Enhanced Therapeutic Observations and Care

Enhanced Therapeutic Observations and Care (ETOC), also known as 1:1 care or specialling [sic], is a clinical intervention widely used in NHS settings to support patients experiencing confusion, agitation, delirium, and cognitive impairment (Camden and Islington NHS Foundation Trust, no date). Its aim is to provide supportive individualised care for vulnerable patients whose behaviour or risks cannot be managed within normal staffing levels. Demand for ETOC provision is growing, fuelled by an aging population and increasingly complex co-morbidities (NHS England, n.d.). 

ETOC is intended to provide close observations to protect patients from harm whilst providing rehabilitative activities that prevent deconditioning. This may include engaging in cognitive, physical, social, person hygiene, creative or calming activities (NHS Worcestershire Acute Hospitals NHS Trust, 2021). In practice, ETOC are undertaken by Healthcare Support Workers (HCSW) without specialist training, and during these supervision periods HCSW frequently sit with patients while they rest but offer no therapeutic engagement. In some cases, the only interaction they receive is being instructed to sit down (Jones, Aylward and Jones, 2019). Despite strong evidence that maintaining exercise in older and frail adults reduces falls incidence by up to 23% and reduces hospital admissions and length of stay (Ganz and Latham, 2020; Sherrington et al., 2020; Guilcher et al., 2021), ETOC is commonly observed to be used restrictively - minimising patient movement to manage falls risk (British Geriatrics Society, no date; Growdon, Shorr and Inouye, 2017). It is inconsistently applied and often left in place beyond the necessary period, negatively impacting the patients experience, therapeutic engagement and staff wellbeing (Jones, Aylward and Jones, 2019; Kuluski, Reid and Baker, 2021). While nurses have a duty to protect patients from harm, use of restricted practices must be balanced with the legal, professional and ethical obligations to treat patients with dignity, respect their individual needs and autonomy, and provide a caring environment which promotes recovery (Patient Safety Commissioner, no date; Royal College of Nursing, 2023; Nursing and Midwifery Council, 2024; Care Quality Commission, 2025).

To address this, the Cardiff and Vale University Health Board (CAV UHB) Digital Nursing team has proposed a digital transformation of ETOC through the development of a dedicated ETOC application. This system will consolidate and triangulate data, including staffing, acuity, Welsh Nursing Care Record (WNCR), and incident data. The application will generate a dynamic risk-score for every adult inpatient drawing on information from their clinical history, incident history, and frailty indicators. Each score will have a corresponding level of supervision suggestion, and will update in real-time as the patients’ condition changes - enabling fast identification of those at highest risk. Alternative supervision options to 1:1 will be suggested where appropriate, for example, motion sensors/alarms, cohort supervision, intermittent supervision, padded floors mats or low-rise beds. Live bed management and staffing data will display bed availability within the ‘Harmony Suite’ - a specialist dementia friendly unit, and number of staff available or currently providing ETOC.

Additional features within the ETOC digital transformation will include a live dashboard to present this information visually to the wider MDT, enhancing real-time coordinated decision making. To streamline communication and reduce transcription, the application will incorporate a digital referral system with standardised templates auto populated with demographic data. For staff delivering 1:1 care, digitised behaviour charts will include rehabilitative intervention suggestions and offer instant access to rehabilitative care training. These features will promote therapeutic interventions and staff development opportunities. The digital behaviour charts will inform the MDT of the current necessity of the ETOC interventions and reduce excessive or prolonged ETOC usage, as recommended by NHS England (2025b). 

