value of the ‘huddle’ to capture the decisions in a digital platform to enable the data to be visible remotely for all agencies to be able to work together, contributing to expedient patient care.
Stream, whilst able to be viewed from anywhere within the health board by clinical staff, also feeds the data into a dashboard view that is accessible separately through a power BI business application. This dashboard is made available to operational teams to enable service planning and understand barriers to flow from a whole systems perspective (e.g., analyse trends in demand for services like physiotherapy and aim to target the right resources to the right areas).
The first research objective is to evaluate the effectiveness of Stream in enabling Board rounds within BCUHB (Central area). The following table (Table 2) shows the elements of the effectiveness that can be evaluated and the relevant data points that will advance this objective.

	Effectiveness domain
	Data source
	Data to be collected
	Data type

	Compliance with HB standard to deliver daily board rounds
	Stream log in stats
	Number of board rounds in each area
	Quantitative

	Duration of board rounds
	Stream log in and log off time signatures
	Duration of board rounds
	Quantitative

	Estimation of date of discharge
	PDD (Predicted date of discharge field completion rate)
	Percentage of PDDs completed in each area
	Quantitative

	Accuracy of PDD



	PDD (Stream) and actual date of discharge (WPAS) comparison
	Calculation of accuracy rate by measuring variance numerically
	Quantitative

	Width and depth of discussions in board rounds
	Actions recorded on Stream
	Calculation of actions index (number of actions divided by length of stay within the area)
	Quantitative

	Accuracy of planning for destination of discharge
	Destination on Stream Vs. Destination on WPAS
	Calculation of rate of variance in percentage terms in each area
	Quantitative

	Improve communication within MDT
	Interviews, survey and observation of board rounds
	Themes from interviews
	Qualitative

	Attendance of core disciplines at board rounds
	Observational data collection
	Attendance rates of groups of staff (medical, nursing, therapies etc)
	Quantitative



Even as the data sources and potential data points to address the research question is being considered, it is clear that a mixed methods research design is appropriate for this setting. It is also clear that the quantitative and qualitative data elements point contemporaneously toward the same goal without interdependencies or iterations, and hence, triangulation seems the most appropriate mixed method design type for this study.
The second research question is to evaluate the useability of the application itself. The Systems Useability Scale (SUS) is a validated evaluation method that has been deployed in healthcare informatics research effectively in a number of studies (Peres, Pham et al. 2013). Microsoft forms application is in widespread use within BCUHB, and the SUS can be recreated through the forms application. The SUS is a simple and easy scale (Image 1) to administer to all users of Stream to gather qualitative (through the addition of a free text box as part of the questionnaire) and quantitative data to triangulate and provide a strong user perspective on the useability of this application. The Questionnaire will be administered through QR codes which will be made available in every board round area (with stickers on the margins of the touchscreens) to promote a good return. The output of the SUS survey will be reported with comparators from the literature, along with a report of qualitative themes that emerge from the evaluation.
[image: See the source image]  Image 1
The third research question is to evaluate the operational impact of board rounds enabled by Stream within BCUHB. The overall positive impact of this service initiative is likely to be slowly incremental over months, if not years. It is also plausible that there are adverse consequences to productivity of the clinical workforce in prioritising this activity over other clinical priorities, given that there has been no specific uplift of the workforce to enable this initiative. However, measurement of overall productivity of teams/ groups are notoriously challenging to record accurately, as there is huge variation in definitions and pattern of recording of activities. The data source that comes closest to addressing this particular point is the annual appraisal performance reports that Consultant staff receive. Given the low frequency, accuracy and classification of this data, this may not be a sufficiently robust or sensitive source to address this point. 
Therefore, the operational impact on patient flow assessment is best regarded in its own right without adding further layers of complexity. The domains on Table 3 lend themselves to a certain point to allow an attempt at measurement of a potential impact.
It is worth noting that reductions in average length of stay in hospitals remains the holy grail of all aspirations and quality improvement projects across the organisation are underway to advance this goal. It is therefore likely to be a general signpost of the direction of travel of an area and less likely to be a direct reflection of the impact of Stream and board rounds. However, any adverse changes in the indicator may point to the requirement of a rethink to align strategies and energies to reset goals.
Even if reductions in length of stay are achievable through this initiative (a degree of doubt if this is a realistic aspiration exists, given that several initiatives over the past decade have failed to make any real favourable difference in this key metric), this may well be offset by other confounding variables such as increase in demand and changes in the level of acuity of the inpatient cohort.
	Illustrative point- For example, hard earnt small reductions in length of stay on an acute respiratory ward through effective board rounds maybe offset by the establishment of an outpatient management pathway for patients with pulmonary embolism (an example). This offset impact occurs as historically, patients with acute pulmonary embolism have a shorter length of stay within a respiratory ward and therefore represent a group that brings the mean value for length of stay downwards. The removal of this group to a more efficient pathway, whilst entirely desirable, renders the key metric of average length of stay less valuable, as this will impact negatively on the mean value.


