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Introduction
NHS continuing healthcare (CHC) is a process of ongoing care that is arranged and funded solely by the National Health Service (NHS), where an individual will need to be assessed as having a ‘primary health need’ as set out in the National Framework for NHS continuing healthcare and NHS-funded nursing care (Department of Health & Social Care, 2022, Revised).  Establishing that an individual’s primary need is a health need - requires a clear and reasoned decision. This should be based on evidence of needs from a comprehensive assessment. Any practitioners from health or social care  involved in this process should comply with existing Welsh Government practice guidance on assessment and care planning, which includes (Table 1).  It suggests within the framework that practitioners should refer to this guidance directly when completing the continuing health care decision support tool (CHC DST).
	Table 1: Welsh Government practice guidance


	The Social services Well-Being (Wales) Act (2014a,b) codes of practice: 
	Part 3 – assessing the needs of individuals. 
	Part 4 – meeting needs.

	Mental health (Wales) Measure (2010)
	Part 2 & 3

	Welsh Government (2018)
	Passing the Baton: A practical guide to effective discharge planning.


	Welsh Government (2020)

	Covid-19: hospital discharge service requirements.



The process is as follows, the Local Health Board (LHB) must provide the necessary CHC information booklet and explain the process, obtain consent, determine capacity, advice re-advocacy and establish the individuals, language of choice. At this point they may be considered for rehabilitation or reablement if deemed appropriate. If unsure about eligibility, within the framework there is a checklist to complete to guide decisions of the MDT, however this is not mandatory, therefore very little access to this document. Alternatively, in the health board a nursing assessment is completed and assigned to the discharge liaison nurse, prior to the full CHC process.  If an individual as been confirmed of being eligible for CHC a care co-ordinator should be appointed, who would then arrange the multi-displinary team (MDT) who is responsible for the individuals care, such as doctors, nurses, physiotherapy, occupational therapists, social sector staff, district nurses, care providers and nursing homes to inform care and management need from hospital to place of discharge. 

The individual and the family should be involved throughout this process as well as the MDT, as guidelines indicate that this shared decision making should be embedded in practice at an organisational level (National Institute for health and Care Excellence, NICE, 2021). If an agreement is made, this is where the MDT will make an eligibility recommendation to the LHB, which will need to be ratified to make a decision from the evidence provided from the CHC DST and they  will then be informed of the decision and their care package. However, if they are found not eligible for CHC, the individual must be given a completed copy of the CHC DST, details of the appeal process. Pending on the needs of the patient for discharge an alternative package may be required as in part 4   meeting needs  in relation to guidance supplied by the Social Services and Well-being (Wales) Act (2014b). Discharge planning in the health board can be a simple or complex process with many variables pending the direction of the individuals care needs. For CHC to apply they must meet  criteria within the framework.
The  CHC DST,  is in four sections, personal information, care domains, recommendations and equality monitoring form. Currently within the health board it is paper based.  The CHC DST can now be found on the SharePoint site of the health board (NHS Trust, 2022), due to the revised edition of the CHC DST, this is now become available in an electronic format. However, completion remains paper based. The reasons for this could be, staff are unaware of its location, lack of education and knowledge to complete the CHC DST,  in certain areas, lack of computers, limitations and timeframes on wards, computer literacy, unfamiliar with word documents and its functionality by entering a text box to complete the sections. Therefore, it is saved in a paper format and photocopied for use, with no supporting literature to guide the process.
The CHC DST is a national tool to support practitioners across health and social care in the application of the National Framework for NHS Continuing Healthcare (CHC) in Wales (Welsh Government, 2022a). This framework guides the bringing of information from the CHC DST assessment in conjunction with national tools to support decision making. Thereby, applying evidence in a practical format to aid consistent evidence-based recommendations and decision-making regarding eligibility for CHC (Welsh Government, 2022a). 
Currently this tool is used to assist and support the multi-disciplinary teams (MDT’s), with decision making but should not replace clinical judgment. The CHC DST users 12 care domains, breathing, nutrition, continence, skin integrity, mobility, communication, cognition, psychological and emotional needs, behaviour, drug therapies and medication, altered states of consciousness and other significant care needs. These are used to identify a full range of factors that have a bearing on an individual’s eligibility when reaching a decision. Completion of the CHC DST provides a comprehensive picture of the individual’s needs, which captures the primary health care need to qualify or quantify, which includes continuity of the care that may be required to meet the individual’s needs.
This method of recording various needs in the 12 care domains can be broken down into a number of levels and what support may be required. This is based on four characteristics of a primary health needs, the nature, unpredictability, intensity and complexity (Table 2). Each of these are important factors either in combination or alone to demonstrate a primary health care need within each care domain. Thereby the totality of overall needs should be considered when completing a CHC DST.
The 12 care domains are completed within the CHC DST. Within each domain, space is provide to record and describe in measurable terms of what  the descriptive factors are within the individual care domains, while using clinical expertise with the support of validated assessment tools if relevant to assess the level of need. Such as, risk assessments for nutrition, pressure care, mobility or falls. This then is divided into levels of need, low (L), moderate (M), high (H), Severe (S) or priority (P) (Figure 1).
	Table 2: Primary Characteristics of Health Care Needs