Scoring mechanisms for early identification of frailty indicators can support efficient and reliable person-centred care by producing standardised and consistent care guidance, mitigating cognitive biases, and reducing errors (Ke et al., 2024). However, they are not exact, their accuracy depends upon the clinical record being sufficiently complete and up to date, and their safe use still requires application of clinical experience and judgement (Cross, Choma and Onofrey, 2024; Zhang, Cosimetti and Montagu, 2025). Concerns about overreliance on clinical decision-making tools persist. To reduce cultural resistance clinicians must trust that automated risk scoring tools will not expose patients to harm (Monaghan, 2025). It is vital that the system supports and equally weights the clinician’s professional judgement - rather than overriding or diminishing it, and that clinicians remain aware that incomplete data may lead to some patients being overlooked (Lekan et al., 2017; Langkjaer et al., 2021; Jones, Thornton and Wyatt, 2023). 

Overall, this digital transformation aims to enhance the quality, efficiency, and person-centredness of ETOC, by enabling data-supported decision making, improving MDT collaboration, and promoting safe and therapeutic care. Comparable implementations in other NHS Trusts have demonstrated significant efficiency gains including reductions in agency staffing costs of up to 68% (Brown, no date). 


The Quintuple Aim

The Quintuple aim is a framework for evaluating healthcare transformation which highlights five interdependent components which collectively influence healthcare outcomes, experience, and costs. These include improving patient experience, enhancing population health, reducing costs, supporting staff wellbeing, and advancing healthcare equity. Understanding each component and their interactions is essential when designing service change, as each component may benefit or hinder another (Itchhaporia, 2021; Nundy, Cooper and Mate, 2022; Alavi and Jain, 2025). 
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Figure 1. Quintuple Aim Pyramid. (Alavi and Jain, 2025)

Digital innovation in healthcare has introduced new ways to enhance services and meet the Quintuple Aim. For example, virtual consultations offer an accessible alternative to traveling to a healthcare facility which extends services to vulnerable patient groups - this can improve their healthcare outcomes leading to reduced health inequity. Artificial intelligence may enhance diagnostic accuracy, leading to efficient services which reduces healthcare costs and improves the patient experience of care. Data analytics can support predictive insights and personalised care plans, improving healthcare outcomes, reducing healthcare inequity, and boosting service efficiency (Fareport, no date; Gates, Yulianti and Pangilinan, 2024; Akeso, 2025). 

The ETOC project aligns well with the Quintuple Aim: 
· Patient experience is improved as restrictive practices are replaced with therapeutic engagement that promotes person-centred care and maintains independence.
· Healthcare outcomes are strengthened through early identification of dynamic risk, improved MDT communication, and coordinated discharge.
· Staff wellbeing is supported by providing with reduced restrictive practices which have been shown to lead to stress and burnout (NHS England, 2025a). Access to specialist education, digital prompts to guide therapeutic practice, and promoting a culture where meaningful actively informs care decisions. 
· Cost reduction is achieved through reduced reliance on 1:1 monitoring, more efficient discharge coordination, reduced length of stay, and improved allocation of resources. 
· Healthcare equity is enhanced by standardising assessment and decision making, reducing subjectivity, increasing transparency and accountability. 



Figure 2: Modified Quintuple Aim for the ETOC digital transformation. Own work.
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The Donabedian Model

The Donabedian Model (Figure 3) is a framework that further helps to understand how changes to a system or structure, influence processes, and outcomes. It proposes that improvements in structure (such as infrastructure or staffing), shape clinical processes, which determine outcomes for patients, staff, and organisations. The framework can be used to model how digital innovations may influence changes in practice and provide measurable outcomes.

Figure 3:  Donabedian model for quality of care. (Brown, no date).
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Figure 4: Modified Donabedian model for the ETOC digital transformation. Own work.

[image: A diagram with colorful squares and text

AI-generated content may be incorrect.]

Structure
Currently, ETOC patients receive care as ‘outliers’ (nursed in an area not designed for the patient group). They often remain on ETOC for a prolonged period with limited clinical review or therapeutic engagement - leading to deconditioning and delayed discharge (Jones, Aylward and Jones, 2019). When applied to the ETOC transformation (see Figure 4), the structural changes involve moving away from a fragmented, paper-based system to a digitally integrated platform. These changes include decision support tools, staff education, digitised behaviour charts, and promoted family engagement, to further strengthen the foundation of person-centred high-quality care. 

