Application Functionality Report

Introduction
In the report by the National Confidential Inquiry into Suicide and Safety in Mental Health (NCISH) which covers all four nations of the UK, it was shown that patients under the care of Mental Health services are at higher risk of suicide that the general population, comprising 27% of all suicides between 2008-2018 (NCISH, 2021a). Unfortunately, these patients are also at an increased risk of committing homicide, comprising 11% of the 6,383 total number of homicides in the UK (NCISH, 2021b). Even the treatment of the Mental Health conditions has intrinsic risk to patients' health due to the iatrogenic effects of the pharmacological management,

It has been long known that patient with serious mental health conditions die sooner than the general population, with many estimates suggesting this could be a difference of around 10 years (Walker, McGee and Druss, 2015) with most of these causes being Heart Disease, Stroke, Cancer, and other Natural Causes (Walker, McGee and Druss, 2015, Druss et al, 2011). One more recent study suggests that this may be an underestimate, with evidence that these patients are dying even sooner, with an overall 16 Years of Potential Life Lost (Iturralde et al, 2021).

A running theme through these reports and research articles is that communication was identified as a key method of helping to mitigate the risks associated with patients who have a significant Mental Health Diagnosis (Baird et al, 2020) and can have a direct effect on the patient lifestyle, an approach that is gaining recognition (Przybylko et al, 2021). The NCISH developed a toolkit specifically to enhance patient safety, which has an emphasise the importance of communication and interpersonal skills in the development of care plans, risk assessments and gathering good quality information (NCISH, 2021b). Contrary to this a number of authors have highlighted that, particularly in risk assessments, the patients are often the subject of the analysis and planning, rather than a participant in it (Coffey et al, 2016). This is against the best practice management of patient risk, and against the patient’s own wishes to be involved in and central to the management of their conditions (Deering et al, 2019).

Professional standards for all members of the Multi-Disciplinary Team (MDT) require recording information in a timely fashion and ensuring that it is sufficient for other colleagues to work safely, whether nurses (Nursing and Midwifery Council, 2018) Doctors (General Medical Council, 2019), Physiotherapists (Chartered Society of Physiotherapy, 2011), Occupational Therapists (Royal College of Occupational Therapists, 2021) or Pharmacists (2017). These standards are internationally recognised as being essential for patient care, safety and for management of any future litigation.

Background
As part of the ongoing development of patient care within the Mental Health settings of Hywel Dda University Health Board (UHB), a decision was made to improve the timeliness of communication, through the mandatory use of a computerised record keeping piece of software called “Care Partner”. Hywel Dda UHB has the second smallest population in Wales, with only Swansea Bay UHB smaller, but covers over a quarter of Wales. The Mental Health setting of Hywel Dda UHB covers three Older Adult Mental Health Wards (St Non’s, Bryn Golau and Enlli), three Adult wards (Morlais, St Caradogs and Bryn Gofal), Cwm Seren ward houses the Psychiatric Intensive Care Unit (PICU) and one Low Secure Unit, three Crisis Teams and nine Community Mental Health Teams (CMHT). 

Due to the nature of the Hywel Dda UHB geography, the small number of staff in each team and the small number of beds available in each county, it is common for patients from the outskirts of the region to have to be placed in a different county. Unfortunately, while patients being admitted to a ward out of county happened frequently, the professional relationships were obviously strongest within the counties, and between the wards that feed into the PICU. This resulted in multiple and significant challenges to delivering seamless patient care and maintaining safety.

Prior to the introduction to the computer system, paper-based records would be posted to the community teams or sent through internal post between the wards. Often this led to periods of time when, if the referring professional was unable to contact the receiving team directly by phone or email, the patient was left without a professional handover between teams and lacking a current Care Plan or Risk Assessment. This resulted in a recognisable deterioration in mental state being missed, avoidable trigger factors occurring and failure to pass along information that then resulted in avoidable conflict, as well as duplication of assessment and risk of litigation.

This software was introduced with the mandate that, as of the initiation date, paper-based records were to be stopped entirely. Multiple training courses were arranged for staff in each setting, on multiple occasions over the months prior to the start, delivered by the same teaching team, with the intent of delivering a consistent and standardised training schedule to ensure that, on the initiation date, all staff across the region would be able to know how to use the system, where to find the information and who uses each aspect of the system to ensure that there is minimal duplication.

