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1. Introduction

This assignment will discuss a proposal for change by standardising a nursing document used for enhanced care from a paper format to a digital platform to be included in the Welsh Nursing Care Record.
The Welsh Nursing Care Record (WNCR) is a digital system that involves the digitalisation and standardisation of nursing documentation across Wales. WNCR is supported by Digital Health and Care Wales. 
Digital Health and Care Wales are a Special Health Authority within Wales that creates and supports the inclusion of digital solutions within Health and social care to improve Health care and the services they provide.
Funding for the WNCR project is provided by the Welsh Government Efficiency Through Technology Fund (2017 to 2020) and phase 2 of the project will be funded through the Welsh Government Digital Priorities Investment Fund (2020 to 2023).













1.2. The organisational structure of Digital and Health Care Wales
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1.3   Overview
There are 7 Health Boards and 1 NHS trust in Wales which amounts to 81 Hospitals. For this study, the author proposes the initial phase of the project to concentrate on one Health board (Swansea Bay University Health Board) within one clinical area.
The pilot ward is a Sub-acute medical ward within Neath and Port Talbot Hospital, part of Swansea Bay University Health Board. The Ward has the capacity for thirty-two patients with a high majority over the age of 65 years with very complex needs often requiring enhanced care/extra support.
The Ward establishment consists of 1 consultant, 4 Doctors, 2 nurse practitioners, 1 ward manager, 1 ward Sister, 21 Staff nurses, 26 Health Care support workers, 2 physiotherapists and 1 occupational therapist. Electronic staff record (2022).
When a patient is admitted to Hospital it would be acceptable to assume that they would be subject to general observation as a minimum. Some patients receiving care may require temporary periods of enhanced care or closer observation to maintain their safety.
The circumstances when patients require an additional level of support or observation could be for the following reasons -
· The patient requires frequent clinical observations (e.g., to prevent falls or harm)
· The patient is a risk to self or others.
· The patient is likely to wander or abscond.
· The patient is confused /agitated/aggressive/violent towards others.
To assess, monitor and evaluate the care of patients requiring additional support; the Health Board currently uses an “enhanced observation and support framework” to document and review the patient's condition.
Within the enhanced observation and support framework, the nurse and Health Care Support workers complete a behaviour chart section (could be as frequent as every 30 minutes) to reflect the patient's behaviour. The Matron and Ward Manager review the document daily to assess the level of care required for each patient. Adequate staffing levels are then maintained based on the care needs of the patients.
The document may be accessed by various multi-disciplinary team members such as nurses, Doctors, psychiatric teams, and allied health professionals to input information or influence decision-making.
The document is lengthy (average of thirty-two pages) and often found with incomplete or blank sections hence it could be argued that it adds no value to the care and treatment of patients.
The risks of not completing the document to meet the care needs of patients could result in an inaccurate patient assessment. The repercussions of an inaccurate assessment would decrease the safety of the patient because the assessment would for example indicate if the patient were a high falls risk/risk of self-harm or risk to others. 
George et.al (2012) emphasised the importance of improving the safety of frail older patients within the hospital setting that requires extra support or care. The suggestions for improvement were to introduce a centralised patient record which would result in improved patient safety because all members of the multi-disciplinary team would have easy access to the multifactorial risk assessments in order to make safe clinical judgements,
The purpose of this assignment is to discuss a project to facilitate the transition of the enhanced observation and support framework document from a paper-based assessment to a digital format to be included in the Welsh Nursing Record with the aim of improving the quality and compliance of completion with the document.
The transition from a paper to a digital risk assessment would support nursing staff to determine the level of enhanced care and lines of responsibility for those involved in the decision-making delivery and management of enhanced levels of care with the overall aim of improving the safety, effectiveness, consistency, and quality of care patients can expect to receive.
2.   Justification
As previously discussed, the current quality of patient documentation is questionable, and improvements are needed to improve patient safety, care, and experience. Improvement Cymru strategy 2021-2026 highlights the importance that everyone in Wales should have the right to expect safe, effective and efficient care.
Following the recommendations of the Topol report (2019) digital is the future within the NHS particularly nursing hence the aim of the project is both achievable and feasible.
  “There is a need to complete the digitisation and integration of health and care records if the full benefits of digital medicine (earlier diagnosis, personalised care and treatment) are going to be realised for the NHS”. (Topol Report 2019)
The nursing and Midwifery Council Professional standards of practice and behaviour for nurses, midwives, and nursing associates' (section 10) state that clear, accurate record-keeping is an obligation of any nurse and should be considered an integral part of the role.
It is well documented that improvements within all aspects of nursing documentation are required to ensure the quality and safety of patient care are maintained. Consequently, a study by Collins et.al (2013) indicates that poor nursing documentation has an impact on patient mortality. 
Studies conducted by both Taylor et.al (2014) and Tajabadi et.al (2020) suggested common errors associated with paper documentation include not dating and signing entries, illegible handwriting, leaving sections of the document incomplete or blank and using non-identifiable abbreviations.
The recommendation is a digital format of the enhanced care risk assessment that would be incorporated within the Welsh Nursing Care Record (WNCR) with the aim of improving the quality and safety of patient care and experience by improving the quality of the document.
WNCR is a digital system that facilitates the transition of paper nursing documentation to a digital base. It was introduced in Wales in 2020 and supported by Digital and Health Care Wales. 
WNCR includes the digitalisation and standardisation of nursing documentation across Wales to improve the quality of nursing documentation. The aim of the transition would be to improve the safety, effectiveness, consistency, and quality of care patients can expect to receive.
There are many proposed benefits of the transition from paper to digital. The duplication for nursing staff with information already captured in the assessment documents section of WNCR could be “pulled through” and populate pertinent areas of the enhanced observation and support framework assessment section. (An example being the falls and cognition risk assessments)
This would save the users time by not duplicating assessments evaluations of care and ensuring consistency of information between the current care needs of the patient and predicting the enhanced level of support a patient requires. Another benefit of introducing the change would result in releasing the nurse for more time to care for patients
3   Aim
The proposed impact of changing the enhanced observation and support framework from a paper to a digital format.