Process
The ETOC changes are expected to influence clinical processes significantly: enhancing person centred care and supervision proportionality, boosting efficiency, fostering MDT engagement and accountability. Subjective and inconsistent allocation of ETOC would be replaced by early intervention supported by real-time data. Nursing care would shift towards therapeutic engagement. MDT members including clinicians, discharge planning, and social care teams will have access to live risk information and digitised behaviour charts to facilitate coordination and promote least restrictive practices.

Outcome
Once safer least restrictive practices are embedded, it is anticipated that reliance on 1:1 care will be reduced. Therapeutic engagement has been shown to improve dementia related behaviour disturbances (Desai and Grossberg, 2001), improving the patient and staff experience of ETOC, reducing deconditioning which contributes to prolonged length of stay and poorer patient outcomes (Growdon, Shorr and Inouye, 2017; Guilcher et al., 2021; NHS Worcestershire Acute Hospitals NHS Trust, 2021; NHS England, 2025b, no date). Additionally, shifting the perception of dementia-related behaviours - away from inconvenient and disruptive - promotes a cultural shift towards dignified and compassionate care. This is particularly vital given that in the UK one in two adults will experience dementia - either by caring for a loved one with dementia or by developing the condition ourselves. (Alzheimer’s Research UK, no date; Calia, Johnson and Cristea, 2019).

When combined, these frameworks provide a comprehensive model for the ETOC digital transformation. The Donabedian model illustrates how the digital transformation will affect clinical processes and deliver the expected outcomes, while the Quintuple Aim framework demonstrates how these changes contribute to a broader population outcomes. Together, these quality improvement frameworks demonstrate how digital transformation can lead to meaningful clinical, organisational, and human outcomes.

Figure 5: Initial plan for the ETOC digital transformation. Own work.

[image: A screenshot of a computer

AI-generated content may be incorrect.]


Leadership Approach to Digital Transformation

The benefits of digital transformation can broadly include increased efficiency, reduced costs and faster decision making. Digital transformation in the NHS is inherently complex owing to its highly regulated environment, vast multi-professional workforce, and variation in legacy systems and processes. CAV UHB, like many NHS organisations, is composed a network of interdependent teams called Integrated Clinical Boards (ICB), with each ICB managing its own budget, having unique and complex functions and processes (Cardiff and Value University Health Board, no date). CAV UHB is digitally immature has a robust plan to improve its digital maturity over the next five years (Cardiff and Vale University Health Board, 2020). Successful leadership will play a crucial role in supporting staff who have little prior exposure to digital systems and may resist digital change leading to transformation failure (Oludapo, Carroll and Helfert, 2024). Leaders within each ICB must use their influence to promote a culture of change, adaptability, and psychological safety (Valtonen and Holopainen, 2025). Each ICB existing interdependently, conflicts can arise when organisation constraints impact clinical or operational needs. For example, rebalancing the CAV UHB £15.9 million deficit has led to a recruitment freeze and reduction of temporary staffing spend, this conflicts with operational and clinical needs for safe staffing levels and prevention of patient harm (Audit Wales, 2025). Achieving digital transformation requires investment in digital and/or physical infrastructure, leading to internal competing demands for resources (Cardiff and Vale University Health Board, no date; Digital and Health Intelligence, 2020).

To manage conflicting needs, leaders must adapt their influence and tailor their message to the audience, aligning the organisation vision to the goals of each service. Overly cautious and conservative approaches to leadership may stifle innovation, whereas psychologically safe environments encourage staff to raise concerns and contribute without fear of judgement. Leaders will need to manage conflicting demands, build strong relationships across professional groups, negotiate and influence colleagues, and align their message to the organisation strategy, whilst maintaining a psychologically safe where innovation can thrive (Underwood, 2024). 