Method
The introduction of the software, and the interaction between the software, the staff and the organisation, will be examined with use of the “Fit between Individuals, Task and Technology” or FITT framework (Ammenwerth, Iller and Mahler, 2006). The system examines the interactions between the Task (defined in this instance as the ability to document the clinical tasks, processes and organisational needs), the Individual (specifically looking at knowledge and skills, computer anxiety and motivation) and the Technology (in terms of performance, usability and functionality), which then directly relate to the IT adoption within the area that the change has occurred (Figure 1.). The framework also supplies a number of specific options for interventions to change the Task, Individual or Technology.
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Figure 1.

The FITT framework can also highlight any areas of problem or success, which will help to assist with the targeted use of an intervention to help resolve or mitigate the issue. In these cases, the diagram is added to with either a lightning bolt for an area of problem, or a sun for an area where the system is working. These annotations are added at the midpoint between the e.g., Task and Individual (when the issue is between the member of staff trying to perform the task and the task that is required to be documented). It is worth noting that this framework is extremely applicable to the situation described, being the introduction of the computerised notes system, as this is exactly the situation that the initial article was describing.

Investigation of the introduction of the technology was to be through focus group interviews. These were semi-structured by design to examine the different areas that the software would work across, with the specific aim being to follow a patient through the journey, both in patients with an escalating Mental Health presentation, from routine CMHT management, through Crisis management and into the Inpatient setting, and their journey back out into the community. 

At this point, the FITT framework is also useful in the development of the questions that were to be posed to the focus groups. The three aspects of “fit” that contribute directly to the IT adoption in this case are related to the questions that should be asked, with aim of investigating how the teams found the introduction of the Care Partner system. It must be noted that the FITT framework will be used as published, as the situation described in the article is very similar to the situation under examination.

Question Development
The questions (Appendix 1) were designed to examine the staff member’s opinion on both their experience of using the Care Partner system and their opinion on how the system had changed their clinical practice, patient safety and how the patient journey was managed and communicated between their different settings of care. The emphasis was on the open-ended nature of the questions, and the ability to develop conversation, which would then encourage honesty and frank conversation. 

Focus Group Interview
The data was gathered from focus group interviews with staff in three distinct groups, being the Older Adult CMHT, the Crisis Team and the Older Adult assessment ward. These groups were chosen for convenience as they are local to the researcher, and to offer a range of opinions as each team have different methods of working due to the nature of their patient group presentation, location of delivery of intervention and access to the patient. 

Audio recordings were collected to ensure that data was not lost, and that the researcher was able to be present in the moment to help control the semi-structured interview schedule. These interviews were transcribed, and the resulting transcription analysed by the author. The data generated from these focus groups was then subjected to thematic analysis with the use of a framework method of qualitative analysis (Gale et al, 2013). 

These interviews were transcribed, and the resulting transcription analysed by the author. The data generated from these focus groups was then subjected to thematic analysis with the use of a framework method of qualitative analysis (Gale et al, 2013).


Participants
Participants were recruited through a convenient sample of colleagues that work in the same area as the researcher. The participants were interviewed in their pre-existing teams rather than trying to redistribute the staff into e.g., professional groups. There were two reasons for this, which were to foster open and honest conversation (which is more likely to occur in the pre-existing teams) and for the practical reason of being able to conduct the focus groups at the end of previously organised meetings (ward round and CMHT meetings). In totally, there were twenty-three participants who were happy to attend the focus groups.

Group 1 consisted of the Older Adult CMHT, being three Band 6 Community Psychiatric Nurses (CPN’s), one Consultant Psychiatrist, one Social Worker, two Occupational Therapists and two Nursing Assistants (NA’s). This is a long-established team, with many staff approaching retirement.

Group 2 consisted of the staff from the Crisis Team, being one Registrar in Psychiatry, four Band 6 CPN’s and two NA’s. This is a young and dynamic team, consisting of staff that have specifically chosen to work in a very fast paced and high-pressure environment.

Group 3 consisted of the Older Adult Assessment Ward, being one Charge Nurse, two Band 6 Registered Mental Health Nurses (RMN’s), 2 Band 5 RMN’s and 2 Health Care Assistants (HCA’s). This is an overall young team, as most newly qualified RMN’s work on the inpatient setting for a brief period and there is a high level of turnover within the HCA staff.

