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Background: National Clinical Audits (NCAs) collect data that are used to measure care quality and provide feedback 
to stimulate quality improvement. There are over 50 NCAs in the UK and significant NHS resources are invested in 
participation, yet NHS Trusts vary in the extent to which they use the data for quality improvement. To help NHS staff 
make better use of those data, a web-based quality dashboard (QualDash) was co-designed with end-users of the 
Paediatric Intensive Care Audit Network (PICANet) and the Myocardial Ischaemia National Audit Project (MINAP), 
using simulated data (information governance restrictions limited access to ‘real’ data from each site during the 
development process). The dashboard enabled users to easily access, interact with, and interrogate NCA data via an 
intuitive interface that visualised performance measures in bar charts. Dashboard champions, training and advertising 
materials were used to support uptake and adoption. A realist evaluation of QualDash was conducted to understand 
how, why and in what circumstances QualDash supported use of NCA data in quality improvement.    

Method: Realist evaluation involves constructing, testing, and refining hypotheses in the form of Context + Mechanism 
= Outcomes configurations (CMOc). CMOcs hypothesising how, why and in what circumstances QualDash might 
impact practice were constructed, informed by a context analysis that explored supports and constraints on NCA data 
use and an understanding of what QualDash, combined with the adoption activities, would offer services to improve 
data use.  QualDash was installed in five NHS Trusts between June and December 2019, and real, site-specific data 
were uploaded from PICANet and MINAP. Data collection was conducted between August 2019 – February 2020 and 
consisted of practice observations including hospital wards, ‘back room’ and audit support staff work, clinical 
governance meetings, and informal interviews with NHS staff. Data analysis compared findings against the CMOcs to 
refine explanations of impact. 

Results: There was significant variation in uptake of QualDash, with some sites reporting use and limited or no use 
reported in others due to constraints categorised broadly as context or intervention related. Contextual features that 
shaped dashboard use included existing resources available within some sites to support audit participation and data 
use. These resources included skilled and experienced audit support staff who extracted data from local databases for 
reporting purposes. Intervention resources, including dashboard design, shaped use also, e.g., due to which data were 
visualised and how – scrutiny of the visualisations with real, site-specific data post-installation highlighted that some 
measures did not meet the reporting needs of end-users. This constrained the perceived usefulness of QualDash in 
some sites and prompted an extended phase of dashboard development, in which some measures were reconfigured 
where possible. Dashboard impact was greatest where NCA data were used for routine reporting but with limited 
automation in the process. In this context, staff chose to use QualDash, as it calculated and visualised some of the 
measures they required, streamlining the reporting process. 

Implications: Web-based quality dashboards, like QualDash, have potential to support the use of NCA data in care 
quality monitoring, providing opportunities to stimulate quality improvement. For greatest impact, dashboard design 
and development should use site-specific data during co-design to enable end-users to scrutinise and test the 
dashboard with familiar data, in ways meaningful to them, which would require information governance permission for 
developers to access these data prior to installation. Dashboard developers should also consider existing systems and 
workflows: to facilitate integration and uptake, dashboards need to offer functionality that can improve or streamline 
existing work patterns, a particular challenge for developers considering the variation in resources and IT systems 
currently in use across services. 

 

 

 

 

 

 

 



Using A Webinar to Recruit Postpartum Women with Experience of Gestational Diabetes to Research 

 
Katie Edwards1, Helen Probert2, Wendy Preen2, Jackie Andrade1, Ray Jones1, Jill Shawe1 
1University of Plymouth, 2Royal Cornwall Hospital Trust 

Presenting Author: Katie Edwards 

 
Background: Recruitment to research of postpartum women, particularly those experiencing complications, has 
historically been difficult1. Women with Gestational Diabetes Mellitus (WGDM) experience barriers engaging with 
face-to-face interventions after delivery. While digital interventions are commonplace, less is known about how 
technologies could enhance research processes. We assessed the use of a live webinar to recruit, collect data, and 
subsequently follow-up WGDM 

Method: Recruitment to the webinar took place over three months in 2019 using social media and email contacts. 
Advertisements included a link to register for the 'GoToWebinar' focused on GDM and mHealth. The webinar lasted 
65 minutes and included 12 questions, one of which sought consent. All registrants were invited, via email, to follow-
up interview. We aimed to recruit at least six participants for follow-up. Data regarding recruitment and engagement, 
were descriptively analysed. A detailed research diary assessed recruitment effort.   