 
Further, this research is being conducted during a phase that is very likely to represent a period of establishment of the style, content, conduct and effectiveness of board rounds within areas. This therefore raises the possibility that any outcomes may reflect the ‘learning curve’ of this initiative and should very likely be interpreted with caution.
Discharges taking place before noon within a hospital is recognised as a quality indicator for the discharge planning ‘engine room’, and it is a well reported fact that higher proportion of patients leaving the hospital in the first half of the day is associated with better flow and less congestion in downstream areas. This stands to conventional reasoning in that the ‘peak’ of admissions into hospitals tends to happen later on in the day across the UK (Allder, Silvester et al. 2010). Therefore, the measurement of the proportion of patients leaving hospital prior to 12 noon lends itself to offer insights into the operational effectiveness of the board rounds initiative (Safavi, Langle et al. 2023).
BCUHB is also engaged in an initiative entitled ‘right patient, right place’. This is an effort to get the right specialty patient to the correct specialty ward, which in turn, is likely to result in more effective care and efficiency (Safavi, Driscoll et al. 2019). However, the high occupancy rates within acute hospitals mean that the system doesn’t have sufficient ‘headroom’ to allow this to occur consistently. The initiative is thwarted regularly by emerging pressures in the ED, which result in patients allocated to the ‘next bed available’ regardless of the need for a specialty bed in a target area. Although quantitative data should be available to evaluate this, the definitions for what constitutes ‘right place’ for a patient is often disputed. However, a focus group including bed management and operational teams will provide us with a rich canvas to assess satisfaction and possible progress in this domain. If quantitative data is available, this can be used to triangulate any conclusions from the qualitative data.
Escalation of issues that act as barriers to progress of care (patient’s family disagreements, ‘closed’ care facilities downstream, transfers to other hospitals, creation of extra capacity within Hospices to name a few examples) that cannot be resolved by local teams often relies on upward communication in an effective manner, that can enable timely action. Stream can allow visibility of these issues, and reduce the effort required for this communication to take place. Nursing matrons play a vital, yet duplicative part in this process, whilst also marching through ward areas to receive ‘status information’ on beds, wards and other escalated areas. It would be important to identify any changes to existing arrangements (beneficial or otherwise) through interviews.
Finally, data is held on the level of acuity of the acute site which is a composite measure of safety and risk. This combines several strands like predicted admission numbers, discharges, escalated areas, staffing levels and any significant events. This index is a numerical value which is a helpful ‘summative’ figure.
	Impact domain
	Data source
	Data to be collected
	Data type

	Average Length of stay
	WPAS
	Average Length of stay for the clinical area
	Quantitative

	Percentage discharges before 12 noon
	WPAS
	Percentage of pre-noon discharges
	Quantitative

	Right patient, right place initiative
	Focus groups, interviews
	Themes from operational teams
	Qualitative

	Appropriateness of resource allocation
	Focus groups, interviews
	Themes from specific specialty groups like occupation and physiotherapy professionals
	Qualitative

	Escalation of barriers to discharge
	Focus groups, interviews
	Themes from senior leadership team
	Qualitative