	Nature
	This describes the particular characteristics of an individual needs (which can include physical, mental health, or psychological needs), and the type of those needs. This also describes the overall effect of those needs on the individual, including the type (‘quality’) of interventions required to manage them.


	Intensity
	This relates to both the extent (‘quantity’) and severity (degree) of the needs and the support required to meet them, including the need for sustained/ongoing care (‘continuity’).


	Complexity
	This is concerned with how the needs present and interact to increase the skill needed to monitor the symptoms, treat the condition(s) and/or manage the care. This can arise with a single condition or can also include the presence of multiple conditions or the interactions between two or more conditions. It may also include situations where an individual’s response to their own condition has an impact on their overall needs, such as when a physical health need results in the individual developing a mental health need.


	Unpredictability
	This describes the degree to which needs fluctuate, creating challenges in managing them. It also relates to the level of risk to the individual’s health if adequate and timely care is not provided. Someone with an unpredictable healthcare need is likely to have either a fluctuating, or unstable or rapidly deteriorating condition.





Figure: 1 How the different care domains are divided into levels of need
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Throughout this process, primarily nurses complete the 12 sections of the care domains. This is guided by admission processes, care plans, risk assessments, discussions with the MDT teams, patient and family. In addition to this doctors, physiotherapists and occupational therapists are required to report on any needs that are required to further evidence the CHC DST.
Once the assessment is completed a MDT meeting can be held to discuss the core domains and levels of needs that have been triggered to meet the eligibility of a primary health care need. This must incorporate the underpinning principles in table 2 to ensure correct procedures have been met.
	Table 3: Underpinning Principles

	Principle 1: People first

	Principle 2: Integrity of decision-making

	Principle 3: No decisions about me without me

	Principle 4: No delays in meeting an individual’s needs due to funding discussions

	Principle 5: Understand diagnosis; focus on need

	Principle 6: Co-ordinated care and continuity

	Principle 7: Communicate



Welsh Government (2022) states that practitioners must be fully aware of 2021 NHS CHC framework underpinning principles (Table 3) for this to work in practice, prior to undertaking a CHC assessment. Since the underpinning principles are evidenced based recommendations and decision-making   processes to ensure that when individuals are confronted with complex needs, they rely on health and social providers to ensure their best interests and rights are met.   Therefore, nurses must have a range of  communication and interpersonal skills as well as an up to date knowledge base, and must  adhere to local and national guidelines to ensure best practice is covered when completing the CHC assessment. Nursing & Midwifery Council (NMC, 2014) states that nurses must have up-to-date knowledge and evidence to assess, plan, deliver and evaluate care to communicate their findings to promote health and best practice. As well as making person-centred, evidence-based judgments and decisions, in partnership with multidisciplinary teams involved in the care and discharging  process to ensure high quality care. The CHC DST is a tool to support decision making and should be used with professional judgment on whether  the totality of an individuals need demonstrates the four key characteristics of a primary health need (table 2). It should support multi-disciplinary teams (MDT’s) to demonstrate that they have executed a rational and consistent approach to their decision-making.
Therefore, this essay will review the literature critically  to look  for CHC DST implementation processes and barriers when using clinical decisions support CDS) tools.  The focus being on primary health care needs and care domains, as describing these with a digital system will need to be interpreted using clinical knowledge and evidence based practice to reach a decision.
Literature Review
There is a pleura of literature that supports clinical decision support (CDS), which is said to be a key process for enhancing health-related decisions to improve health and healthcare delivery (Osheroff et al. 2012). CDS come in a variety of designs – medication alerts, best practice notifications, health maintenance reminders, order sets, documentation templates and reference information (Centers for Disease Control and Prevention (CDC) 2022). Osheroff et al. (2012) suggests the five rights concepts is the best practice framework for Clinical Decision Support ( CDC, Table 4). 
Thus, a literature review was conducted to inform what evidence was out there relating to the CHC decision tool regarding levels of need, to explore how  clinical care decisions are made to individual patients  decisions support tools, together with the focus being on the five rights of clinical decision support.
	Table 4: The Five Rights of CDC