Delivering the ETOC digital transformation requires a leadership approach capable of influencing behaviours, reshaping culture, and aligning the interests of multi-professional groups around a shared purpose. Beyond the technical solution - integrating currently siloed data into a dynamic digital platform which enables evidence-based practice, real-time insights and MDT coordination - the success of the project relies heavily on human components such as changes to professional identity, changes to cultural norms, willingness to cooperate across different disciplines, and openness to change. Leadership of the ETOC transformation must incorporate approaches that acknowledge these human elements and enable collaboration, adaptation and shared solution making across professional areas (Hariyani, Hariyani and Mishra, 2025).

There are several leadership challenges that will contribute to the success of the ETOC project. First, for ward-based teams, shifting staff perception of ETOC from risk management and harm prevention through custodial practices, towards therapeutic engagement. Leaders will need to challenge these beliefs, and support nurses and healthcare support workers to adopt a new, more active, and rehabilitative roles. Their value proposition will centre around improved role clarity, access to specialist education, and promoting positive therapeutic engagement. Their engagement could be maximised by involving them in the application design, interface testing, and continuous feedback loops. Additional challenges such as concerns over workload, digital literacy and accountability will need to be empathetically managed to reduce resistance amongst this group.

Second, for executive stakeholders such as operational and finance leads, workforce pressures, independent budgets, and priorities may conflict with the cross-boundary nature of providing cohesive patient-centred care to ETOC patients who are historically viewed as ‘outliers awaiting a medical/mental health bed’. For this group aligning the ETOC vision to the organisation strategy and promoting cross-boundary cooperation to realise long-term benefits will be particularly important. Their value proposition would focus on measurable outcomes, efficient use of resources and reduced cost. Communications and engagement for this group would include presenting a thorough business case, with measurable key performance indicators and cost or organisation wide efficiency projections.

Third, for external stakeholders such as social care providers and community teams. Leaders will need to build professional relationships, improve channels for referral and communication, and promote transparent data sharing to optimise the early discharge process.

Figure 6: Aims adapted for stakeholder groups in ETOC digital transformation. Own work.
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Transformational Leadership
Transformational leadership has a broad inclusive style which is well-suited to many of the ETOC transformation challenges. For example, when navigating the conflicting needs of individual ICBs, a transformational leadership approach would be sensitive to the individual need whilst encouraging co-production and collaborative problem-solving. This approach would seek to understand conflict whilst unifying parties around a shared mission. Inspiring others to realise their strengths may nurture future digital champions, embedding mutual trust, self-actualisation and psychologically safety (Ram Murti, 2025). 

Evidence suggests that transformational leadership is associated with improved patient outcomes, staff satisfaction, and stronger safety cultures - key aims of the ETOC project (Ystaas et al., 2023). However, many factors and challenges within ETOC fall outside the immediate influence of the ward or directorate managers. Structural or resource constraints arising from the organisation’s financial position, workforce shortages, or national legislation fall outside the control of individual leaders and can contribute to staff burnout and cynicism. In such contexts, staff may be sceptical towards new initiatives, particularly if they perceive them as unrealistic or disconnected from competing workforce pressures. Transformational leaders must balance charismatic communication with clear roles expectations, clarity, and realism. 

In practice, transformational leaders can support the project by:
· Encouraging staff to engage with specialist training, workshops, and feedback.
· Reinforcing the value of therapeutic engagement.
· Sharing success stories from similar transformation projects.
· Framing ETOC transformation as an opportunity for growth and positive change.

Adaptive Leadership
While transformational leadership offers an inspiring vision and emphasises nurturing early leaders within clinical teams, the adaptive leadership approach offers a complimentary framework for navigating the complex challenges and competing priorities within healthcare. Adaptive leadership argues that traditional care models - expert-led decision making and technical solutions - overlook the reality that healthcare issues may have multiple social, economic, and organisational determinants. Such complex problems cannot be solved any technical solution alone. Solutions to adaptive problems require deeper examination of the issue and its influences. For example, a care provider may prescribe an insulin regime to manage a diabetic patient’s diabetes - a technical solution. However, unless the patients specific social and economic context is also considered, optimum outcomes are unlikely to be achieved. Factors such as the patient’s ability to collect prescriptions, understand instructions, access appropriate nutrition, recognise early signs of deterioration, or attend follow-up appointments all influence their capacity to manage their condition (Kuluski, Reid and Baker, 2021). 