Ethical approval (ref.UoPFoH18/19-1088).  

Results: Eighty-six people registered, of which, 29 (35%) attended (Figure 1).  Attendees comprised healthcare 
professionals (7), healthcare students (8), WGDM (8) and 'other’ (2). Four women experienced GDM <12 months ago 
and three experienced GDM >12 months ago. One did not answer. Recruitment amounted to four hours of research 
assistant time. Recruitment of women was achieved using advertisements in GDM Facebook groups. 

Of the 86 invited to follow-up interviews, 18 (20%) expressed interest, and 13 (15%) took part. Ten of the 13 follow-
up participants were WGDM, three were professionals.  Time spent in the webinar ranged from 12 to 65 (mean 50) 
minutes.  

Of the 29 people who attended, 28 actively engaged with the embedded survey and consented for their responses 
included for analysis. Fifteen out of 28 participants (52%) answered all 11 questions. Four (17%) answered between 
one and five questions, nine (31%) answered between six and 10 questions.  

Implication: Our findings demonstrate the webinar attracted and retained participants into follow-up activities. Effort 
to recruit was minimal in comparison to other eHealth intervention studies2. Hosting online events has increased in 
popularity since COVID-19, thus increased concept familiarity may enhance these findings further, however, it is 
possible recruitment could become more difficult in a saturated ‘market’. Understanding accessibility of online 
platforms remains important; factors such as ease of use and reliability are critical3. 

Our aim to retain six participants was exceeded with 13 taking part in follow-up interviews. Interestingly, more WGDM 
who registered, but did not attend the webinar, took part in follow-up interviews, than those who did attend, 
suggesting the offer of the webinar rather than its content had more influence on women’s willingness to participate in 
further activities.    

This study included WGDM already engaged in online activities (Facebook) therefore findings are not generalizable 
to wider populations. Future studies should aim to understand participant perspectives and cost effectiveness.  

We demonstrated similar rates of recruitment and response4 to an online survey for postpartum WGDM. Webinars 
with embedded data collection and follow-up provide an alternative way of engage WGDM in research. 
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Background: Despite a strong push for digitisation of healthcare, progression has been slow and variable causing a 
‘digital gap’. Digital readiness has grown in recognition of its importance in supporting digital transformation and helping 
to reduce this gap. However, research into factors impacting on digital readiness within general practice is limited. The 
aim of the service evaluation was to gain an understanding of digital readiness within general practice by looking at the 
impact of different technologies and individual aspects of digital readiness as well as human, practice and external 
factors. 

Methods: The service evaluation involved a sequential mixed methods design. The quantitative arm included the 
development and implementation of a digital readiness survey tool with 33 practices within North and Mid Hampshire 
CCG between February and June 2020. Results of the survey (n=339) guided the semi-structured qualitative interviews 
(n=9) with practice staff and digital technology company representatives. The interviews were analysed for emerging 
themes before being triangulated with the quantitative findings. 

Results: The results show significant variation between digital healthcare technologies and individual aspects of digital 
readiness. Lower digital readiness levels were seen with evolving technologies and perceived self-efficacy. Several 
factors at the micro (human), meso (practice situation) and macro (external) levels were seen to impact. Younger 
general practice staff, those in post for five or less years and non-clinical staff were significantly more competent in 
several measures. For practices, an increasing percentage of older patients, rurality and smaller size were linked with 
reduced digital readiness. The pandemic was seen to be a significant enabler of digital readiness while IT infrastructure, 
software usability and interoperability and governance issues continued to be the main external barriers. 

Implications: Based on the findings, the study has provided seven pragmatic recommendations for tackling the most 
pertinent issues. These include:  

1. Understand staff digital readiness – developing a simple, brief digital readiness assessment tool may help 
practices and staff to target digital support where most needed. 