	1. 
	The right information (e.g. evidence-based guidance

	2. 
	To the right people (i.e., clinical care team – including the patient)

	3. 
	Through the right channels (e.g., electronic health record, patient portal, other means

	4. 
	In the right intervention format (e.g. prompts, order sets, alerts)

	5. 
	At the right points in the work flow (i.e. for decision-making or action)



There is a pleura of literature on evidenced based  practice that have shaped many processes in decision support tools and computerised clinical decision support systems  (CCDSS) (Sutton et al. 2020). So for the purpose of collating enough unbiased literature and with the many terminologies used for decision support tools, that is paper based, electronic and computer assisted, were used interchangeably through the search terms. 
Search Strategy
The Inclusion criteria were articles that had to be relevant to the module learning outcomes, which were understanding of decision support systems to specialist aspects and evaluate how this enhances the service user’s experience  and link to the processes of the NHS continuing healthcare. The following key words were used as a search preference -  decision support tool. decision support systems, digital tools, NHS funded care, continuing health care, decision support tool, decision making, level of need, patient care needs, decision making, evidence based practice, electronic assessments, health record, patient safety, care domains, multi-disciplinary, discharge planning, organisational. 
On analysis of this, a primary search was conducted using search terms such as decision support systems, digital tools, NHS funded care, continuing health care, decision support tool, decision making, level of need, patient care needs, decision making, evidence based practice, electronic assessments, health record, patient safety, care domains, multi-disciplinary, discharge planning, organisational. The  universities e-resource databases was utilised and with the assistance of the librarian within the health board, in order to access peer reviewed and evidence base  literature relating to decision support tools for continuing health care and levels of care needs. This did generate a vast about of data but did not meet the inclusion criteria. PubMed was also reviewed and retrieved 1,998 results with filters added for abstract, free full text, clinical trial, meta-analysis, randomized controlled trial and systematic review within the last 10 years. They were screened, while there were analogous settings, which may  have been transferable previous literature searches had identified this field, therefore due to  duplications of literature no records were retrieved. 
In the same manner Grey literature identified a sizable number of documents. Limiting the findings to between 2015 and present day retrieved over 344,000 hits. The first one thousand articles were screened using titles and abstracts independently by hand. Likewise, with PubMed, Cochrane systematic reviews and Google Scholar no studies were retrieved. Whereas it as been noted in Brennan et al. (2011) that articles assessed for eligibility were read in full and independently by three authors.  
As requested the librarian carried out 3 different searches using Medline, and using filters, sub categories,  such as clinical, needs assessment cost benefit analysis, costs and cost analysis, decision support techniques, patient care planning,  the Boolean operator “And, OR” was used to combine parts of the search history already undertaken.  While the search did bring back some results they were excluded by the librarian as there were nothing relevant to the operationally activity, regarding continuing health care in relation to decision support tools and did not meet the criteria of electronic decision-making tools that help determine level of patient care needs. Additionally, the librarian completed a further two literature reviews  using Medline, CINAHL and Scopus, providing citations to review -  
1. Evaluating clinical decision-making tools.
2. Barriers and enables to implementing decision support tools.
 All 99 Citations were reviewed using the same methods above and eleven  studies were sought for retrieval, with one being unretrievable.
In the same manner the search scope was then repeated, using the universities e-resources databases and subcategory databases.  Search filters were also applied, peer-reviewed journals, patients, clinical decision making, digital health, medicine, decision support systems, health informatics, science & technology, life sciences & biometrics, again the Boolean operator “And, OR” was used  to combine searches. There were 395 results of which 216 were removed as they did not meet the inclusion criteria, duplicated data and wrong interventions, wrong settings and three duplicated records were identified.  There were four studies identified, one being unretrievable. All articles and search histories were saved  and stored in the web-based library application under sub-headings as well as  Ref works and Mendeley, pending which database or web based system were used.