The ETOC transformation presents several adaptive challenges:
· Balancing safety with patient autonomy and human rights.
· Standardising practices and collaborating between specialities.
· Addressing risk tolerance and how staff are allocated.

Adaptive leadership supports the ETOC project by helping teams navigate complex change and challenge deeply embedded practices. Tools such as dynamic risk scoring, digital behaviour charts and decision-support systems enable evidence-based decision making, but their impact is dependent upon mindful co-design, staff engagement, organisational readiness, and cultural change. For example, ETOC is often initiated when a patient is at elevated risk of falls. Although this provides a sense of action, the practice can become custodial, discouraging mobilisation and activity, rather than promoting therapeutic engagement (Jones, Aylward and Jones, 2019). Evidence indicates that ETOC does not eliminate falls. However, when staff understand the patient holistically - their communication needs, habits, routines, preferences, medications, and methods of mobilising - they can engage the patient meaningfully, reduce falls risk and prevent deconditioning. This illustrates an adaptive shift from controlling risk to enabling calculated risk, which may challenge existing professional and organisational practices and staff comfort levels (Growdon, Shorr and Inouye, 2017; Ganz and Latham, 2020; Sherrington et al., 2020).

The adaptive approach recognises that technical solutions may be obscure and exist within wider organisational constraints. It encourages leaders to step back, explore the problem from multiple perspectives, examine its tensions – what is failing or lost, what works well, and what is important to retain. This analysis helps identify the essential elements that must be carried forward and supports the co-production of new experiments, practices, and solutions. Adaptive problems are developmental and require stakeholders to analyse existing practice, challenge long-standing beliefs. However, this depth of reflection demands time, organisational support, and psychological safety - all of which may be inconsistently available. For example, understaffed teams may struggle to engage in adaptive work. 

An adaptive challenge in ETOC may include transitioning from paper to digital behaviour charts. This shift may affect staff identify as they adopt a new therapeutic practitioner role. Staff may experience a sense of loss related to their previous position or responsibilities, and may wish to retain elements of their former role (Heifetz, Grashow and Linsky, 2009).

Both adaptive and transformational leadership are both relevant to the needs of the ETOC transformation. Adaptive leadership is demonstrated through co-design workshops, open dialogue and feedback loops, and by acknowledging complex healthcare problems within their environmental and social context. Transformational leadership will be needed to help staff connect to the patient stories within ETOC and to articulate a compelling vision for what this care could look like. Together these approaches would support shared decision-making, co-production, mutual trust and holism. 

To translate these approaches into action, a structured change management framework can be applied. Kotter’s Eight-Step Model outlines eight components which support sustained organisational change (Figure 7) (Kotter, 2012).







Figure 7: Modified Kotter’s Eight-Step Model for the ETOC digital transformation. Own work.
	Stage
	Actions / Activities

	Create a sense of urgency
	Present current and projected ETOC spend.
Highlight variations in practice.
WNCR, incident and behaviour chart data.
Harms associated with restricted practice.
Cost and workforce impact of predicted increase of ETOC patients.

	Build a guiding coalition
	Form a multi-disciplinary steering group.
Gain director endorsement.
Embed shared leadership principles within group.
Identify pilot area and co-design: application, risk matrix, pathway.
Identify ETOC champions.

	Develop a vision and strategy
	Determine what good looks like using therapeutic engagement, patient stories, best practice, and human rights.
Share examples of successful strategies from outside NHS Wales.

	Communicate the vision
	Patient stories, staff engagement sessions.
ETOC champions and floor walkers.
Present at Ask Suzanne, All-Wales falls groups, ETOC group, patient safety group.
Repeat the message for cultural embedding.

