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Assessment of Rabies Prophylaxis Cases in an
Emergency Service: JEN

¢ ProQuest document link

ABSTRACT (ENGLISH)

Introduction

The aim of the present study was to evaluate the demographic characteristics, exposure features, and prophylactic
care aspects of cases that presented to the emergency department of 1 state hospital in Turkey between 2013 and
2017 because of the risk of rabies contact.

Methods

Data from the retrospective cohort study were obtained from ED records of Erzurum Palanddken State Hospital
between August 2013 and June 2017 regarding patients presenting to emergency service after the risk of rabies
contact. Evaluation forms included demographic characteristics of the patients, contact type, contacted animal,
exposure features, and the status of prophylaxis. Descriptive analysis, with frequency and percentage, was used.
Results

A total of 691 records were analyzed. The mean age of the patients was 29.2 years (SD = 0.65). Of those, 547
(79%) were male, and 144 (21%) were female. Regarding location, 506 (73%) of the 691 cases were from urban
areas, and 185 (27%) from rural settings. Of the cases, 515 (74%) were bite injuries, 159 (23%) were scratches, and
22 (3%) were contact. Of the contacted animals, 483 (70%) were dogs, 171 (25%) were cats, 11 (2%) were foxes,
14 (2%) were horses, 2 (< 1%) were sheep, and 10 (1%) were cattle. A total of 16 animals were vaccinated,
however the vaccination status of 675 cases were not known by the patients.

Discussion

It would be beneficial to increase the number of studies regarding animal control, make correct and complete
mandatory reporting, properly maintain the risky contact record, and create better pet vaccination cards in Turkey.
The training deficiencies of related personnel at risk for contact with rabies are a major public health problem.

FULL TEXT

Contribution to Emergency Nursing Practice
*sThe current state of scientific knowledge on rabies and its implications with appropriate prophylaxis indicate a
continuing need for increased knowledge regarding this disease and a thorough understanding of proper use of

prophylactic interventions.

**The main finding of this research is that most individuals having risky contact with potential rabies infection occurs
in urban areas are men with superficial bites to the upper extremities who did not receive proper prophylaxis

according to guidelines for the geographic location.

*sKey implications for emergency nursing practice from this research are that health professionals, especially
nurses, should be adequately informed and educated about rabies, both for their safety and for the correct

treatment of the patient.

Introduction

Rabies is an acute, progressive, zoonotic disease of the Rhabdoviridae family characterized by encephalomyelitis
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that occurs within the RNA virus.' Rabies is known as one of the oldest infectious diseases, which is transferred
from an animal or human bite, scratch, or saliva contact with an open wound or mucosal structures or through
inhalation or transplantation. After infection, the subcutaneous and muscular tissues are involved. At the end of the
incubation period (20-90 days), the rabies virus reaches the dorsal root ganglion, spinal cord, and central nervous
system (CNS) by way of the peripheral nerves. After proliferation occurs in this location, it spreads to all tissues and
organs through the peripheral nerves. Rabies has 5 stages: incubation period, prodromal, acute neurological, coma
and death, and recovery periods. The incubation period varies depending on the virulence of the organism, the
number of viruses, the distance from the place where the bite or transmission occurred to the CNS, and the neural
density of the wound.”* Rabies transmission occurs most commonly through pets, especially cats and dogs. Rabies
transmission rarely takes place with bites of wild animals, such as wolves, foxes, jackals, and sheep.’

Rabies has the highest mortality rate among infectious diseases.®’ Turkey’s Ministry of Health guide suggests rabies
prophylaxis for people thinking of traveling to countries where the prevalence of rabies cases exists. However, there
are no specified risk areas in the territory of Turkey. Risks are present all over the world for those who practice
extreme sports, researchers, and anyone camping in wildlife areas. According to the WHO data, approximately
59,000 people who are mostly from Asian and African countries die because of rabies each year. More than 95% of
the rabies deaths in humans are caused by rabid dog bites.® In Turkey, 93% of rabies-infected animals are domestic,
with 59% of them being dogs.® Approximately 175,000 potential rabies risk cases are reported to the Ministry of
Health in Turkey each year, and 1-2 cases of rabies are emerging.™ It is highly important to vaccinate domestic
animals and to apply rabies prophylaxis to at-risk contacts.

The purpose of this study was to evaluate the demographic characteristics, exposure features, and prophylactic
interventions of patients who presented to the emergency department of Erzurum Palanddken State Hospital
because of potential rabies exposure.