Inclusion & Exclusion criteria
The Inclusion criteria were articles that had to be relevant to the module learning outcomes, which were understanding of decision support systems to specialist aspects and evaluate how this enhances the service user’s experience  and link to the processes of the NHS continuing healthcare decision support tool. Due to the pleura of information on DST’s and the searches conducted  titles and abstracts, not the full articles  were read and used to look for any type of literature that met the inclusion criteria of   transitions of care, multidisciplinary, quality improvement, discharge, person-centred health, complex needs, electronic documents, nursing documents and primary health care needs. While evidence based and decision making literature was excluded from  the review, due to the CHC being largely evidenced based with the aforementioned decision making as being one of the primary factors used to complete the DST  and already used in practice. However, they were used to obtain relevant data and references to inform implementation and evaluation processes.  
Figure 2 shows a preferred report item for systematic reviews and met-analyse flow chart of results following the search for decision support tools used in specified business area. (Page et al. 2020).
Strengths and Limitations
As these searches were carried out by hand independently with only titles and abstracts read, some studies may have been missed, due to  which may have a bearing on findings on implementation and processes that may be applicable  for a digital decisions tool for continuing health care. However, there did appear to be a lot of duplications from previous literature searches that had been conducted. Within the grey literature the were some documents from government websites, relating to the revised  framework for continuing health and the decision support tool with supporting documents. A brief was also given to the librarian regarding the operational activity and the learning outcomes for the search, in which she used the NHS evidence health care databases to identify relevant literature.. Tricco et al. (2023) uses a librarian within their study to support in a comprehensive literature search strategy.
Quality assessment of selected papers
The literature review found very little if any directly applicable to a digital  DST used for CHC, so seven articles have been cited from analogous settings (Table 5) to gain  further understanding of decision support tools, to see if any findings were transferable to inform practice, where a digital enhancement to the DST would be beneficial.
The Cochrane handbook (Ryan & Hill, 2016) was used to grade the evidence using the five assessment criteria (Table 6).  Grading starts with baseline rating of HIGH for RCT’s and LOW for Non-RCT’s. Therefore, grades were given as suggested – high for RCTs (Randomized Controlled Trials)  and low for non RCTs. This base line can be changed marking up or down
pending on these five assessments, which are based on making a judgement about the quality based these five assessments. Having little expertise with grading evidence the CASP’s (Critical Appraisal Skills Programme, 2023) checklists (CASP, 2018a; 2018b; 2020) were used to assist with analysis of the seven articles. While this system is not used to grade the evidence it was helpful to use the checklist to guide the process with the Cochrane handbook (Table 6) for interpreting the grades for quality (Ryan & Hill, 2016), identify any gaps in existing evidence and compare CHC DST to the literature in table 5. 
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Figure 2: PRISMA Chart (Page et al. 2020) – Literature Identified
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	Table 5: Studies eligible from Literature Review

	Source
	Purpose/Thesis
	Type of Article
	Level of Evidence
	Major Findings

	Bumpas et al (2021)
	The article aim is to describe a quality improvement (QI) to improve patient perceptions of care transitions when discharged from hospital to home.
	Retrospective Review
	LOW
	They suggest that multidisciplinary discharge planning rounds (MDPRs) can close gaps in communication, enables patients to better care for themselves and providing the necessary information to patients and families before discharge can improve patient satisfactions with care.