	Reduction of duplicative efforts to ‘collect data’
	Focus groups, interviews
	Themes from nursing matrons
	Qualitative

	Hospital site status
	Locally held data by operational teams
	Site intensity level measurement and trends
	Quantitative


Table 3
Stream is hypothesised to deliver improvements across an array of domains over an incremental period of time, but it is entirely possible that the beneficial impact is less demonstrable at the present time as it is very much in its early stages of its journey towards changing paradigms of care. However, the implementation and its evaluation can be represented though the value chain theory, which allows the anticipated steps towards an altered outcome to be identified. The following diagram  (Coiera 2015), highlights a possible way to represent Stream’s benefits to be captured.
[image: ]
Reproduced from ‘Guide to Informatics’, Coiera 2015

The qualitative data collection will be generated by 
1. One all user SUS survey with free text boxes
2. A survey of the Stream user group 
3. Focus groups (Operations team, 2 ward teams, a mixed MDT focus group)
4. Interviews- Sample size 12, with additions of units of 3 if saturation not achieved after first 12 interviews.
NVivo software will be utilised to process the data collected, and Microsoft teams will be utilised for interviews transcription. The points at which data saturation occurs will be reported with options to represent the 80th percentile point and 90th percentile point in the final report.
A triangulated mixed methods research design is proposed to collect, process and report the data. It is not envisaged that complex statistical methods will be required to report trends and themes observed, but visualisation tools will be utilised as appropriate in the final report.
Finally, the transferability value of this project is likely to be high, as the context has, by design, been set as broad as possible. In this case, the whole acute hospital setting is being evaluated, and therefore the principles, benefits and learning gathered will likely be extremely transferable, even if the level of benefit captured maybe marginal. The dissertation report will be sufficiently detailed to ensure that the lessons learnt are transferable to other centres in Wales and beyond.
Ethical and Information Governance considerations
Stream, as an application, has been subjected to the approval of the Information Governance (IG) committee within BCUHB prior to its rollout, and there were several considerations given to potential risks and appropriate mitigations were designed into the solution.
The participants who will be approached for the qualitative research activities for questionnaires, focus groups and observational data collection will be duly consented to be included. The following activities are planned for this study, and these activities have the potential for some ethical concerns to arise. These are discussed in some distinct categories as ‘issues’.
1. Focus groups comprising of multidisciplinary team members
2. Interviews of multidisciplinary team members
3. Questionnaire surveys
4. Observation of the conduct of board rounds with explicit consent
Issue 1- Potential for vulnerability
Board rounds are a relatively recent ‘construct’ of multidisciplinary huddles, and there are emergent cultures and practices in this area. It is possible that some members of the team have vulnerabilities in their ability to express their professional views in a team environment owing to a variety of possible factors (potential tensions within teams, lack of confidence to express views/opinions, exposure of personal differences, pre-existing hierarchies/practices to name a few). Some of these vulnerabilities may be exposed during observational data collection and interviews. It is essential that the interviewer needs to anticipate and develop strategies to manage this possibility. Ongoing consent to the activity must be monitored in order that the dignity and autonomy of every participant is maintained.
Issue 2- Hawthorne effect
The impact of being observed on individuals’ behaviour is described as Hawthorne effect (Wickström, Bendix 2000). This may play out in a group setting in possible unpredictable way that has the potential to fundamentally change the conduct of the board rounds, particularly if one or two individuals show different behaviours during observation. This has the potential to affect team relationships during the activity and beyond, and this must be borne in mind whilst carrying out this activity. In order that this risk is mitigated, every effort will be made to observe board rounds without intrusion or being extremely visible. The activity will be ceased if there is any indication that the observation is affecting the fundamental fabric of the board rounds
Issue 3- Confidentiality of participants and patients
Board rounds involve discussion relating to patients, their clinical details and the process of care. The researcher is a clinician who is bound by rigorous confidentiality arrangements in line with existing standards, but there is exposure to information that would otherwise not be required to be accessed. A consultation with the Health Board ethics committee will be undertaken prior to the onset of the study, and full ethical approval will be sought if required for this evaluation. The healthcare worker participants’ confidentiality, in terms of their professionalism, leadership and other characteristics will be maintained to the same standard as set out by the ethical rules and principles within the health board.
Issue 4- Sensitivity of discussions
Board rounds occur in a variety of settings within the ward environments. Occasionally, the only suitable area for a whiteboard and a huddle can be the widest part of the corridor within a ward, and this may present some challenges in terms of the quality of observation possible. Great care will be taken to ensure that discussions remain at an appropriate volume suitable to the environment, and the research activity will not alter the baseline of the volume and content of the conversations.
Issue 5- Visibility of the whiteboard
For obvious reasons relating to patient confidentiality, observational work will exclude a direct view of the board that displays patient information. No pictures/recordings will be made of proceedings to provide teams with confidence that discussions stay within their own domain.
IG Considerations
The following points have been considered in connection with information governance
1. The data collection and processing will be compliant with the research data standards of the organisation with appropriate arrangements for collection, storage and anonymisation
2. All records of participant consent will be maintained and stored in secure settings.
3. Electronic whiteboards have been built with consideration to the duration when the board will display data. There is a built-in auto-logoff feature that ensures that unauthorised personnel will not be able to view patient data
4. All process of care tools that are fed by the data from Stream are anonymised and access controlled.
5. A full Data Protection Impact Assessment (DPIA) for Stream has been carried out. A further DPIA will be submitted for this research activity to ensure that the study complies with the organisational IG standards.
Conclusion
The evaluation of Stream carries considerable value to the organisation’s current objectives, and it is believed that the plan presented in this essay represents a wholesome review and will contribute to the generation of a roadmap for the solution and the service.
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Task 1.1