Releasing time to care



Improved eligibility

Improved patient safety

Enhanced observation and support digital support tool





Reduced duplication
Audit transparency

4.   Objective
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The objective of this project is based on Leavitt Diamond Model (1965) which encompasses the four elements (technology, task, people and structure) Explained by Hoff (2014), All 4 elements are an interactive approach, each element influencing the other. This approach is often used to manage change in organisations. 
· To improve patient safety by improving the quality, accuracy, and completion of enhanced care documentation within a hospital setting by implementing a digital format of the current enhanced care paper document in one ward within one health board in Wales within 12 months.













4.1.  Analysis
Fishbone route cause analysis – Impact of nursing documentation and potential causes on patient safety.
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5.  Overview of the search strategy.
Following the completion of a route cause analysis, a scoping review of the literature from the UTSDW library was completed.
The initial stage of the scoping review was to define patient safety for patients in hospitals in relation to the quality of nursing documentation.
The search method applied included the words “nursing documentation” and “improving patient safety” combined with “electronic nursing documentation”
The search was limited to papers published from 2012 to 2022.
Excluded studies were those conducted in maternity, mental health and learning disability settings.
5.1 Systematic literature review
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6.   Literature findings
From the literature explored, there was very little evidence found specifically for “enhanced care” what was found was regarding patient safety in general. The literature found that the impact of inadequate or incomplete nursing documentation directly affects the safety and quality of care. Some examples were falls and healthcare-acquired infections.  Patient documentation is a comprehensive assessment of an individual patient with a personalised plan of care with risks identified with a care plan to mitigate those risks. Fundamentally, nurses should ensure accurate, detailed documentation of care is available for all patients to reduce the risk of harm and promote safety.
6.1.  Common themes from the literature search
Common themes identified were “documentation burden” “time” and “poor quality documentation”
[bookmark: _Hlk120889303]6.2.  Time
The purpose of decreasing the amount of time a nurse spends on patient documentation without compromising on the quality of the document would result in more time spent delivering direct patient care. Evidence shows that there is a variation between electronic versus paper documentation and the time spent on completion.
An independent study commissioned by Nuance (2022) within five NHS hospitals in England with the participation of 1000 healthcare professionals (doctors, nurses and allied healthcare professionals) was conducted to assess the impact of nursing documentation on patient safety. The findings were the average time spent per day on patient documentation was three hours and to note on average an hour per day searching for relevant patient information. This was further emphasised by Okaisa et al. (2014) in a study that concluded that paper documentation consumed 50% of a nurse’s time per shift which is significant in relation to time to care.
Wallace (2017) cited that over 70% of nurses say they go home late after finishing patient documentation and 33% of nurses said that clinical documentation takes up to 40% of their shift.
In comparison, a study conducted by Swansea Bay University Health Board (2021) following the introduction of the Welsh Nursing Care Record showed that in 4 medical wards between April and August 2021, the transition to an electronic patient record released 257 hours of time to care, which equated to 110 hours saved through adult inpatient assessments and 147 hours through risk assessments completed digitally. 
Venkakateswarn et.al (2022) conducted a comparison study of digital versus paper-based nursing documentation. The results found the time spent on digital documentation was significantly less than on paper (on average 5.8 minutes per assessment) without affecting the quality of care the patients received. 