	 Malakar et al. (2022)
	The aim is looking at clinical decision support systems (CDSSs) and the use of a socially assistive humanoid robot (SAHR) introduction to ground rounds with pre/post operative care.
	Experimental prospective randomized controlled trial.
	HIGH
	While the trial showed growing need for digital computer aided support and machine learning algorithms for classification and inference leading to automated interpretation of clinical data. The uptake is for CDSS are progressing slowly, which they suggest is disconcerting, since CDSS contribute to patient safety, adherence to clinical guidelines and management of research and treatment protocols. They suggest one of the reasons is low user acceptance, due to clinicians not 
being involved in the design process, which led to suboptimal implementation. Currently, the study is ongoing and will use  a rigorous study method by using validated questionaries to measure outcomes to continue to inform the trial aim study. Additionally, limitations to their study are highlighted (inclusion criteria e.g. sample age, computer literacy), which will need further studies. Therefore, their findings could no provide general and final conclusions on the effectiveness of CDSS delivered  with SAHR in hospitals.




	Ostropolets et al. (2020)
	The aim of the paper was to conduct a scoping review to characterize clinical decision support systems (CDSSs) that generate new knowledge to provide guidance for such cases in real time.
	Scoping Review
	LOW
	Their findings that the overall evidence was lacking. Positive improvement on clinical and quality outcomes were shown only for a limited number of interventions, while other benefits remain unclear. Their review suggested that there was a need for further testing of CDSSs and if appropriate further dissemination.




	Shafiee et al. (2022)
	The aim of the study was to design an electronic clinical documentations system for unified recording of nursing activities using standardized data elements, which improve data quality, data interoperability and decision making to pave the way for global standards of care
	A systematic review study along with a two-round Delphi survey to prepare a formal and organized data structure and standard platform.
	LOW
	They concluded that involving the end-users in the development process resulted in an easier conversion from paper-based to computerized documentation. Nurses approved of the system with minimal complaints in the practice settings. However, there where limitations  - study should have included more hospitals with more nurse participation.  Training of the system took great effort due to workload of nurses. The infrastructure was not always suitable for the components of the design, which was challenging to build the necessary infrastructure.


	
Table 5: continued

	Smaradottir et al. (2020)
	The aim of the patient centred health care team was to support the self-management and independent living of elderly patients with chronic diseases and multi-morbidities in the hospital discharge transitions during the first weeks at home. 
were employed, with interviews and observations
	Qualitative research
	LOW
	The explorative evaluation showed a lack of interoperability between digital systems and a limited support for cross organisational teamwork, causing raised manual efforts to maintain the information flow.  The main implications of the study proposed principles for a cloud-based health portal with a shared workspace and teamwork functionality across-organisational health care systems.




	Steel Gray et al. (2022)
	The protocol outlined a plan for development, implementation and evaluation of a digital bridge co-designed to support person-centred health care transitions for older adults with complex care needs
	Non-randomized controlled study. Mixed methods approach
	LO|W
	The study seeks to determine if a digital bridge will support improved communication across providers in the hospital and community, patients and family caregivers, leading to greater shared situational awareness during care transitions. The study is to finish 2024 due to previous Covid 19 restrictions


	Waring et al. (2019)
	This papers aim is to investigate how three communication interventions during discharge planning and care transitions enable inter-professional knowledge sharing and learning for integrated working.
	A  two year Ethnographic study. Data collected involved in-depth observations an semi-structured interviews.
	LOW
	The paper build upon existing research on inter-professional collaboration and patient safety by focusing on the problems of communication and coordination in the context of discharge planning and care transitions. Therefore, lending to the suggestion that care systems should look to develop multiple complementary approaches to inter-professional communication that offer opportunities for dynamic knowledge sharing and learning.





	Table 6: Five criteria assessments for grading evidence

	1.
	Risk of Bias

	2.
	Inconsistency

	3.
	Indirectness

	4.
	Imprecision

	5.
	Publications








	Table 7: Grade ratings and their interpretation using table 5 assessment criteria

	Source
	Baseline given
	Quality
	  Interpretation

	Bumpas et al. (2021)
	Low
	 Low
	While there was a lack of confidence with the grading study design and sampling, which was not representative of the general population and potentially prone to bias. Although, they do suggest the results of the study indicated that there was a 10% increase with patient satisfaction with care transitions. Most of their results appeared to be based on hypotheses, which would be considered  an  advantage if further studies were conducted using a prospective study (Nickson, 2020).
 However they did provide an insight into multidisciplinary working and the challenges of standardization. So no change to grade. 