Methods Study Design

This study was carried out as a retrospective cohort study of possible rabies animal contact case records of patients
who presented to 1 hospital emergency service.

Setting

This study was carried out at the Erzurum Palandtken State Hospital Emergency Service located in northeast
Turkey. This hospital maintains 250 inpatient beds and 10 emergency care beds.

Participants

All patient records for those who presented to the emergency department for possible rabies exposure from August
2013 to June 2017 were included. Those who were veterinarians by occupation were excluded because these
individuals received rabies prophylaxis routinely outside of the ED setting. We excluded records with missing data,
as described in the Data Access and Cleaning Methods section.

Variables

Information about age, sex, area bitten or otherwise contacted body region, geographic location, when the bite or
contact occurred, contact type and depth, genus of the animal, vaccination status of the animal, previous vaccination
status, the time from the moment of contact to the time of presentation to the health facility, the dose of rabies
vaccine administered to the patient, and information as to whether immunoglobulin was also administered or not
were recorded.

An evaluation was carried out regarding whether or not the principles stated in the Rabies Protection and Control
Instruction of Republic of Turkey Directorate General of Basic Health Services of the Ministry of Health Care were

applied. (Patient records before 2014 were evaluated according to the Rabies Protection and Control Regulations
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published in 2001. Others were evaluated according to the Rabies Field Guide published in 2014).°

Data Sources

The ED patient record book and hospital database, where rabies risky contacts were recorded, were used as data
sources.

Analysis Methods

SPSS version 22.0 package program was used to calculate descriptive statistics.

Data Access and Cleaning Methods

Cases with incomplete information in the hospital database and in the ED patient follow-up and those without rabies
risk were excluded from this study.

Ethical Considerations

As a single-site, deidentified administrative database review, the study was deemed exempt from institutional review
board review according to policy at the study site. This study was not within the scope of clinical research (ie, no
samples were taken from the patient, no medication was administered, and no questions were asked of the patient).
Only recorded data were examined. Necessary permissions were obtained from the hospital management.™
Results

During the study period, 737 cases of potential rabies referred to emergency services for animal bites and contact
between August 2013 and June 2017 were evaluated. Of these, 691 were evaluated. A total of 27 veterinarians and
19 cases with missing data were excluded.

Of the possible rabies exposure cases, 547 (79.2%) were male, and 144 (20.8%) were female. The mean age of the
patients was 29.2 years (SD = 0.65) with a range of 19-36 years. Most (73.2%, n = 506) were from urban areas (
Tae ™y Of the contact cases, 483 (69.9%) occurred after an interaction with dogs, 171 (24.7%) with cats, 14 (2%) with
horses, 11 (1.6%) with foxes, 10 (1.4%) with cattle, and 2 (0.3%) with sheep. Interactions with animals were
recorded as 510 (73.8%) bites, 159 (23%) scratches, and 22 (3.2%) contacts. A total of 350 (50.7%) of the bites and

T 2) The seasons in which cases occurred were

scratches were superficial, and 341 (49.3%) were deep injuries (
as follows: 161 (23.3%) winter, 194 (28.1%) spring, 168 (24.3%) summer, and 168 (24.3%) autumn. The body
regions of those injured were 23 (3.3%) head, 385 (55.7%) arms, 90 (13%) body, and 193 (27.9%) legs. Of the
animals contacted, 16 (2.7%) were owned and vaccinated; however, 675 (97.3%) had no record of ownership or
vaccination status ("”°?).

Administration of 1 dose of human diploid cell vaccine occurred for 114 (16.5%) cases, 2 doses for 71 (10.3%), 3
doses for 150 (21.7%), 4 doses for 128 (18.5%), and 5 doses for 227 (32.9%) cases. In addition, human rabies
immunoglobulin was applied to 540 (78.1%) cases in the prophylaxis program. When asked whether they were
exposed to a similar situation in the past (bite, scratch, or contact), 37 (5.4%) people responded yes, and 654
(94.6%) responded no ("*°*). No cases of actual rabies infection were detected within the prophylaxis schedule.
Discussion

Aligned with WHO's recommendations, the regulations created by the Ministry of Health should be taken into
consideration in the control of an infectious disease such as rabies, while city administrators should take the
necessary precautions for vaccination of stray animals. This study demonstrated that we are far from WHO's plans
and measures in implementation in Turkey. In addition, the results obtained in this study were consistent with the
literature in sex, animal source, and type of wound parameters but were different from the literature in age and
seasonal parameters.