Results
Rather than working within a deductive “closed” system, where the codes were pre-determined in advance of the analysis, the data was categorisation into “open” codes, being the highest level of data interpretation. The development of these codes was through analysis of the transcripts by the researcher and a colleague (Band 7 Charge Nurse) and coded into specific themes, allowing for further analysis based on those developing themes. 

These themes were developed through inductive analysis, specifically examining individual, explicit ideas that were repeated through different individuals and teams. Using this approach, all three groups developed similar lines of detail, which were coded and stratified into specific threads. The aspects that were common to all groups are listed below. 

Analysis
The first and most vocal theme was initial staff reticence to transferring to the electronic notes. The reasons behind this were multifactorial, but the main issue was the staff feeling that they were not sufficiently technologically adept to use the computers. This issue was much higher in the older staff, and in those who had been working in the setting for an extended period, much like the clinicians that were described in the Ammenwerth, Iller and Mahler paper introducing the FITT Framework (2006). This was often combined with a sense of resentment that the use of computers was taking staff away from direct patient care. 

“If I had wanted to sit behind a computer all day, that’s the job I would have applied for. I could have been a secretary or something, but that’s not the life I wanted, you know? I didn’t want to be stuck at a desk. I don’t feel like I’m looking after my patients. I just can’t get used to it.”
CPN (Older Adult CMHT)

This was due to lack of confidence in their own abilities, secondary was that they did not feel that there had been enough training in how to use the system. This was particularly described due to work pressure, lack of opportunity and what the staff felt to be tokenism. Specifically, they felt that the UHB had been unprepared for training several hundred staff in a reasonable timescale prior to its coming online.

“…And the training was a bit of a joke to be honest. The guys from the company stood at the front of the room and told us all about how great it’s going to be and how the feedback they had from other sites was positive. You ask them a question about how things are going to work, and they just say they’re not clinicians, but… <Pause> That’s not an answer. <Pause> Showing me a screenshot doesn’t mean that I know how to use it. <Overlapping, indistinct conversation agreeing with the point>
Band 6 CPN (Older Adult CMHT)

The also felt that computerised notes would take more time than paper notes, and that they did not have “sufficient time” to “lose” more in “pointless” computerisation.

“... And to be honest it’s not me that sorts out the Wi-Fi or sets up my kid’s new phones or whatever. Anything to do with technology, computers, laptops, iPad, phones, video recorders... I hate it all to be honest. I just say “Sort it out” to the hubby or kids and walk out. When I get back in, it’s fixed! Now I come into work, and something goes wrong, or I forget what I’m meant to click on, and I have to go around being the little old lady that can’t make the computer work. It’s embarrassing!”
Band 6 RMN (Older Adult Ward)

It must be noted that all teams felt that their knowledge and skills were improving, and there had been a significant improvement in the attitude to Care Partner in terms of the benefits that were realised following the introduction of the note keeping system. There was a general view among all staff, but especially amongst the young and technologically confident, that the number of staff

A second theme was regarding timeliness of access to notes. Specifically, that the paper record patient Care Plans, Risk assessments and clinical notes no longer took so long to get from location to another. This had previously been a significant problem when the patients were transferred from one county to another, and particularly noticeable on the discharge from a ward that was out of county. The Crisis team felt this was especially relevant to them as they were specifically identified as the team to offer support to patients within 72 hours of discharge (NCISH, 2021b). 

“When a patient had been discharged from a ward out of county, especially when it happens at the end of the week or over the weekend, you wouldn’t always get a phone call to give you a hand over. That meant that sometimes you were going to visit someone that has never been under the service before, you know that they need to be seen, but have so little other information. That’s not seamless care, that’s risky care. Care Partner took that risk and worry away. You wrote it up and it was on the system, didn’t matter where you were“
Band 6 CPN (Crisis Team)

The third theme of data described by staff was that Care Partner had a noticeable effect on the management of risks established in other locations and teams. The dangers of not knowing information that was gleaned from other areas, not having access to records of conversations that had already happened or have details of what had happened during an admission were significant using paper notes. The risk of missing known signs of deterioration in mental state, or of being unable to avoid known triggers, leads to an increased risk of harm to either the patient or others. It was felt that the known signs of deterioration were now being communicated to the “receiving” team upon discharge 100% of the time, and that this information was paramount in maintaining their safety upon discharge.