	Descriptive Statistics

	
	N
	Minimum
	Maximum
	Mean
	Std. Deviation

	High Blood Pressure
	94
	15
	25
	19.41
	2.649

	Respiratory Illnesses
	94
	8
	20
	13.76
	2.430

	Mental Illnesses
	94
	4
	14
	9.62
	2.338

	Diabetes 
	94
	3
	10
	5.94
	1.343

	Health Status (Poor/Fair)
	94
	14
	34
	21.47
	5.054

	Smoker
	94
	14
	36
	25.37
	4.207

	BMI (Overweight/Obese)
	94
	48
	63
	55.81
	3.952

	Valid N (listwise)
	94
	
	
	
	

























Task 1.2
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Analysis of data plots

It is clear that the prevalence of illnesses across Wales vary significantly from region to region. The data shows variability but is perhaps not sufficient to understand the causes of the variability. The data fields have been made simple for widespread uptake of the survey and includes single illnesses such as Diabetes, Hypertension and Arthritis, but also includes groups of illnesses like respiratory conditions, heart diseases, chronic illnesses, mental illnesses and long-term limiting illnesses. The immediate observation to make is that trends in groups of illnesses are harder to interpret as the data doesn’t go far enough to categorise with the knowledge of risk factors that are currently known. Further, one illness may case respondents to be included in many categories. For example, a severe asthmatic will feature in respiratory illnesses, chronic illnesses and long-term limiting illnesses. Overlapping the different fields, therefore, may not offer particular insights.

There is obviously some merit in looking at the overlap within USOAs of smoking and respiratory illnesses, and there is some suggestion from the data that there is a link which needs exploration. It would be extremely helpful to overlay other data sources that hold information about levels of education, levels of access to healthcare, rurality, air quality and levels of deprivation to identify correlations and potential causal relationships.

The dataset available demonstrates clearly that there are several USOAs that fall to the right of the all Wales line that indicates that there are factors to be uncovered for the noted higher levels of prevalence. This would also offer the opportunity to study ‘protective’ factors that lead to USOAs to fall to the left of the all Wales line, and an understanding of the factors that interplay to provide the outcomes noted.

It is worth noting that the care home residents are excluded from this dataset, and this data has to be interpreted with caution, particularly if funding conclusions are to be drawn by policy makers. It is widely recognised that care home residents tend to be the highest consumers of healthcare services, and their inclusion may well sway the data in either direction.