	Empower action
	Set clear role expectations; add as a determinant in band progression.
Digital upskilling.
ETOC champions and floor walkers.
Involve end users in system interface design.

	Generate short-term wins
	Determine ideal pilot area.
Publicise pilot data demonstrating reduced spend, reduced ETOC hours, and qualitative feedback.

	Sustain the momentum
	Integrate ETOC reporting into daily safety briefing and weekly MDT meetings with a set agenda to review all ETOC patients, assigning ownership and follow-up.
Digital dashboards to visualise progress with meaningful metrics for each stakeholder group.
Standardise processes and integrate into electronic patient record.

	Solidify the changes
	Revise ETOC policy.
Continuous audit and dashboard data.





Data Collection Approach and Analysis Plan

To evidence the success of the ETOC transformation, data must be evaluated to determine whether the expected outcomes outlined in the Donabedian diagram were met, and whether any unintended outcomes emerged. Key data sources will include the Welsh Nursing Care Record, clinical dashboards, clinical notes, prescription charts, incident reports, workforce data, and behaviour charts. Comparative data will also be sought from other trusts who have successfully reduced their reliance on ETOC, to identify transferable learning opportunities. 

A longitudinal data collection strategy will support the identification of early benefits and its long-term impact. Baseline data will demonstrate the current variation in ETOC practice, and identify the organisational, environmental, political, and cultural influencing factors, helping to establish a clear implementation picture. Short-term evaluation will examine the early change process, identifying benefits and barriers, and is essential for iterative improvement. The final evaluation at 12 months will focus upon sustainability and evaluating its system-wide impact. Here we will seek evidence of sustained engagement, embedding of the change, and a cultural shift in perspectives on ETOC. To support this data will be collected at three points:

1. Baseline (pre-implementation):
Using a focus group of patients who are currently receiving ETOC. 
2. Short-term evaluation (3-6 months post-implementation):
To identify early benefits, challenges, or unintended outcomes.
3. Long-term evaluation (12 months post-implementation):
To assess sustainability, cultural embedding, and system-wide impact.

A mixed methods approach will be adopted to integrate quantitative outcomes with qualitative insights. Engaging multiple perspectives will help capture difficult to measure elements, such as staff morale and cultural attitudes to risk and change. Triangulation of data will be used to generate deeper insight, for example, comparing behaviour chart data with falls incidence and qualitative staff narratives, may reveal whether therapeutic mobilisation reduces or increases risk, helping to challenge assumptions. Visual dashboards will be used to present real-time metrics and overview of the ETOC system progress. These dashboards will exclude patient identifiable information to enable wide dissemination and uphold the principle of democratised data.

Key quantitative and qualitative data sources are identified in Figure 8. Data from these sources will support the structural, process and outcome measures identified within the Modified Donabedian model for the ETOC digital transformation (Figure 4). Structural metrics will include the completeness and reliability of data of paper and digital data, and usage rates. Process measures will include timeliness of ETOC review, MDT engagement, and the extent to which digital risk scores influence practice. Outcome measures will examine falls or pressure damage incidence, use of sedative medication, length of stay, readmissions, cost trends, and demand patterns across ICBs. Qualitative data will strengthen our understanding of the cultural and human aspects of the transformation. Feedback from stakeholder groups will provide insight into real-world usage of the digital system, perceptions of risk, cognitive load, and the perceived impact on patient care. Observations will explore whether digital tools genuinely support multi-professional collaboration or whether historical practices persist. 

Figure 8: Key Data Sources for the ETOC digital transformation. Own work.
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Ethical considerations are critical given the vulnerability of ETOC patients. Collecting patient identifiable information will be avoided. Feedback from family or carers will be collected sensitively through voluntary participation, and confidentiality will be strictly maintained. Efforts will be taken to minimise workflow disruption so that patient care is not compromised. 