“Particularly when it was a Friday afternoon, Saturday or Sunday, and you were busy, and you’ve just discharged someone, got to clean and tidy their bedroom, and then start the assessment for the next patient, 'cos there’s always someone on the waiting list, you can’t always get through to the Community team in whatever county. 
You would leave a message, put the notes, risk assessment, all that stuff in the post and hope it gets there in time. I used to feel guilty sometimes, but it’s just the way it was. Now Care Partner takes care of that. You fill in all your risk assessments, your care plans, all the notes that you fill in each day, and that’s that. Everyone can see it the second you push save!”
Charge Nurse (Older Adult Ward)

It must be noted that, upon asking staff to expand on their answers, they had a specific concern due to the miscommunication between areas, particularly regarding expectation of patients, their family and carers. They felt that Care Partner remedied a lot of these situations because staff could check directly on the contemporaneous notes from the admission.

“I used to get nervous at the doorstep in case they [the patient, their family or carers] kick off because I didn’t know something that they have already told staff on the ward. I’ve had patients that have had a really hard admission on a ward and then I’ve arrived, and they ask something specific about something that I should know. Now, I can just say that I can check that on the computer back at base and I’ll call them about it later in the day”
Registrar (Crisis Team)

The fourth theme highlighted consistent between all three groups was that the patient's medical history, and specifically psychiatric medical history, was often poorly documented or handed over between the teams. This resulted in poor understanding of the patient's experience, and risk of potentially adverse effects due to medication changes not being up to date, etc. Care partner allows for General Practitioner (GP) records, referral documents or to be uploaded as a scanned/imported document, which, in combination with the initial assessment documentation allows for accurate and contemporaneous notes to be accessible by the whole team. Unfortunately, this requires actively requesting the record and then actively uploading to the Care Partner system.

“To me seamless care means that patients should have the care they need, in the setting that they need to be in, with the information you need to keep them safe. I find it quite bonkers that a patient has been under the care of the Community team, sometimes for a long time, and when things start to escalate, and the patient needs to be admitted, we are told ‘Get in touch with the GP to make sure you’ve got the right medical history’ and you’re sat on the ward thinking ‘But you’ve been seeing them for months!’. Quite often the history we get is about right, but now and then there’s a big surprise.”
Band 5 RMN (Older Adult Ward)

The final theme specific to all groups was consistency of access, highlighting that the main problem with the paper-based notes was the risk of losing the notes. It was acknowledged that this was a minor problem, but that all groups felt that this risk would be negated by the transition to electronic notes. Care Partner was designed to be updated and synchronised to the cloud in real time, allowing for notes to be secure and immediately accessible upon entry. This aspect of the digital solution was very much appreciated by all groups, including those that were resistant to electronic notes.

“Over the years I couldn’t tell you the number of times I went to the notes to get the record of the last visit and it’s been misfiled or just disappeared, and when I was in my last job you would be sat in clinic and get told ‘We haven’t got the notes for the next appointment’ and you go ‘Right, I’ll work something out’. It feels embarrassing to be honest. Embarrassing. And if it happens twice to the same person. Shocking to be honest.”
Registrar (Crisis Team)

There was a concern raised that “What would happen when the computers go down?”. The instruction from management was that, should this happen, all records were to be maintained on paper until the system was restored. There was no instruction regarding transferring these records back into a digital format, and so practice has been to maintain these in the patient’s files and to send to medical records at the end of their episode of care.

Throughout the above five themes identified was a single focal point, which was a common thread through the themes and in most of the surrounding conversation that was not specifically referencing the technological subject of this functionality report, being patient care. This was referenced in the resistance to electronic notes in that staff who were less confident or technologically literate had concerns that they may make a mistake, resulting in patient care suffering. Those more confident staff were also concerned about patient care suffering because the resistant/less competent staff were unable to input their entries to a sufficient level of quality or using incorrect forms.

The above themes identified through the coding process and development of themes is most simply displayed using the conceptual diagram below (Figure 2) which illustrates the central focal point of the conversations, and the themes that encompass it.

Figure 2.

Discussion
The five key themes developed from the focus groups were resistance to electronic notes, timeliness of access to notes, management of risk, current and accurate medical history and consistency of access. A central focal point running through these themes, and throughout the surrounding conversation is patient care. These remaining themes are consistent through all areas and all staff involved in the focus groups, barring the resistance to electronic records, which was a significant factor in the Older Adult CMHT alone. These themes will be dealt with individually.