	
Malakar et al. (2022)
	
High 
	
High 
	The  study looked at introducing a CDSS and a  SAHR (table 7) into grand rounds during pre/post-operative care, unfortunately the results were inconclusive. Again this study was based on testing primary hypotheses, which measured outcomes, namely clinical usability and acceptance of the CDSS system from the clinicians perspective. Therefore, no change to grade.


	Ostropolets et al. (2020)
	Low
	Low
	While the study provided some intuitive data regarding CDSS, We lacked confidence of the outcomes of the study. No change to grade.


	Shafiee et al. (2022)
	Low
	Low
	Limitations and infrastructure problems may have hindered the project. However, it did provide some data regarding user satisfaction, therefore no change to grade.


	Smaradottir et al. (2020)
	Low
	Moderate
	This provided insight into patient and information flow for discharge planning and the challenges of care transitioning from hospital to home/care setting.  Its focus was person-centred, integrated and proactive and actioning collaboration across organisations. Upgraded due to confidence that the outcome will be true to the study’s aims.



	Steel Gray et al. (2023)
	Low
	Moderate
	This study provided an insight into developing, implementing, and evaluating digital health technology to support complex transitions of discharge. Upgraded due to confidence in the study design and ongoing analysis of workflows between systems.


	Waring et al. (2019)
	Low
	Low
	While this article explored care transitions and discharge planning, there were limitations to that made the recommendations tentative. Therefore not upgraded.





Evidence of impact
I. Standarding Multidisciplinary discharge planning rounds – the proposed strategy for the implementation were based on the strength of the evidence from the MDPR’s as MDT discharge planning rounds are composed of different disciplines coming together to co-ordinate care, identifying patient needs, establishing goals and planning discharge. Therefore, to standardise the daily MDPR’s a scripted rounding tool with talking points was developed with the multidisciplinary input to guide the process and keep the rounding team on track. The process was welcomed by the multidisciplinary team. Doctors and nurses adopted the system quickly and had positive responses to the process changes. In comparison Shafiee et al. (2022) suggests in her study that  involvement from the end users during development process resulted in an easier conversion from paper-based to computerized documentation, which received higher approval from the nurses and minimal complaints regarding its content in the practice setting.

II. Introduction of a fuzzy logic  (FL) – based CDSS into grand rounds – Malakar et al. (2022) reports that  that the rules of this FL will be defined  based upon knowledge and already established clinical guidelines and observations. Furthermore, While this was chosen  for specific diseases, which are typically complicated, require multiple treatment options and a lot of information requires monitoring. As well as the newly developed CDSS will patient health related data, such as pain, patient reported data and patient reported outcomes, using structured in an interoperable HL7-FHIR format (Saripalle et al. 2019). This is to be part of ward round in real time and be equipped with speech-enabled user interfaces delivered via a tablet attached to a socially assisted humanoid robot (SAHR), pepper (Soft bank, cited in Malakar et al. 2022). While this is an innovative idea,  uptake would be would be limited. Malakar et al. (2022) postulates that this may be the only study on the integration of CDSS’s and social robotics. They feel in would make the use of the CDSS more effortless for clinicians (e.g. robot capable of movement, carrying the tablet and offering queries in natural language) and more engagement with stakeholders including patients.
 

III. [bookmark: _Hlk128085146]Inter-operability CDSSs  - CDSS’s refer to any electronic system designed to aid clinical decision making, which generate patient specific assessments or recommendations that are then presented for clinicians for consideration. Mostly, they have been linked to medication management(Sutton et al. 2020; Papadopolous et al. 2022). . They can be divided into knowledge based (i.e. rule based) and non knowledge based (i.e. data driven), pending on how much data is captured (Sim et al. 2001) . For the introduction of a digital CDSS for continuing health care it would appear that a knowledge based system would be more appropriate because it is based are work flow driven and depend on expert rules that requires input data in order to produce an action or output. These can be taken from medical literature, practice based or patient directed evidence, which is more in line with primary health care need set out in table 4. In comparison, non-knowledge - based systems  need case driven and need data to train the algorithms (Capobianco et al. 2019), but does not follow clinical knowledge. But artificial intelligence (AI), machine learning or statistical pattern recognition (Sutton et al. 2020; Papadopoulos et al. 2022). However, there are many doubts about the systems barriers, such as transportability, inter-operability, poor data quality and interpretation, reluctance to use in front of patients, poor computer skills and literacy, poor integration into existing workflows, prevents wider adoption in practice (Sutton et al. 2020; Bright et al. 2012; Devaraj et al. 2014; McGraw et al. 2021; Jandoo, 2020). Therefore, using a humanoid robot as in Malakar et al.(2022), while an innovative idea for trialling the hypothesis,  does not appear to support its usability for a continuing health care digital system. Ostropolets et al. (2020) study completed a scoping review of clinical decision tools that generated new knowledge to support decision making and found that there is more testing required for CDSSs and if appropriate can be disseminated, which actually echoed Malakar et al. 2022) studies conclusions. In comparison Bumpas et al. (2021) study for standardizing a MDT tool  centred on a MDT approach, which is required for a DST for CHC. Potentially, one of the disadvantages of this tool is the length of time it takes to complete for one patient and the numerous MDT  members required to complete the processes to meet the criteria to maintain up to date information and the duplications of systems due to interoperability.