The data does point to some well-known associations such as smoking and respiratory illnesses, respiratory illnesses and living in the South Wales valleys (owing to high incidence of coal mining historically). These observations re-enforce the need to bear this in mind as public policies are drawn. However, the dataset in its current form, presents opportunities for further epidemiological research. In that sense, it represents a canvas waiting to be worked on.
















APPLICATION FOR ETHICAL APPROVAL


	RESEARCH STUDENTS
This form is to be completed by the student within SIX months for full-time students and TWELVE months for part time students, after the commencement of the research degree or following progression to Part Two of your course. 

Once complete, submit this form via the MyTSD Doctoral College Portal at (https://mytsd.uwtsd.ac.uk).

This document is also available in Welsh.


	RESEARCH STAFF ONLY
All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.


	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.




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:
	Dr Sakkarai Ambalavanan

	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:
	Betsi Cadwaladr University Health Board Central Area & UWTSD


	4
	Campus:
	Glan Clwyd Hospital


	5
	E-mail address:
	Sakkarai.Ambalavanan@wales.nhs.uk


	6
	Contact Telephone Number:
	07803163493


	
	For students:

	7
	Student Number:
	2113345

	8
	Programme of Study:
	M Sc in Digital Transformation in Health and Care

	9
	Director of Studies/Supervisor:
	Dr. Philip Scott & Dr. Ed Conley





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
	☐	

	
	
	Institute Research Committee
	☐	

	
	
	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
	NA


	2
	Contact person name
	NA


	3
	Contact person e-mail address

	NA

	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:
	Evaluation of an electronic whiteboard solution and its impact on operational efficiency within an acute hospital

	2
	Proposed start date:
	October 2023
	Proposed end date:
	March 2024

	
	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 is conducted as part of the requirement to achieve an MSc in Digital transformation in health and care under UWTSD

(this box should expand as you type)

	4
	Research Question
4. To evaluate the effectiveness of Stream, delivered through an electronic whiteboard, on the conduct of daily board rounds within the acute wards in Glan Clwyd Hospital.
5. To evaluate the usability of Stream
6. To evaluate the operational impact of Stream enabled board rounds on the efficiency & performance in terms of patient flow within the acute hospital site.
(this box should expand as you type)

	5
	Aims of Research Activity
‘Evaluation of the overall impact of the implementation of electronic whiteboards across BCULHB’



(this box should expand as you type)

	6
	Objectives of Research Activity



(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
	 A mixed methods research with triangulation design is proposed for this study. The table for data collection and approach is presented below
	Effectiveness domain
	Data source
	Data to be collected
	Data type

	Compliance with HB standard to deliver daily board rounds
	Stream log in stats
	Number of board rounds in each area
	Quantitative

	Duration of board rounds
	Stream log in and log off time signatures
	Duration of board rounds
	Quantitative

	Estimation of date of discharge
	PDD (Predicted date of discharge field completion rate)
	Percentage of PDDs completed in each area
	Quantitative

	Accuracy of PDD



	PDD (Stream) and actual date of discharge (WPAS) comparison
	Calculation of accuracy rate by measuring variance numerically
	Quantitative

	Width and depth of discussions in board rounds
	Actions recorded on Stream
	Calculation of actions index (number of actions divided by length of stay within the area)
	Quantitative

	Accuracy of planning for destination of discharge
	Destination on Stream Vs. Destination on WPAS
	Calculation of rate of variance in percentage terms in each area
	Quantitative

	Improve communication within MDT
	Interviews, survey and observation of board rounds
	Themes from interviews
	Qualitative

	Attendance of core disciplines at board rounds
	Observational data collection
	Attendance rates of groups of staff (medical, nursing, therapies etc)
	Quantitative



	Impact domain
	Data source
	Data to be collected
	Data type

	Average Length of stay
	WPAS
	Average Length of stay for the clinical area
	Quantitative