The theme of resistance to change is a long established and well researched topic, with Dent and Goldberg (1999) showing that conventional wisdom suggested that nothing had changed following despite, at that point, 30 years of research and development. This situation has continued to the current date (Amirali et al, 2021). Multiple high-profile IT systems have failed with significant coverage costing multiple billions of pounds (Justina, 2017). A recent systematic review suggested that the success rate of the introduction of IT systems has a success rate of just over half (Granja et al, 2018). Interestingly, in this study healthcare was specifically identified as being linked with successful interventions. 

Some studies suggest that transformational leadership plays a central role in ensuring change occurs with the lowest degree of resistance and cynicism (Peng et al, 2021). A repeated comment in this theme was specifically regarding the management and their lack of understanding, their lack of preparation and their underestimating how many sessions would be required to train the staff to achieve both confidence and competence.

Using the FITT framework, a specific intervention that could have had a significant impact on this would be to have had more of a dialogue with the clinical staff. Daly et al (2014) list a series of barriers to effective clinical leadership, listing many of those raised by the focus groups. The participants in these focus groups were explicit in the fact that they had no sense of involvement in the decisions around the system, none had the opportunity to test the system prior to “going live” and none had the ability to discuss the system with clinicians that were already using Care Partner. 

Further to this, they felt unsupported, with poor access to the Care Partner helpline, very limited training and education on the system pre-initiation and, despite being “promised” the opportunity to feedback, and that the feedback would be used in modification of the forms to better suit the clinicians. All groups felt that the emails sent were ignored and the requested changes did not occur, which left them feeling more disengaged and cynical about such a “top down” process.

The second theme is timeliness of access to notes. There are multiple stories in the news regarding failures in care due to information not being passed from one team to another in a timely fashion. One of several recent articles in the news regarding a failure in NHS care specifically identified that a team member did not have access to the current risk assessment (Stanley, 2021). In that situation, the medical professional was unable to access the risk assessment during the assessment of the patient's risk of suicide. This lack of seamless care shows the direct risks that result from miscommunication, delays in communication or lack of information at the time of assessment or conversation.

With the introduction of the Care Partner system, this situation cannot occur as the system saves the record as it is keyed in, unless, as with some further articles in the news, the staff do not complete the documentation at all (Fenton, 2021). To highlight one further risk, while this situation is perfectly adequate for transfers between teams within the Hywel Dda UHB regions, other Health Boards use different systems that do not communicate seamlessly. In these cases, electronic referrals are completed, but access to the records in their entirety is not possible.

Using the FITT framework there are no interventions that are required for this theme from the UHB perspective, as Care Partner is a live updated system allowing for immediate access to information upon entry. Looking at the wider transmission of data, the All-Wales Welsh Clinical Portal (WCP) is accessible nationally. An intervention to improve the situation nationally would be to have Care Partner to have an export module that was linked into the WCP, allowing secure communication between the WCP and the local system outside the UHB regions.

The third theme was management of risk. In the previous, paper-based system, risk assessments, care plans and clinical notes made by clinicians during episodes of care were kept in separate areas. These assessments would be collated and sent to medical records, or in filing cabinets in the CMHT or Crisis teams offices. This results in transfers of care occurring with some, but not information available to mitigate/manage the risks associated with the specific patient. The risk of suicide in Mental Health patients admitted with suicidal ideation/behaviours is 200 times that of the global suicide rate (Chung et al, 2017). Care plans that have established triggers, signs and symptoms of deterioration in mental state are essential for informing both staff, relatives and carers, to assist with patient care and safety.

Using the FITT framework there are no interventions that are required for this theme.

The fourth theme was current and accurate history. Even while obtaining a past medical history from a patient with a sound memory and the capacity to provide their history, this is often inaccurate, misremembered or with sequential problems (Redelmeier et al, 2001). The most comprehensive record of medical history sits with the GP as the consistent professional for any member of the public.

As with the second theme, an intervention under the FITT framework would be the addition of a module to Care Partner that would link directly into the WCP, allowing for real-time access to the GP records. A sensible additional function of this module would be to allow the GP to access the Care Partner records, even if only specifically limited to Care Plans and Risk assessments rather than the full MDT record. Further to this, inclusion of a formal pathway to offer feedback, a process of acknowledgement, the ability for the developers to explain timescales for modifications or why specific requested modifications would not be possible. 