2. Acknowledging that colleagues in a particular demographic (>50 years old, in practice for >six years, clinical 
roles) may experience less digital readiness for emerging technologies. This will be necessary when 
considering targeted support. 

3. A supportive team-based approach combining both non-clinical and clinical staff skills is required in the 
adoption of new digital healthcare technologies. Undertaking a contextual assessment prior to adoption may 
help to emphasise this approach. 

4. Increased emphasis needs to be placed on understanding and actively engaging patient populations in digital 
upskilling. This is especially so in the digitally excluded patient groups. 

5. A structured, well-resourced and supported gradual iterative change process is necessary for successful digital 
transformation. 

6. Essential improvements in IT infrastructure, software usability and interoperability and governance issues are 
required if general practice digital readiness is to be maximised. 

7. Improved collaboration and effective mutual support between technology company staff, CCGs and practice 
staff is required for the benefit of improving digital readiness. 

A collaborative, formative and realistic digital readiness checklist, that encompasses the above recommendations and 
provides all stakeholders with a clear direction of progression will support digital readiness for all with the aim of 
reducing the digital gap. 
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Background: Primary care providers and managers in the NHS are increasingly wanting their patients to use online 
services. he Covid-19 pandemic has accelerated the use of online services in primary care. But the use of online 
services can create or exacerbate inequalities in access to healthcare information and services for some patient groups. 
One way to support the use of online services and address their potential contribution to inequalities may be through 
‘digital facilitation’ (DF), defined as ‘that range of processes, procedures, and personnel which seeks to support NHS 
patients in their uptake and use of online services.’ However, the models and impact of DF currently in use are unclear. 

Method: We conducted a scoping review of the literature to understand the current landscape of, and state of 
knowledge about the impact of, DF in primary care. We searched academic databases (PubMed, Embase, CINAHL, 
Web of Science and the Cochrane Library) and grey literature (Health Management Information Consortium (HMIC) 
database and targeted website searches), with searches restricted to English language articles focused on high-income 
countries published since 2015. We conducted additional, snowballing searches by screening the reference lists of 
included articles and of articles identified during screening as relevant to digital facilitation, but which did not meet 
inclusion criteria due to article type restrictions (e.g. protocols, editorials). We included articles from reference lists 
published since 2010. Titles and abstracts were independently screened by two reviewers. Data from eligible studies 
were analysed by four researchers, including in analysis workshops, using a narrative synthesis approach. 

Results: We screened 14,467 records plus the reference lists of 74 articles. In total 94 publications met our inclusion 
criteria. We found that primary care practices support patients in using four types of online services: websites; patient 
portals and personalised practice tools; smartphone applications; and screening programmes and customised health 
information on tablets. DF included approaches aimed at training primary care staff to help patients (e.g. improving 
staff’s knowledge of online services or enhancing their technical or communication skills), and those aimed directly at 
patients: online and offline promotion of services, training patients to improve their technical skills, or other guidance 
and support. Our review identified few rigorous evaluations of approaches. However, qualitative evidence suggests 
that some forms of DF may be effective at promoting uptake and use of online services. For example, the 
recommendation of online services by primary care practice staff may increase patient uptake of online services; and 
coaching that is both embedded in primary care consultations and focused on solving technical issues may help sustain 
use of online services. In contrast, we found little evidence that providing patients with initial assistance in registering 
for or accessing online services would lead to increased long-term use. Few studies addressed the effect of DF on 
healthcare inequalities, but those that did suggested that providing technical training for patients could be an effective 
approach for reducing inequalities, although no approach was shown to fully overcome intergroup disparities. We found 
no studies assessing the cost-effectiveness of DF. Factors affecting the success of DF include: perceptions of the 
usefulness of the online service, trust in the service, patients’ trust in providers, time and capacity of primary care staff, 
availability of guidelines or regulations supporting facilitation efforts, and staff buy-in and motivation. 