In contrast, a study in the US by Momenipour (2019) showed that after eleven years of implementing an electronic nursing record, it was found that nurses spent more time on documentation compared with patient care but showed a reduction in medication errors and improved health care quality. The reasons suggested were the patient records were concise due to the electronic record system providing prompts to complete assessments fully before the nurse could save and continue hence assessments were more meaningful and patient centred.

6.3.  Quality
A qualitative study was carried out by Tajabadi (2020) in Aran to explore the correlation between patient safety and quality nursing documentation. The findings were multi-faceted. The paper documentation available was disorganised and not easy for nursing staff to access. Reports were found to be written using the same terminology for each patient as routine as opposed to a holistic patient-centred approach. There appeared to be a difference between the care patients were receiving to the documented evidence available. Nurses were writing ambiguously to avoid legal implications especially when there were busy. One of the recommendations from the study was to consider the implementation of an electronic nursing record to improve and standardise the documentation. 
In comparison, Heidari et.al (2017) reported an improvement in nursing documentation following the implementation of an electronic health record. Findings were that the quality of the document improved when nurses were completing the electronic version, they were prompted to complete all sections of an assessment before they could save and complete hence improving the completion of the overall document.
Another example was a study conducted by Walker-Czyz (2016) to measure the impact of an electronic health record on the quality of care delivered. The results were following the introduction of electronic documentation there was a positive impact on patient outcomes, examples given were a reduction in in-patient falls and hospital-acquired pressure damage.
Bail et.al (2020) conducted a comparison study from twenty randomly selected patient records during a pilot project to determine the effects of electronic versus paper health records on the quality of nursing care. The study found evidence of poor documentation in both paper and electronic systems however, the risk assessment element showed an improvement in electronic as opposed to paper. The study suggests the potential to improve patient safety with the transition to an electronic system, but further research is recommended due to the scale of the pilot.
In comparison, Wang (2015) conducted an audit in seven residential homes to compare paper versus electronic documentation. The study showed that even though the electronic version documented more signs and symptoms the overall quality was no better. The study found nurses’ attitudes towards standardised terminology need to be addressed to improve overall nursing documentation

6.4.  Documentation burden
Nursing documentation has increased tenfold over the last few years.  It is common that if a critical incident or complaint arises (with or without harm) a document would be implemented to mitigate further risk to the patients and provide governance and quality assurance. This has resulted in a documentation burden, taking the nurse away from the bedside to constantly evidence the care provided to prevent litigation.
An observational study by Cooper et.al (2021) was carried out over 120 observational hours to measure the nursing practice of documentation on each shift. The findings identified were duplicated and often unnecessary paperwork. The feedback from nurses was they found the amount of paperwork onerous and felt was often completed with no real value to patient care.
Sutton et.al (2020) suggests that when implementing an electronic health record, clear guidance should ensure the inclusion of only essential data and all unnecessary elements are identified and removed. The study recommended that being specific with what the minimal dataset standards are expected, would reduce the burden on nurses therefore the completed documents would be more meaningful and ensure the right information is collected at the right time by the right person.