Sex

In this study, 79.2% of suspected rabies contact cases were men. In similar studies conducted in Turkey and around
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in the world, it has been reported that the proportion of men exposed to suspected rabies contact is between 67.0%
and 78.6%. As reported in other studies, the number of males were higher, attributed to the fact that mostly males

were working in rural areas, spending more time outside, or interacting with dogs as pet owners.*'""

Dogs carry an
important place in the lives of people in Asia and the Middle East, especially farmers, shepherds, and rural
residents. Most of the individuals in these regions do not have enough information about proper vaccination of their
pets and on obtaining health care.

Age

Rabies is a risk for all age groups. In this study, the age range for rabies risky contacts was 19-36 years with a
substantial number of notifications in the age range of 0-18 years. According to the WHO 2010 report, 40% of risky
contacts were seen in children under the age of 15 years." This could be caused by children coming into contact
with animals for the purpose of playing and the overall vulnerability of this age group.®™ In most of the studies in the
literature, the highest risk of potential rabies contacts occurred between the ages of 19 and 60 years."" We used
an age grouping to evaluate the similarities and differences among age groups descriptively. Other articles in the
literature reported that cases were more common in the age range of 19-36 years. We found that 33.5% of cases
were between the ages of 0 and 18 years. These data from this study were similar to WHO’s data, within 7%.
Season

Aker et al,”” Karadag et al,”® and Balin et al'® reported that rabies risk occurred most commonly during the summer
season, whereas Kadioglu et al® reported that most occurred in the autumn and winter. Giilacti et al'’ reported that
contact cases increased in the spring and summer seasons. On the contrary, in our study, rabies risk occurred most
frequently in the autumn or fall months (28.1%). When the data from the available literature were evaluated, the
differences in numbers between the seasons in which rabies risk occurred were not substantial. As seen in recent
studies conducted in Turkey, this situation may have risen from the fact that most contacts occurred in urban areas,
in contrast to expectations. In countries with established economic infrastructure, potential rabies contacts are taking
place in the urban areas owing to wild animal attacks, whereas in countries with emerging or nonexistent economic
infrastructure, they are due to the lack of control of stray dogs.? This explains why rabies risky contacts in Turkey
have mostly occurred in urban areas.®""" In this study, 73.2% of the contacts, which occurred in the urban areas,
were in accordance with the literature.

Animal Source

According to WHO data, rabies cases by dog bites accounted for approximately 95% of human rabies cases. A
collaborative approach with the Food and Agriculture Organization of the United Nations, the Global Alliance for
Rabies Control, WHO, and the World Organization for Animal Health created a global conference, titled “Global
elimination of dog-mediated human rabies,” was organized in Geneva, Switzerland, on December 10-11, 2015."*%%
In this conference, the partners stated that their aim was to eradicate rabies caused by dogs by 2030. This will be
possible with political will, adequate resources, and rigorous program management. Furthermore, they drew
attention to the importance of rabies notification, requiring successful follow-up and data evaluation; therefore, it was
emphasized that rabies was a compulsory notification disease category.?>?* Similar to our work, studies have shown
that most of the rabies risky contacts originated from dogs, especially by Aydin et al"® (84.7%), Tasdemir et al*'
(71.5%), Aker and Sahin (75.4%)," Balin and Denk (58.3%),"® and Derindz and Akar (73.4%).” Following the dog as
the most common vector were cats (24.7%), cattle (1.4%), and other animals.""** In our study, 483 (69.9%) of the
cases were of dog-origin followed by 171 (24.7%) of cat, 11 (1.6%) of fox, 14 (2%) of horse, 2 (0.3%) of sheep, and
10 (1.4%) of cattle. The immunization status of animals in most of rabies-risk contacts being unknown is also a

serious problem. As stated earlier, the forms examined in our study indicated that most animals had no owner or
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vaccination status. Aker and Sahin' reported that 180 (41.38%) of their cases were owned and nonvaccinated, and
Tasdemir et al*' reported that 89 (45.2%) of the cases were ownerless in that study. It was noted that 16 of the
animals involved were vaccinated, but the vaccination status of the remaining 675 were not known. When our data
were evaluated, including records from before 2013, animal ownership status in our records was not specified well,
and all cases had been vaccinated. To avoid unnecessary vaccination, the detailed anamnesis should be received
for all cases.