IV. Care health transitions between settings –  three of the studies looked at care transitions from hospital to home and the challenges of inter-displinary working across primary, secondary and social care. The findings in general, where lack of interoperability between digital systems and a limited support for cross organisational teamwork, which caused excessive amount of effort to maintain information flow (Waring et al, 2019; Smaradottir et al. 2020; Steel Gray et al. 2020). There were many disadvantages, tools for coordination and planning, separate electronic health record systems, limited interoperability, operated by two different organisations, duplication. Similarly, the DST support tool for continuing health care as different tools to use to aid clinical decision making, which can end up be duplicated because there is no system to ensure it is kept in one place for completion by the care-coordinators. An advantage would be if it could be uploaded into a cloud based portal for users, where the defined users of the multidisciplinary team had login authorisation (Smaradottir et al. 2020). A disadvantage that the social sector who may be involved in the MDT process will not have access, therefore, workflow of the documents and decision making may be hindered.

Implementation Issues
Conversely, when conducting a literature reviews some of the challenges appeared to be the same, even though the literature was from analogous settings, which suggests some of the evidence may be transferable. Currently, the DST for the CHC, while it  can be completed electronically, it is still being completed on paper. One of the reasons for this is that staff are unable to access a digital workspace to complete the electronic copy. Currently, the Welsh Nurisng Care Record (WNCR) went live in a number of hospitals throughout the health board.  The  Welsh Nursing Care Record (WNCR), is seen as a national digital solution, which has been designed by nurses for nurses, with the aim of standardising and digitalising nursing documentation in Wales (Digital Health Care Wales, (DHCW, 2021). Equipment was provided to the wards. However, this does not have access to the electronic DST for continuing health care, due to interoperability between the systems. Currently, this is still the situation, as the WNCR is a national system and used throughout Wales, gap analysis has been completed for the DST, however is currently on hold, due to the organisational structures and the differences between primary secondary and social care settings, much the same way in as Smaaradottir et al.(2020) and Steele Gray et al (2020) papers have stated and will need to be reviewed.

Additionally, the problem being the  guidance suggests using a checklist prior to completing a full DST. Van de Velde et al (2018) suggests that checklists can support professionals in a more structured way for a more successful way with the interventions of a DST.  Although, the checklist are not  mandatory to complete prior to the DST. The checklist is primarily used if required  if decision making is not congruent with eligibly. However,  in some areas this is not the case, they use a nursing assessment for NHS Funded Nursing Care/ continuing health care, however this is only available on another part of the health boards ILG (Integrated Local Group) SharePoint, however it is inaccessible  and therefore unless you have access to their  site or you have copies that have been supplied to the ward from the discharge liaison team. This knowledge has come from own practice and completion of the CHC DST and discussions with the discharge liaison team to ensure completed forms are in line with evidence-based practice and guidelines as the CHC framework requires. Interestingly, a study was based on mind-lines. The basis for this is coffee-room chat that may impact on evidence-based practice and our informal conversations help rather than impede the spread of best practice. Gabbay and Le May 2016). Therefore, could this be used to educate, train and facilitate a clinical champion who are dedicated to supporting, advocating and spearheading initiatives within their field and who can overcome resistance that may occur at a organisational level (Morena et al. 2022; Powel et al. 2015). Therefore, reducing implementation barriers for clinicians, such as behaviour change management, by displaying significant knowledge about evidence based practice and describing the usability of systems and establishing peer buy in (Llovd-jones, 2020).  