However, there are limitations to this transformation plan. Variations in digital literacy and staffing shortages may impact engagement and adoption. Baseline data may be inconsistent and will not include outcome data. Sample sizes will be small, and ability to engage with patients and families may be limited. To mitigate these issues, evaluation must incorporate cross-site sampling from each ICB, triangulating multiple data sources to deepen clinical insight. Importantly, introducing a digital scoring tool may produce over-reliance on scoring tools, to mitigate this the system design must ensure that clinical judgement is the critical decision maker to determine interventions, irrespective of a technical score.









Figure 9: Baseline Audit for the ETOC digital transformation. Own work.
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Organisational, human and socio-technical aspects of the ETOC digital transformation.

The ETOC digital transformation takes place within a complex environment with multiple stakeholder groups, competing interests, organisational pressures, cultural norms, and human variables. Challenges relating to fragmented processes, limited digital interoperability and unstandardised practices - make the problem inherently ‘messy’. These organisational realities create competing priorities, in which the goals of quality, innovation and person-centred care do not always align.

Soft-systems methodology (SSM) provides a framework for understanding messy real-world problems. It encourages participants to foster a learning mindset, recognising that complex problems and their situations evolve and must be addressed iteratively. SSM encourages users to engage with a problem, reflect on its performance and generate innovative ideas for improvement continuously. The framework is grounded in several principles: that problems cannot be separated from the people that experience them, they are not independent they are interrelated, that each engagement prompts new perspectives towards it, and that no problem exists in isolation from its organisation, cultural, political and environmental context (Hindle, 2023). 

Applying SSM can be done using three processes. Situation mapping involves examining the situation holistically, the primary tool used at this stage is a ‘rich picture’ - a visual capture of the problem within its environment (Figure 10).  Systems modelling involves developing a ‘root definition’ of the system and constructing a ‘baseline activity model’ which illustrates the system as it currently functions. The mnemonic CATWOE is used to identify the system Customers, Actors, Transformation Processes, Worldview, Owners, and Environmental Constraints (Figure 11). Action Planning, the final stage, in which insights from the situation mapping and systems modelling are used to identify feasible actions (Hindle, 2023).









Figure 10: ‘Rich Picture’ for the ETOC digital transformation. (Own work).
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Figure 11: ‘CATWOE’ Analysis for the ETOC digital transformation. Own work.
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The rich picture developed for the ETOC transformation illustrates the current ETOC environment. At its centre, a patient with a cognitive impairment whose behaviour - often distressed - is frequently misinterpreted as disruptive, sits within an overstimulating environment. Alongside the patient stands an unfamiliar healthcare support worker, who is tasked with maintaining safety but lacks specialist training or therapeutic tools. Custodial care is depicted, shaped by fear of harm, cultural norms, and limited resources which equate observation and restriction with harm prevention. The rich picture shows nurses managing competing priorities with limited capacity to support and oversee others. Documentation remains paper-based, and MDT involvement is inconsistent, with communication occurring within siloed channels. Allied health professionals appear as a broken group on the periphery, illustrating how a valuable expertise is disconnected and inconsistently utilised. At organisation level, leaders face financial deficits and ration limited resources, their priorities differ subtly, leading to tensions between cost reduction, risk management, and delivery of high-quality care. 

The rich picture illustrates how a digital transformation alone is insufficient to resolve the myriad of underlying issues. The problem cannot be solved with a single technical solution - it is the interaction between the organisational, environmental, cultural, technological, and human factors also. SSM helps us develop an understanding of these complex interactions using CATWOE analysis (Figure 11). 

Cultural factors
The ETOC transformation challenges deeply embedded beliefs about risk, autonomy, and dementia care. Restriction and inactivity lead to worsening behavioural symptoms, and may cause unnecessary stress to staff and patients (Desai and Grossberg, 2001). Despite this, a risk-averse approach prevails, where custodial supervision and activity restriction are viewed as the safest option - reinforced by fear of falls and litigation. Navigating cultural change requires acknowledging why restrictive practices became normalised, and offering compelling alternatives such as positive risk-taking, therapeutic engagement and shared person-centred values (Duxbury et al., 2025). 