Practice Improvement

Whereas appropriate vaccine administration occurs with the bites and exposures as previously discussed, most
studies carried out in Turkey demonstrated that rabies prophylaxis had been administered after mouse bites.*'*%
Contrary to common belief, rodents are not carriers of rabies. In the Rabies Prevention and Control Directive of the
Ministry of Health, bites from animals such as mice, rats, squirrels, hamsters, and contacts with cold-blooded
animals such as snakes, lizards, and tortoises are defined as conditions that do not require prophylaxis. Despite
many training classes, emergency doctors and nurses continue the inappropriate practice of treating rodents, such
as mice and rats, as carries of rabies. Therefore, the rabies vaccine is often administered to patients who are bitten
by one of these members of the rodent family.

Unnecessary vaccination practices increase the health expenditures of the country.”” This is a serious loss in health
spending. The knowledge deficit that mouse and rat rodent bites generally do not require rabies prophylaxis creates
excessive and unnecessary expenditures.” In Turkey, the cost of prophylaxis after suspected rabies contact is
higher than the cost of rabies vaccine and rabies immunoglobulin application after exposure. Approximately, 1
million euros are spent per year for rabies vaccine and rabies immunoglobulin.

We also found that incomplete records were another area for practice improvement at the study site. We excluded
19 cases with incomplete records. Every patient who is treated for rabies exposure in the emergency department is
directed to the infectious disease outpatient clinic for control purposes and follow-up. When the specialist compared
the emergency logbook with the patient data system, we discovered that there was an incompatibility. On the basis
of our findings, training sessions were provided at the site. Ongoing training is also important as physician and
nursing staff in the emergency department change frequently.

Wound

Most rabies risky contacts in this study were caused by biting (510 cases, 73.8%), with scratching (159 cases, 23%),
and contact (22 cases, 3.2%). A total of 350 (50.7%) of the bite and scratch cases were superficial, and 341 (49.3%)
were deeply injured. In studies carried out by WHO and other researchers, notifications usually came in the form of
biting. In other studies, the most injured body regions were generally extremities. Yilmaz et al*® have reported that
44.9% of the cases were in the lower extremities and 42.3% in the upper extremities; Ostanello et al® have reported
that 36.1% of the cases were in the lower extremities with 30.4% in the upper extremities and 9.5% in the head and
neck region; Balin and Denk'® have also reported that 53% of the cases were in the upper and lower extremities,

44 4% in other body locations, and 2.6% in the head and neck regions.'®** Similarly, in this work, the injured body
regions were found to be 193 (27.9%) in the lower extremities. 38 (55.7%) in the upper extremities, and 90 (13%) in
other body regions. Unlike adults, studies carried out with children indicated that most injuries were in the head and
neck regions because of their small size. Head and neck region exposure, owing to the proximity to the CNS,
caused these rabies risky contacts to be more fatal, especially in children.’

Adherence to Rabies Protection and Control Instruction

When the vaccination programs were evaluated, all the animals were taken into 4 and 5 vaccination schedules as

stated in the Directorate General of Primary Health Care of the Ministry of Health in the direction of Rabies
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Protection and Control. Of the cases determined to require prophylaxis with human diploid cell culture rabies
vaccine, 114 (16.5%) received 1 dose, 71 (10.3%) received 2 doses, 150 (21.7%) received 3 doses, 128 (18.5%)
received 4 doses, and 540 (78.1%) people were vaccinated in total. In cases in which the animals could be
monitored, patient vaccination was interrupted at the third dose; and in cases in which the animals could not be
followed, the fourth and fifth doses of the vaccine were completed. It was thought that people who had received 1
and 2 doses of the vaccine might have continued to follow-up in different hospitals or had a continuation problem (
Tae4y 'Regarding the 540 (78.1%) vaccinated cases, human rabies immunoglobulin and the vaccine were
administered. It is important that record keeping of both the patients seen in emergency departments and animal
immunizations by veterinarians are kept up to date and that they are easily accessible for patient tracking. Future
research should also be employed in the area of rabies prophylaxis and postexposure care.

Limitations

The most important limitations that we encountered in this study were not keeping patient records regularly, not
being able to follow stray animals, and lack of patient follow-up as directed. The 19 records that did not meet criteria
or had missing data were excluded from the study.

Patients were often unaware of the vaccine status of the animals. Apart from this, patients did not follow their
vaccines regularly. Another potential problem was vaccination in cases that did not require a vaccine, for example,
mouse and rat bites. We examined the registry kept in the emergency department and decided that the records
before 2013 were not reliable. Again, while creating the data set, we excluded patient records that were illegible or
incompatible with the online system. The number presented in the article is the number of patients who have data in
the parameters evaluated.