Implications: Evidence from our review suggests that digital facilitation has the potential to increase the uptake and 
use of online services by primary care patients, but that to understand which approaches are most effective and cost-
effective, for whom, and under what circumstances, further research that includes rigorous evaluations of the 
approaches identified by our scoping review are required. 
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Background: Before the pandemic, group consultations were starting to gain ground in the UK as a novel way of 
delivering care to multiple patients at the same time, with potential benefits from peer support and time efficiencies. 
When in-person care was restricted due to Covid-19, clinicians started delivering group consultations over video. In 
early 2020 NHS England commissioned a training programme on video group consultations (VGCs) with NHS Wales 
following suit. Yet, there is still little evidence on how VGCs can be best implemented and sustained. 

Method: As part of a Health Foundation-funded project, we carried out 36 qualitative interviews with patients, clinical 
and non-clinical staff in primary care across 9 GP practices, national policy-makers and programme managers. We 
collected field notes from observation of online meetings and, through an online survey, quantitative data on activity 
measures and patient satisfaction. In three online workshops (n=23), we co-designed technology-supported VGCs with 
an emphasis on digital inclusion. Data were analysed thematically using the NASSS framework.    

Results: In the context of the pandemic, VGCs have been organised in primary care for different purposes including 
for patients in need of monitoring for long-term or other conditions (e.g. asthma, diabetes, COPD, cancer), those having 
mild Covid symptoms or shielding, and for at-risk groups (e.g. vulnerable families with new babies). Most patients 
welcomed additional clinical support and the opportunity to access their practice while restrictions were in place. Some 
did not expect to gain much from group discussion but were surprised with what they learned from others and the 
contribution they were able to provide to peers. However, not everyone agreed to participate in a group or was able to 
get access to the IT equipment required. 

Policy-makers identified VGCs as an opportunity to increase staff retention and support leadership potential of primary 
care nurses and other professionals. In interviews, clinical and non-clinical staff confirmed they had extended their skill 
set and were able to take on additional responsibilities, such as IT staff taking front-end roles to support patients with 
technology. 

At policy and programme level, it took significant work and a dedicated team to develop and run the VGC programme. 
Some of the major blocks had to be addressed at system level, such as the requirement to develop a process that 
would protect confidentiality between patients and to ensure professional indemnity for clinical staff. The programme 
offered training to those interested in delivering VGCs with over 500 primary care practitioners attending; many of them 
had already been delivering face-to-face groups before the pandemic. The structure and toolkit provided by the 
programme was seen by practitioners as instrumental in the roll-out of VGCs. 

Despite support at national level, individual staff still had to overcome local operational and infrastructural challenges, 
such as getting buy-in from others in the practice or being allocated equipment and space to run VGCs. MS Teams 
was used as the main video platform given this was made available to the NHS at the time, but workarounds were 
necessary as technical and integration challenges persisted. A major challenge identified by practitioners and patients 
alike the difficulty facilitating online interaction and informal sharing between patients, especially compared to what 
would have been possible offline. 

Implications: The pandemic afforded challenges but also opportunities for spreading remote modes of care such as 
VGCs. This model also introduced a different way of thinking about care as a collective experience, rather than an 
individual undertaking. There is significant interest in sustaining this new model beyond the pandemic, however, it is 
still unclear what format this will take and the extent to which it might become routine practice. 
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Background: Increasingly, the term “Data Trust” is being used to refer to a repeatable mechanism or approach to 
sharing data in a timely, fair, safe and equitable way. However, Data Trusts can take many forms, and there is no 
consensus on what a Data Trust must include or how it should be established. 

Methods: In December 2019, we convened a working meeting of 19 people representing 15 Canadian 
organizations/initiatives most of which focus on public sector health data. Our objective was to identify a small set of 
essential and practical requirements for Data Trusts, regardless of the form that a Data Trusts takes. We used a series 
of “min specs” facilitated discussions and live internet polling to capture individuals’ input throughout the day. 
Preliminary findings were presented and discussed during the meeting, then refined through the development and 
publication of a Feature Paper in the International Journal of Population Data Science. 