It is also important to acknowledge potential limitations of clinical champions. Clinical champions are also providing clinical care, which is their primary responsibility. Thereby this may impact on the education and training  they can provide along with leadership skills, expertise may not be sufficient (Morena et al). An alternative method would be ensuring the local health board had discharge liaison  teams, who are dedicated specifically to discharge planning and continuing health and involved in peer groups with up to date knowledge of evidence based practice and any changes that are made, who provide training and education to staff on completion of the DST.
 The literature as indicated many risks and constraints associated with applications of decisions support, listed above are just a sample. The running theme for electronic tools appears to be involving end users in the implementation and  communication processes, which seems to be an effective strategy to ensure shared decision making provides continuity  (Shafiee et al. 2022; Steel Gray et al. 2020; Wickramasekera et al. 2020). Importantly, table 4 indicates that the five rights concepts that needs to be applied for a decision support tool. In short the CHC DST meets most of this criteria, however no system is perfect and needs a  learning health system approach may be an application that would assist in this specified business area. This can be described as the facility of learning and improving by integrating supportive technologies into sociotechnical systems (Gremyr et al. 2021; Menear et al. 2019).

Evaluation
Clinical documentation and access to reliable information are essential components of nursing decision-making (Ferdousi et al. 2021). Care planning help to prioritise the individuals and assists with person-centred goals. Planned care can change as the individuals needs change, this is were the MDT plans goals using achievable goals using SMART objectives, specific, measurable, achievable, realistic and timely (Revello and Fields, 2015; Nurse Choice, 2018). This should be communicated to facilitate continuity of care. Communication may be verbal, but should always involve documentation in a variety of formats, including paper, computer based or pre printed care plans and risk assessments (Ajibade, 2021)
The CHC decision tool relies upon this decision-making and evaluation of a comprehensive assessment to establish an individuals primary health need, based on table 2 - primary characteristics of health care needs. There does not appear to be any formal evaluation of how the health board evaluates this decision based tool to see if the evidence-based criteria and the challenges of meeting the Primary Characteristics of  Health Care Needs set out in table 2 and the underpinning principles in table 3. As well as there is a pleura of government guidance to adhere to.
There are two types of research (Table 8) quantitative and qualitative used for evaluation.  Quantitative data tests theories about users behaviours, attitudes and is based on statistical evidence. Normally, the goal is to quantify the experience of the user. Qualitative focuses  on  the understanding and the users behaviour and why they want a product to work in a certain way. This methods is normally completed via observations, field studies, interviews and usability test. The aim is to understand the human side of data to understand the reasons and motivation’s of the user’s experiences (Rosencrance, 2023). Some of the studies included in the literature review  table 5 completed quantitative and qualitative research. Although, the qualitative approach from  table 6 and 7,   five criteria assessments for grading and interpretation would appear to lend better to how decision making to the users experiences of the DST CHC. While this is graded low, it does have some benefits of being transferable.
Therefore, interviews, observations and usability tests would allow the data to see the experiences of the user in decision making and the impact on the individual as this should be a person centred approach to discharge planning . Interestingly, one of the studies looked at the clinical usability of the CDSS system, they used a system usability scale (SUS). Bangor et al (2009) and Lewis (2018) states that this is the most widely used standardised questionnaire used for assessment of perceived usability. The benefits of using a SUS is that it can easily be used to administer the questionnaire  to the participants, can be used on small sample sizes with reliable results and is consider valid, where by it can differentiate between usable and unusable systems (Usability.gov, 2020; Sauro, J., 2011).  This would be a useful tool to use to establish education, knowledge, usability of systems 
In conclusion while clinical decision tools are used throughout healthcare there does appear that there are organisational gaps in the literature about the effectiveness of interventions  of guide-lines and evidence based decision tools, which have been shown in the literature review. However, it is also suggested that further research be completed using socio- technical models that study clinical decision systems from a multidimensional views and frameworks to model information flows (Kilsonk et al. 2017; Medlock et al. 2016).
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