Setting the scene
As previously discussed, this assignment will discuss the initiation and implementation of a project to facilitate the change of an enhanced care nursing document to a digital platform.
Definition of a project
A project is a process of change management with clear aims and objectives with detailed activity, timescales and deliverables according to an agreed business case with a planned end date when the objectives outlined have been achieved.
Scope 
· The project will change the enhanced care document from paper to a digital format within the existing Welsh Nursing Care Record (WNCR) within 12 months.
· The digital format will enable nurses, doctors and allied health professionals to complete the digital format from existing IT equipment within the clinical setting.
· Staff will access WNCR from their existing Nadex Cymru account (an NHS-generated personal identity password to access various systems within the NHS databases)
· The project will be funded by the Welsh government’s digital priorities investment fund.

7.   Method
Prior to the initiation of a project, there are various project management methodologies to choose from all with different methods to facilitate and get the most out of the project.
7.1. Project Methodology
To manage a successful project, Ahmed (2012) recognised that the use of a project methodology gives structure and guidance, improves communication, and increases the likelihood of a successful project 
Some examples would be Prince 2 and Waterfall methodologies. The important factor is choosing a method that will suit the project’s aim and objective.
The project management methodology used for this project was the Prince 2 methodology. Also considered would be the RAIDO principles throughout the project life cycle. Prince 2 focuses on products and concentrates on the benefits of the product to the organisation.
Prince 2 was introduced by the NHS in 1989 and later became a joint venture with Aexlos.  and has a proven history of successful projects within the NHS. 
The author chooses Prince 2 due to the methodology’s flexible approach for this project. Although the method has seven principles, themes and processes; the project manager only utilises those sections required to benefit the project. The project would adopt an agile approach, especially during the testing phase (system and user acceptance testing) When testing the electronic form, if there are any concerns or issues during testing the process is reviewed, changed if needed then re-tested (scrum approach).
Prince 2 involves the end-users at the start of the project in this case the specialist clinician group would help direct the process from the nursing and end users’ expectations.
The seven themes, processes and principles are applied simultaneously throughout the project’s life cycle, not as stand-alone sections. 
7.2.  Projects in controlled environments (Prince 2) Methodology
Prince 2 consists of 7 principles, themes and processes. 
Principles
 1. Continued business justification. can be a powerful driver of the project and can determine if a project is to be initiated or not. The business case would be updated throughout the project. Within this project, the project manager would present the objective of the project and outline the expected benefits.
2.  Learn from experience. A reflection on past projects as a benchmarking process to improve the current project. Within WNCR a lesson-learned document is currently provided to the board to ensure actions are taken to address any issues or concerns raised along the way are addressed and considered moving forward.
 3. Defined roles and responsibilities. Ensure all stakeholders are informed about how they fit into the project with defined roles and responsibilities. The stakeholders of this project would be the Project manager, clinical specialist group, business analyst, programme manager, business change team, testing team, Chief nursing informatics officer, and end users (nurses, doctors and allied health professionals).
4.  Manage by stages. The project is planned, monitored and controlled in stages. The Gantt chart would be an example of monitoring the stages and timelines involved.
5.  Manage by exception. an agreement between the project manager and project board to manage change, authority and tolerances gives the project board assurance of any permissible deviations in time, tolerance and cost. A regular project board exception report would be provided regularly.
6.  Focus on products. the project focuses on the definition and delivery of products, in particular the quality requirements. The aim is to ensure the project does not stray away from the desired outcome and remains on target and appropriate to achieve the project objective.
7.  Taylor to suit the project environment. Taking into consideration the size, complexity, importance, capability and risks involved. 