Implications for Emergency Nurses

Health professionals, especially nurses, should be adequately informed and educated about rabies, both for their
safety and for the correct treatment of the patient. Nurses should follow the protocols for their respective countries
and institutions.

No rabies cases have been reported after rat, mice, squirrel, hamster, or rabbit contacts. It should be well-known
whether the type of animal contact carries the risk of rabies. Ownership of animals with risky contact with patients
and other conditions of the animal should be questioned correctly by the nurses during triage or the primary
assessment.

The first step in prophylaxis of rabies risky contact is wound care, and this is the most effective way to reduce the
transmission of the rabies virus. Emergency nurses are often the first clinicians to care for patients in response to
rabies risky contacts. In all injuries, the wound should be washed thoroughly with copious amounts of soap and
water. Protective equipment must be used at this time. Necessary notifications should be made after this first
intervention. In all cases in this study, emergency nurses performed these procedures on the first application, and
then immunization was performed.

Patients should be educated as to possible untoward effects of rabies immunization such as local reaction at the site
(redness, swelling, or itching). Other potential systemic effects are headache, abdominal pain, nausea, dizziness,
and the eruption of hives, fever, and joint pain. Rarely, Guillain-Barré syndrome and anaphylactic reactions can
occur. Patients should be well aware of these potential adverse effects and reactions so that the proper care can be
initiated as soon as possible.**

Conclusions

Risky rabies contact in Turkey remains a major public health problem. Although there were no actual cases of rabies

in our region during this study, there were a large number of contacts owing to derelict animals, which could not be
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monitored for the prescribed protocol of 10 days. Patients were evaluated in the emergency department, and
because wound category distinction could not be well determined, this impacted the number of vaccines and
immunoglobulins administrated. This study assisted in enumerating specific facets of rabies risky contact in our area
and brought to light the need for more organized records in this fight, registration of animal ownership and
vaccination status, training of health workers in this field, public awareness, and liaison between the necessary
institutions.
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Demographic characteristics Number %
Sex

Male 547 79.2
Female 144 20.8
Age groups

0-18 232 33.5
19-36 261 37.6
37-54 113 16.3
55-72 85 12.3
Location

Rural 185 26.8
Urban 506 73.2
Total 691 100
Animal type and wound features Number %
Animal
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Dog 483 69.9
Cat 171 24.7
Fox 11 1.6
Horse 14 2
Sheep 2 0.3
Cow 10 1.4
Contact type

Bite 510 73.8
Scratch 159 23.0
Contact 22 3.2
Wound skin thickness

Superficial’ 350 50.7
Partial thickness to deep’ 341 49.3
Total 691 100
Parameter Count %
Season

Winter 161 23.3
Spring 194 281
Summer 168 243
Autumn 168 243

Bite area
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Head

23

3.3

Arm

385

55.7

Body

90

13.0

Leg

193

27.9

Animal vaccine status

Unknown

675

97.7

Available

16

23

Total

691

100

Vaccine dose and prebite states

Count

%

Vaccine dose

114

16.5

72

10.3

150

21.7

128

18.5

227

32.9

Previous potential exposure

Unavailable

654

94.6

Available

37

54

Total

691

100
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A Pivot to Palliative: An Interdisciplinary Program
Development in Preparation for a Coronavirus
Patient Surge in the Emergency Department: JEN

& ProQuest document link

ABSTRACT (ENGLISH)

While numbers are still emerging, the demographics of patients with COVID-19 in Massachusetts are
overrepresented by patients from nursing homes, those older than 70 years, and those with racial and ethnic
minority identities.1 Because elderly patients with multiple comorbidities are at an increased risk of death,2,3 an
extreme demand on our local health care system was anticipated with this influx of patients potentially needing end-
of-life (EOL) care. The program, program tools, and program development process are provided here to serve as a
guide for emergency clinicians, palliative nurses, nurse practitioners (NPs), and nursing leadership looking to
establish similar programs within their institutions.Background Palliative care is specialized health care for people
with serious illnesses. Despite this shared goal, a knowledge gap exists regarding the optimal delivery of palliative
care in the emergency department.6 Models of palliative care delivery differ between institutions depending on
department size and volume, and currently, optimal models of department-based palliative care have not been
rigorously studied.6 The priority focus of emergency nursing has traditionally been geared toward lifesaving and life-
sustaining interventions. An integrative program has been developed called The Improving Palliative Care in
Emergency Medicine (IPAL-EM) project, which guides ED providers to incorporate palliative care into standard
practice.12 Aligning with the IPAL-EM basic and advanced integration categories, we sought out ways through our
program to connect emergency and palliative care clinicians with shared a common goal by means of novel
processes and protocols.12 Our work group’s overarching goal was to support emergency nurses during a surge in
the number of patients with COVID-19 in providing compassionate patient care (both palliative and EOL) through the
development and implementation of educational and clinical support tools.Methods In anticipation of a surge in the
number of patients with COVID-19, ED and palliative care leaders (nurses, NPs, physicians, and social workers)
identified the need for swift collaboration between the 2 departments.