The final theme is the consistency of access. This was the one topic that all groups agreed had been significantly enhanced by the electronic notes. Care Partner suffering a system wide outage was a very rare occurrence and, in these teams at least, no adverse events had occurred during these periods. Staff in all teams felt significant improvements in that, at one point, it was common for one team to not know that another team was involved. 

Care Partner allows staff to access the notes from other teams immediately, allowing a greater understanding of how the patient is presenting at other times with other individuals. Particularly when patients are attending Physiotherapy or Occupational Therapy, they do not necessarily feel they are having their Mental Health assessed, meaning they may be more confident or relaxed and express opinions or symptoms they may not when they are formally being assessed. This information is readily available through Care Partner to the ward and community Mental Health staff, and can inform their decision making regarding a patients readiness for discharge, decreasing or increasing need for support, or, in some cases, admission.

Further to the five themes identified through the focus groups is an underlying core factor, being patient care. It was referenced by almost every participant and was a recurring point that was developed from or within discussion around the above themes, alluded to as a reason for moving towards electronic notes or away from paper notes, and was discussed in peripheral conversation and digressions that occurred during the sessions. 

It cannot be highlighted enough that, regardless of the staff members personal opinions, any development that was considered highly likely to improve patient care would be adopted. Ultimately, it was this central factor that resulted in the electronic note system being accepted by those that would refuse to adapt to these changes in their personal lives. Adoption of seamless care is a universal requirement in healthcare as it has been linked to improved patient satisfaction and decreased readmission rates (Scotten et al, 2015).

FITT Framework Assessment
The FITT framework has been shown to be effective at evaluating the barriers and facilitators to IT adoption in a specific arena. Theoretically, if the links between the Task and Technology, Task and Individual and Individual and Technology are working adequately, then the IT will be adopted. If any of these links are prevented due to significant barriers, then adoption will not occur.

In this case, the most significant barrier was identified as being between the Individual and the Technology, due to staff confidence and lack of knowledge, and their resistance to change. The reason for this resistance was mainly due to significant cynicism regarding the support and training that was promised but failed to materialise, the lack of action regarding concerns raised management and the lack of modifications or even acknowledgement of concerns submitted directly to the Care Partner product designers. 

Despite the significant barrier, staff adopted the IT system as a result of feeling that this would improve patient care, and persisted in the use of Care Partner despite their concerns and irritation. This is reflective of the FITT framework, where the barrier exists, but is not sufficient to prevent adoption

Conclusion
[bookmark: _GoBack]In the example given, the FITT framework correctly describes the process of achieving IT adoption in terms of the fit between the Individual and Task, the Individual and Technology and the Task and Technology. In this case, the barrier to adoption was not sufficient to prevent the adoption of Care Partner over the widely acknowledged benefits recognised amongst staff.

As a result of the focus group discussions, it is widely felt that the introduction of Care Partner has improved communication both within and between teams, has improved the timeliness of access to Care Plans and Risk Assessments, reduced the risk of loss of medical records, improved the quality and availability of past medical history and has reduced the frequency of notes being lost either temporarily or permanently. 

This adoption has taken Hywel Dda UHB closer to delivering seamless care but more work is needed to build on these established foundations.
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Appendix 1

The questions were:
1. What have you found to be the greatest benefits of the change to computerised records?
2. How have you found the process of keeping your records on the Care Partner system?
3. What have been your key issues with computerised notes so far and do you have any concerns regarding the Care Partner system going forward?
4. What are the three primary barriers to delivering seamless patient care?

An additional two prompt questions were also developed, allowing the researcher to investigate or develop lines of enquiry, being:
1. Can you clarify what you meant by (quote of specific point that was made)?
2. Would you like to expand on what you said about (quote specific point that was made)?

An introductory monologue, providing background information into the reason for the focus groups and the objectives of the session was also established, being:

“As part of an assignment for an MSc in Digital Skills for Health and Social Care Professions, I am required to investigate the introduction of a Digital solution that has occurred in my workplace. As you know, Care Partner was introduced as a Digital Solution for our note keeping, Care Plan development and communication of Risk Assessments. I have a few questions, but please feel free to excuse yourselves at any time. There are no wrong answers, and no right answers, and thank you in advance for the answers that you have given.

The first question is:”


Patient Care


Resistance to Electronic Notes


Timeliness of access to notes


Current and Accurate Medical HIstory


Consistency of Access


Managment of Risk
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