Themes
1. Business case – is the project desirable, valid and achievable? The business case articulates the value of the project and outlines the values with the balance of benefits against costs and risks. Within WNCR, data is collected and presented to the project board on the positive impact electronic nursing documentation is having.
2. Organisation - provides the project’s structure of accountability and responsibilities of all stakeholders involved ensuring a robust governance process. Stakeholder analysis is defined at the beginning of the project with all stakeholders involved to promote and maintain clear communication from the onset. The importance to ensure a well-defined project is everyone knows who is doing what and when.
3. Quality. Ensuring the quality expectation is concise, clear and measurable. Collaboration with the end users to define the quality expectations and measurable acceptance criteria. This would define the minimum acceptance criteria to be accepted. Within WNCR the clinical expert would be a key stakeholder to monitor and guide the project from a clinical perspective. User stories would lead to the development of the product with a particular focus on quality.
4. Plans. To facilitate communication and control by a clear definition of the means of delivery. The estimation of what is to be achieved, by whom and when. The Gantt chart and product breakdown structure would be used to demonstrate the plans to facilitate communication between all stakeholders.

Gantt chart indicating the project plan
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5. Risk. To identify, address and control uncertainty with the overall aim to improve the ability of the project to succeed. All risks would be entered on the risk register and discussed at board patient safety meetings with mitigation plans if appropriate.
6. Change. A structured process to ascertain what any potential or actual change would have on the project. Change can happen to improve the quality and efficacy of the project authorised by the project board. Any changes within WNCR go through the request for change process that must be agreed upon within clinical input sessions.
7. Progress. To establish mechanisms to monitor and compare achievements against the plans, provide a prediction for the objective and continued viability and control any unacceptable deviations. Monthly project board meetings would give the board assurance.



Processes
1. Starting up a project.  This would include the project mandate to validate the project. Here the project board would discuss the project brief with the project manager. Following approval from the project board, initiation starts.
2. Directing a project. To provide a clear indication of accountability for the project’s overall success by agreeing on key decisions and exercising control whilst delegating the daily management of the project to the project manager.
3. Initiating a project – This is to establish the foundation of the project to enable the organisation to understand the work that should be done to deliver the project. For a successful project, it must include certain upfront criteria, an agreed set of rules and a plan to work towards. A project initiation document is a governance between the project board and the project manager. This would prepare the team for every expected stage boundary.
The project manager presents the project initiation document (PID) to the project board for sign-off and initiation of the project.
The Project initiation document would include the following details –
· Definition and rationale explained with the background and reason for the change in clinical practice.  The purpose of introducing an electronic versus paper nursing document would be to improve the quality of the document.
· Aim and objective of the project. What are the deliverables and the expected outcomes (for the patient, clinician, staff and finances). The expected outcomes would be an improved assessment process, therefore, risks mitigated for the vulnerable patients in question.
· Quality control mechanisms. Risks, Actions, Issues and decisions log to be implemented. The proposed risks were identified, and mitigation methods were discussed.
· Timescales of scope, baseline, design, system testing, user acceptance testing, training, implementation and “go live” with the transition to handover and business as usual. Again, the Gantt chart would identify milestones and timescales involved. 
· Constraints highlighted as the project is funded by the Digital Priorities investment fund to deliver within the 12-month timescale previously identified.

4. Controlling a stage. This stage aims to assign and monitor work, progress, and then report back to the project board with a progress report. A risk register is implemented to monitor risks and issues. The detailed task list would facilitate the monitoring process
Detailed Task List 
	Task ID
	Task 

	Responsible parties
	Predecessors

	EPR
	Requirements gathering
	BA
	

	EPR 1
	Business rules
	BA
	EPR 

	EPR 2
	Scoping
	PM
	EPR 1

	EPR 3
	Modelling
	Dev
	EPR 2

	Dev 1
	Development
	Dev
	EPR 3

	Dev 2
	Customise
	Dev
	Dev 1

	SIT
	SIT testing 
	Testers
	Dev 2

	UAT
	UAT testing
	Service user
	SIT

	Training
	ESR Training module
	BC
	UAT

	Training 2
	End-user training
	BC
	Training

	IG
	IG approval
	DS
	Training 2

	Val
	Validation
	QA
	IG

	Handover
	Handover to service users
	PM
	Val



5. Managing product delivery. This stage is the link between the project manager and the team managers by placing formal requirements on accepting, completing and delivering key aspects of the project. This would be formalised in the work breakdown structure.
Work breakdown structure