FULL TEXT

Contribution to Emergency Nursing Practice
*sThe current literature on palliative care in the emergency department indicates the prominent need for emergency
nurses and palliative care clinicians to better understand their respective roles and responsibilities to improve

palliative care for ED patients.

*«This article contributes a program template, process and educational and support resources for emergency nurses

focused on improving palliative care in the emergency department during the coronavirus disease pandemic.
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+sKey implications for emergency nursing practice found in this article are the potential to tailor, replicate, and test

our program to improve palliative care in other ED settings.

Introduction

As the coronavirus disease (COVID-19) pandemic continues to unfold in the United States, the health care sector
faces harrowing challenges of overloaded systems, unknown viral impact, and considerable mortality. American
health care institutions must tailor a swift and strategic response at their local facilities to ensure high quality and
compassionate patient care. In the pandemic timeline, Massachusetts was several weeks behind the patient surges
that occurred in Seattle and New York City. Witnessing the severe system strain from these cities, Massachusetts
hospitals’ disaster plans included deploying resources and clinicians in novel ways. One of our hospital’s strategies
involved an increased focus on the role of palliative care in the ED setting.

While numbers are still emerging, the demographics of patients with COVID-19 in Massachusetts are
overrepresented by patients from nursing homes, those older than 70 years, and those with racial and ethnic
minority identities.’ Because elderly patients with multiple comorbidities are at an increased risk of death,* an
extreme demand on our local health care system was anticipated with this influx of patients potentially needing end-
of-life (EOL) care.

Brigham and Women'’s Hospital is a 793-bed, Harvard-affiliated, magnet-recognized hospital located in the
Longwood medical area of Boston. Its 60-bed, level 1, emergency department sees 63,000 patient visits annually
and services patients from metro Boston, throughout the nation, and from 120 countries. As a leader in the Boston
health care network and a care provider for a dense, urban setting, measures needed to be taken quickly as the
COVID-19 pandemic evolved. In response to a potential patient surge and as part of pandemic disaster planning, we
projected that rapid collaboration between palliative care and ED staff was needed to meet the needs of critically ill
patients who are COVID-19 positive presenting to the emergency department. We developed a multipronged
program designed to provide optimal care for patients who are COVID-19 positive in our large, metropolitan
emergency department. The program, program tools, and program development process are provided here to serve
as a guide for emergency clinicians, palliative nurses, nurse practitioners (NPs), and nursing leadership looking to
establish similar programs within their institutions.

Background

Palliative care is specialized health care for people with serious illnesses. Palliative care focuses on providing
symptom relief, communication, and psychosocial/spiritual support with the goal of improving quality of life for
patients and their families.* Although EOL care is 1 element of this specialty, palliative care and EOL care are not
synonymous. Palliative care involvement is appropriate at any stage of serious iliness, providing an extra layer of
support in conjunction with treatment provided by other medical teams.® Palliative care aims to alleviate suffering, a
shared goal of ED clinicians. Despite this shared goal, a knowledge gap exists regarding the optimal delivery of
palliative care in the emergency department.® Models of palliative care delivery differ between institutions depending
on department size and volume, and currently, optimal models of department-based palliative care have not been
rigorously studied.’

The priority focus of emergency nursing has traditionally been geared toward lifesaving and life-sustaining
interventions. A fast-paced setting, the emergency department is characterized by rapid throughput processes,
which can hinder the necessary nurse-patient empathic bonding that enables effective palliative care.” In addition to
these obstacles, the perception of palliative care in the emergency department presents a challenge to collaboration

among the specialties. Although emergency nurses may recognize the palliative care needs of their patients, they
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identify lack of time and lack of palliative care education/training as challenges to meeting those needs.? ED
clinicians have also expressed the cognitive dissonance that palliative care is somehow a means of giving up on a
patient or failure to provide appropriate care.’