	Percentage discharges before 12 noon
	WPAS
	Percentage of pre-noon discharges
	Quantitative

	Right patient, right place initiative
	Focus groups, interviews
	Themes from operational teams
	Qualitative

	Appropriateness of resource allocation
	Focus groups, interviews
	Themes from specific specialty groups like occupation and physiotherapy professionals
	Qualitative

	Escalation of barriers to discharge
	Focus groups, interviews
	Themes from senior leadership team
	Qualitative

	Reduction of duplicative efforts to ‘collect data’
	Focus groups, interviews
	Themes from nursing matrons
	Qualitative

	Hospital site status
	Locally held data by operational teams
	Site intensity level measurement and trends
	Quantitative





(this box should expand as you type)

	

	Location of research activity
Identify all locations where research activity will take place.

	8
	
Ysbyty Glan Clwyd, North Wales, BCULHB Central area.
(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
	
NA

(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.



(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:



(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?

	12 participants for interviews, and 3 focus groups ( with 6 participants each)


(this box should expand as you type)

	11
	Who will the participants be?

	
Healthcare staff in various disciplines, operation team members, Clinical and operational leads in Glan Clwyd Hospital

(this box should expand as you type)

	12
	How will you identify the participants?
	
The target participants will be practitioners of board rounds in the acute hospital. A generic invitation will be made and a group identified with broad representation across professional groups.

(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)



	
	Information for participants:
	
YES
	NO
	
N/A

	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:

Potential vulnerable members of staff who may feel pressured by observation

Fear of being identified if participants made any views known that aren’t aligned with the organisation


(this box should expand as you type)
	How you will mitigate the risk to participants:

A detailed debrief and appropriate support from the research team


Written and verbal assurance of anonymity






(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

	
	
NA

(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:

None identified

(this box should expand as you type)
	How you will mitigate the risk to the investigator:



(this box should expand as you type)

	5
	University/institutional risks
For example: adverse publicity, financial loss, data protection

	
	Risk to the University:

None identified

(this box should expand as you type)
	How you will mitigate the risk to the University:



(this box should expand as you type)

	6
	Environmental risks
For example: accidental spillage of pollutants, damage to local ecosystems

	
	Risk to the environment:

None identified

(this box should expand as you type)
	How you will mitigate the risk to environment:



(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? 

	
	A de-briefing will be offered if participants wish for and appropriate support and time will be provided by the members of the research team. This will occur immediately following the interviews, and will be followed up with an option to meet later if this was deemed to be required by the participants.


(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.

	
	
An information sheet will be provided and opportunity to offer or decline written consent.

(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. 

	
	
Complete anonymity will be offered, and the research dissertation will not include any identifiable details. The professional group that participants belong to will be referred to in very broad terms (therapies, medical, nursing etc) to ensure that anonymity is maintained throughout.

(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.
	Yes
	☐

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

	2
	
Interviews will be transcribed to allow analysis, but only with an identifier code, which will sepearted from the data itself.

(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),
	☐
	No

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

	4
	


(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:

	
	All data will be stored in a secure location under lock and key. Digital data will be kept in password protected files, any data stored will be GDPR complaint

(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:

	
	Research team only


(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:

	
	DR Sakkarai Ambalavanan ( Lead 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.  

	
	
Data will be stored for 12 months until the completion of the MSc and will stored in an encrypted folder in the researcher’s laptop. No archiving is required or planned.

(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) 

	
	
No

(this box should expand as you type)

	26
	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:
	[image: ]
	Date: 26th May 23




For STUDENT Submissions:
	2
	Director of Studies/Supervisor:
	Dr Philip Scott
	Date:

	3
	Signature:
	

	



For STAFF Submissions:
	4
	Academic Director/ Assistant Dean:
	
	Date:

	5
	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 confirmed by the DoS/Supervisor, module tutor or Academic Director.



	RESEARCH STUDENTS ONLY
Once complete, submit this form via the MyTSD Doctoral College Portal at (https://mytsd.uwtsd.ac.uk).


	RESEARCH STAFF ONLY
All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.


	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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