The ETOC intervention aims not merely to digitise existing practice, but to help shift the underlying worldview toward humane, dignified, and proactive risk management through patient stories, sharing best practice and embedding therapeutic engagement. Transformational leaders will reinforce this by modelling these values and behaviours and encouraging future leaders within their teams. Behaviours associated with dementia (often perceived as disruptive) will be reframed as communicating unmet needs, and responses will be guided towards therapeutic engagement. Psychological safety varies and staff may feel unable to challenge long-standing practices, accessible feedback channels will be created to encourage open and honest feedback from all stakeholder groups (Nguyen et al., 2023; Partners in Care and Health, 2023).

Human factors
Staff digital literacy in CAV UHB varies, impacting confidence with new digital tools which may lead to adoption resistance. Cognitive load is high, particularly during busy periods or when managing distressed patients. Emotional fatigue and burnout may affect willingness to engage with new processes. The rich picture shows these human factors through thought bubbles indicating worry, and illustrations depicting competing demands. To mitigate these challenges, digital champions will offer support and digital upskilling to frontline staff, staff would be encouraged to participate in digital learning modules, and shown how to provide feedback. Reminders, care prompts and automated referrals may alleviate some cognitive burden, and highlighting how the digital behaviour chart data is being used within the MDTs  will demonstrate how user activity and documentation is being meaningfully applied to the patients care plan, reinforcing the value of the HCSW digital input.

Technical factors
Legacy systems used within CAV UHB limit interoperability and infrastructure investment is required to realise a fully integrated digital platform. Data remains siloed and unshared, limiting capacity for real-time risk monitoring and coordinated MDT action, resulting in a struggle to maintain oversight or offer timely interventions (Cardiff and Vale University Health Board, 2020).

By applying SSM is becomes clear that transformation must be both desirable and feasible. Key strategies to enable this will include:

1. Co-design and shared ownership
Engaging frontline staff, families and MDT members in co-design will help reduce resistance and foster collaborative inter professional relationships.
2. Digital upskilling  and engagement
Education and coaching from digital champions will help staff build confidence with the new system. Feedback channels will promote communication and engagement. 
3. Standardisation  and decision support
Designing and embedding ETOC policies and documentation standards to reduce variability and promote transparency. Automated prompts will support decision making and promote evidence supported practice.
4. Data transparency 
Real-time dashboards and audit trails enable reflection, trend analysis and shared learning. This contributes a culture of safety, learning and candour.
5. Leadership alignment
Transformational and adaptive leadership approaches will support cultural change and connect the ETOC vision with shared goals and priorities.

The SSM rich picture reveals a complex system shaped by organisational pressures, cultural norms, fragmented communication, and human-factor challenges. The digital ETOC transformation addresses these issues by integrating data, improving visibility, promoting therapeutic engagement, and supporting collaborative, person-centred, evidence lead care. Applying SSM improves our understanding of the system in its current state, as experienced by a variety of stakeholder groups. Developing this depth of understanding will help the ETOC transformation to achieve sustainable change, and deliver meaningful outcomes for patients, staff, and the organisation.

The organisational, technical, and cultural aspects of the ETOC transformation demonstrate that successful implementation relies on more than technology alone. Managing these elements requires acknowledging the complexity of the current system, engaging stakeholders through co-design, modelling psychological safety, digital upskilling, and reframing the cultural narrative around therapeutic and least-restrictive care. Adaptive and transformational leadership supports navigation of deeper cultural and structural challenges, and encourages examination of long-held assumptions. By combining both, staff can feel motivated, respected and supported within the constraints faced. Linking these approaches to a structured change framework, such as Kotter’s model, ensures that the transformation embeds early wins and becomes sustainable. By applying system thinking and blended leadership approaches, the transformation can achieve improved processes and outcomes but also a sustained cultural shift towards person-centred, collaborative practice. 


I confirm this essay is my own original work and does not include text created by a generative artificial intelligence tool.
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