Seeking to standardize palliative care involvement the Center to Advance Palliative Care published a consensus
report in 2011. This report called on every hospital to develop a systematic approach for identifying patients in
advance who are at a high risk for unmet palliative care needs through a palliative care screening assessment.’
Many organizations, including the Emergency Nurses Association (ENA), have aligned with this call. The ENA has
identified the need for additional palliative and EOL education and mentorship, calling on emergency nurses to be
directly involved in quality improvement initiatives around palliative care and EOL care across the care continuum.®
Similar initiatives also exist in emergency medicine. The American College of Emergency Physicians has developed
online resources and tools for their members, seeking to support ED physicians in providing palliative care."

In addition to professional calls to action, formal work has been done in the interest of greater collaboration between
emergency care and palliative care. An integrative program has been developed called The Improving Palliative
Care in Emergency Medicine (IPAL-EM) project, which guides ED providers to incorporate palliative care into
standard practice."? Aligning with the IPAL-EM basic and advanced integration categories, we sought out ways
through our program to connect emergency and palliative care clinicians with shared a common goal by means of
novel processes and protocols."” Our work group’s overarching goal was to support emergency nurses during a
surge in the number of patients with COVID-19 in providing compassionate patient care (both palliative and EOL)
through the development and implementation of educational and clinical support tools.

Methods

In anticipation of a surge in the number of patients with COVID-19, ED and palliative care leaders (nurses, NPs,
physicians, and social workers) identified the need for swift collaboration between the 2 departments. Our
interdisciplinary group worked to understand the workflow of both the ED and palliative care consult services and to
identify and address knowledge and practice gaps. The initial work group included physician leaders from both the
emergency department and palliative care, a staff nurse from the emergency department, and a palliative care NP.
Our collaborative strategy embraced 2 of the 4 tenets recommended by the IPAL-EM toolkit including (1) launching a
palliative care initiative addressing department-specific palliative care needs and deficiencies and (2) recruiting ED
palliative care champions to participate in the work."

The emergency nurse and the palliative care NP worked together to identify ED-specific nursing concerns. To better
understand these concerns, the palliative care NP and the emergency nurse conducted informal interviews at
several different time points. Questions were asked regarding emergency nurses’ concerns relevant to the
commonly accepted domains of palliative care (goals of care, EOL symptom management, patient and family
support). Interviews were conducted over a 1-week period and occurred during day and evening shifts.
Approximately 40 nurses’ input was collected, and discussions lasted from 5 to 10 minutes. The emergency and
palliative care nurses compiled a list of questions that the emergency nurses had related to facilitating or executing
palliative and/or EOL care. These questions were reviewed collaboratively, and interventions were developed to
address what the program planners perceived were the most salient themes. Our iterative process best aligned with
the PLAN-DO-STUDY-ACT/ADJUST improvement model used in health care to improve process and carry out
change." The 79" depicts our specific cycle with discovered needs and subsequent interventions, which occurred
over a 4-week development period from March 24 to April 17, 2020.

To meet the needs of emergency nurses, we curated a portfolio of easily accessible educational and support tools in

both tangible and digital formats. The aims of these tools were to provide in-the-moment clinical decision-making
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support as well as access to direct support from palliative care clinicians. The broadcasting of these tools was
through word of mouth, e-mail distribution from the emergency department’s Professional Development Manager
software and printed fliers.

As each tool was developed and deployed, we sought real-time verbal feedback from users regarding the
accessibility, helpfulness, and clarity of content. Most feedback was received informally during ED rounding and
through the emergency nurse collaborator. The emergency and palliative care nursing team recognized that a cycle
of rapid assessment and implementation was needed to continuously evaluate evolving emergency nursing needs in
a rapidly changing care landscape.

Results

To date there has been no surge of EOL-specific care in our emergency department as had been anticipated during
the disaster planning. The specific deliverables from our process included a template for improving palliative care

Table 1

access in the emergency department and the educational/clinical support tools. highlights each educational and

support tool, its description, and access method. Our digital resources can be accessed online at

Supplementary Appendix

www.pallicovid.app. The provides an example of one of our clinical support tools to assist

emergency nurses with EOL symptom management. "**°?

provides a logic model for the reader to guide in the
replication of our program. Our program has included the development and implementation of tools and support
mechanisms as indicated but has yet to execute evaluation metrics at this time.

Discussion

Our program presents an opportunity to connect emergency care and palliative care. As this was new territory in our
institution, clinicians needed to effectively communicate and develop a mutual understanding of roles and a unified
patient-centered focus. This close collaboration resulted in a suite of resources and support mechanisms for
emergency nurses through interdisciplinary contribution.