Results: Twelve (12) min specs requirements for data trusts were identified. The foundational min spec is that Data 
Trusts must meet all legal requirements, including legal authority to collect, hold or share data. In addition, there was 
agreement that Data Trusts must have (i) an accountable governing body which ensures the data trust advances its 
stated purpose and is transparent, (ii) comprehensive data management including responsible parties and clear 
processes for the collection, storage, access, disclosure and use of data, (iii) training and accountability requirements 
for all data users and (iv) ongoing public and stakeholder engagement. We are now beginning to implement and refine 
the min specs in partnership with data holders in Canada and other countries and other organizations including 
Canada's CIO Strategy Council, GovLab at NYU, and others. 

Implications: It was possible to identify a small number of implementable high-level requirements for Data Trusts using 
min spec facilitation. We see the min specs list as a dynamic set of requirements that will evolve over time and improve 
with use. There is nothing inherent in the min specs that would limit their application to Canada, and we look forward 
to refining and improving them through joint work with Canadian and international organizations involved in data 
infrastructure, members of the public, and representatives from commercial organizations. 
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The implementation of digital technologies into the NHS requires significant facilitative work, alongside the 
development of robust technological infrastructure. The COVID-19 pandemic has catalysed the digital transformation 
of healthcare services, with outpatient services increasingly dependent on technology to support new models of 
virtual care. With the rapid implementation of, and reliance upon, technology, comes the challenge of ensuring that 
as many patients and clinicians as possible, are able to use it.  

The REmote MOnitoring in Rheumatoid Arthritis (REMORA) app enables individuals with rheumatoid arthritis to 
record a number of symptoms daily/weekly. These symptoms are provided in summary format for patients to view 
in-between clinic appointments and are integrated into the electronic patient record for cli nicians to access during 
clinical consultations. REMORA is an exemplar of digital remote symptom tracking related to a long term condition 
where such monitoring might improve patient outcomes, patient self-management and shared decision making. 

Patients may need support in understanding the data they are asked to enter into the app, and clinicians may need 
support in interpreting and acting upon these data. We describe the development of supportive materials for different 
stakeholder groups.  

Methods: A number of education and training initiatives were developed by patients, clinicians and researchers to 
support stakeholders using the REMORA app. First, the co-production and implementation of a training video to 
teach patients how to examine their own joints, equipping them to report the number of tender and swollen joints in 
the symptom tracker. The need for video development came from PPIE group, who were active throughout its 
development including brainstorming, storyboarding, filming, editing, and dissemination.   

Second, the development of data visualisation for patients and clinicians, whose creation involved discussing aims 
and ideals, exploring different visualisations for the same ‘section’ of data, combining visualisations and building in 
interactivity to allow users to dig into their data. Feedback was collected from a workshop with three clinicians and 
seven patients who had the opportunity to interact with the visualisations and suggest improvements to finalise them.  

Third, the co-development and implementation of a training program to enable clinicians to use integrated symptom 
tracking data effectively in routine RA outpatient consultations. Materials were drafted by the research team, 
including patients and two practicing clinicians based on a literature review, with subsequent feedback sought from 
seven interdisciplinary clinicians at a pilot clinic, following which changes were incorporated.  

Results: The video, whose primary purpose was to support use of the REMORA app, has fulfilled a wider need for 
supported patient self-management, catalysed by the pandemic. A 15 minute video was developed, disseminated 
by several national organisations, receiving 1,000 views on YouTube in its first week.  

The visualisations allow patients and clinicians to track easily how symptoms (recorded daily and weekly) have 
changed over time, enabling them to understand how different symptoms may interact with each other.  

The clinician training programme includes different components including a short presentation cover ing ‘what, why, 
and how’, hands-on practice in finding and using the data, FAQs, reminders, and feedback sessions.  

Implications: The REMORA app aims to support remote monitoring, remote consultations, supported self -
management and shared decision making. In order to equip patients and their clinicians with the skills to utilise the 
app, a video for patients, data visualisation and training materials for clinicians, were developed. These resources 
help to address some of the challenges involved in implementing digital technologies, which require facilitation 
alongside the technological intervention. These interventions will be evaluated through surveys and clinical 
correlation between patient and clinician examinations (video), and feedback to the developing team (visualisations 
and clinician training materials).  

 