WISB approval
Business as usual
Go live
User acceptance testing
User training
Readiness report
Test reports
Risk log
Business rules
Initiation
Clinical
Recommend - ation
Information Data standards
 s
Assurance quality plan
Test plan
Information gathering
Wireframes
Contact log
SIT testing
User stories
Directors of nursing approval
Gap analysis
Information data standards
Clinical information gathering
Stakeholder analysis
Handover
Testing
Design















6. Managing a stage boundary. This is where the project manager gives assurance to the board by providing updates, milestones achieved, and the next stages discussed. The business case justification, risks and continued viability of the project are also explored. This process is carried out at the end of each stage of the project.
7. Closing a project. Is when the project has achieved the objectives set out in the project initiation document. The detailed project handover is a crucial element here to ensure the end users have the relevant documentation following confirmed acceptance from the service users as being approved and meeting the quality criteria outlined in the beginning. Good practice at this stage is to complete a lesson-learned report to influence future projects. Following the implementation of the document post-implementation audits would be undertaken to ascertain the efficacy of the change.
7.3.  Constraints of Prince 2 methodology
Firstly, the project requires senior management approval, and an experienced project manager to facilitate the project and has been criticised for being documentation heavy. 
7.4.  Alternate Methodologies
In comparison to Prince 2, the waterfall methodology manages a project in specific stages. Each stage is dependent on the completion of the previous one. Hence the first stage would have to be completed before the next one starts. 
This method would be suitable for projects with defined stages with no expected changes or iterations. This methodology involves end users at the initial stages of the project whereas Price 2 involves end users through the life cycle of the project to contribute to the overall project. 

8.  Discussion
There is clear evidence to suggest by reducing the time spent on documentation enables the nurse to spend more time with direct patient care.  The overall impact suggests improved safety for patients.
The change from paper to electronic documentation cannot however be underestimated from a “change process” perspective for all service users. Nurses and all service users have only ever completed paper nursing documentation and the transition to an electronic patient record can be daunting. The inclusion and engagement of service users at the very beginning are fundamental to the progress and success of the project. Using the principles for Prince 2 will ensure end-user involvement from the beginning of the project.
A study conducted by Shafiee et.al (2022) concluded that although electronic documentation is good from a legal, ethical and professional perspective, nurses should have adequate training in IT and using digital platforms for the system to work. 

9.  Conclusion
From the literature explored, there is evidence of improved patient safety following the implementation of electronic nursing documentation. The reasons found were more time spent on direct patient care, and the quality of documentation improved.
Consideration is needed around training and digitally enabling the workforce to take the electronic documentation forward from the onset of the project. As previously discussed, “change” within the clinical practice can be difficult to overcome however, good clinical leadership and engagement from the beginning would give assurance to the end users.
A digitally enabled nursing workforce is the future of the NHS. The investment in this project alongside other digital platforms can add value to the patient record which would result in the opportunity to reduce harm, improve standards of care and reduce variation in nursing documentation.
The overall project using Prince 2 methodology would facilitate the transition as it is a controlled environment with clear aims and objectives. The methodology focuses on managing the risk and divides the project into smaller easy-to-manage stages with defined roles and responsibilities. The project is easy to control with the guidance of the structured approach.
9.1 Further considerations
Future considerations are the document to be implemented across every health board in Wales as a standardised document within WNCR. This would provide a standardised, evidence-based approach for nurses.
The digitalisation and standardisation of all nursing documentation could be the way forward. The frailty assessment and the discharge support tool are an example of documents that would benefit from the change from paper to digital.
The electronic patient record would also benefit from cross-border functionality which equates to the electronic patient record following the patient in any Hospital in Wales with the function to share information across boundaries whilst keeping the patient at the centre of everything we do.
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