Through our development and implementation process, we rapidly created a program to support emergency nurses
in providing palliative and EOL care in anticipation of a surge in the number of patients with COVID-19. This process
was noted by the program developers to be most productive as an interdisciplinary, interprofessional effort requiring
the understanding of roles and responsibilities of emergency and palliative clinicians to produce a patient-centered
and clinically supportive program. Our collaborative work group experience aligns with current evidence showing
that new health care initiatives can be clinically effective and rewarding when they are interprofessional and
strategically focused.' Our work process further aligns with professional calls from the ENA and the Center to
Advance Palliative Care.>' The recruitment of our ED palliative care champions for the project proved extremely
productive supporting the IPAL-EM toolkit recommendations." The nursing staff contribution to the integration of
palliative care into ED patient care, as accomplished in our program, is also supported in the literature."’

The strengths of our program included our rapid cycle learning and adaption process, the comprehensive support
provided through our 24-7 palliative nurse coverage, and the development of educational and clinical support tools
available to nurses in hard copy or digital format. A rapid cycle learning process, accomplished in our program
through our in-person clinician rounding and biweekly team meetings, is identified in the literature as the process
that may be best suited for quickly developing new interventions in uncertain and changing times.'®"® The 24-7
palliative support model was also used in New York with positive outcomes as our program also experienced.”
Educational and clinical support tools to address symptom management are a shared focus of other institutions
working to support emergency nurses.”'

Challenges and barriers to collaboration and implementation of this program included factors that are commonplace,

for example, clinician time and availability to contribute to the program. The challenge of launching a program in the
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emergency department was threatened by a lack of initial emergency nursing leadership focus owing to competing
concerns in the department related to COVID-19. Leadership buy-in is recognized as a critical component of
success'® and was ultimately provided to our program throughout our process. In addition to time and attention,
space and physical access to the emergency department presented a problem as work-group meetings were
hindered by physical distancing, and concerns around infection control and personal protective equipment use.
Space and distancing practices have been a challenge for many in the health care and technology has been used to
address these concerns.” A virtual meeting platform was easily used for our ED/palliative care work-group sessions.
Evaluation metrics for our program have not been formally executed at this time owing to limitations related to
COVID-19. We found that evaluation of rapidly implemented initiatives and interventions is a shortcoming for many
during COVID-19 times and is an area of increased study.'®'®**** Our shared logic model presents a list of
recommended metrics that could be used to evaluate this program. These are currently under consideration by our
team for future evaluation of our program. A literature review executed by Thiel et al*® identified the lack of
evaluation tools to assess changes in clinicians’ knowledge, skills, and attitudes related to palliative care after
participating in interdisciplinary learning experiences. An evaluation of the frequency of use of our education and
clinical support tools by our emergency staff is proposed as a starting point. Our team noted that education and
clinical support for emergency nurses related specifically to EOL care was not as necessary as other palliative care
support owing to the limited EOL care provided in our emergency department as the surge progressed.

As the COVID-19 pandemic persists, we believe our program serves as a template for others to guide them in
developing programs to support their emergency nurses in providing comprehensive and effective palliative and
EOL care in rapidly changing times. We recommend that programs are interdisciplinary and interprofessional and
use a rapid learning cycle to develop tailored education and clinical support tools specific to their clinical demands.
Future Collaboration

Although this program was propelled by necessity in a challenging and unpredictable time, its development marks a
new chapter in our emergency department and palliative care’s working relationship. Our future collaborations will
likely focus on options to evaluate our program’s impact. As we better understand how our program influences
nursing practice and patient care, we can strategize how to carry such a program beyond disaster planning and into
standard practice. Educating and supporting staff with an accessible and digital presence has the potential to leave
a lasting impression on emergency nurses and how they can proactively facilitate and execute palliative care for
their patients.

Considerations for future collaboration also include the development of interventions to support ED clinicians in
recognizing their patients’ palliative care needs and responding to those needs. For example, it has been
established that many patients arrive to the emergency department with paperwork that is outdated, incomplete, or
missing medical orders for life-sustaining treatments, leading to potentially invasive and unnecessary interventions.”
This issue is made worse during COVID-19 times as patients and their loved ones/advocates are often physically
separated because of visitation restrictions. Training can be developed for emergency nurses to identify patients
without these forms to facilitate connection to palliative care clinicians. Together the emergency department and
palliative care can work toward facilitating goals-of-care conversations before critical patient events occur.
Implications for Emergency Clinical Practice

Our program demonstrates that interprofessional (registered nurse, physician, social worker, NP), interdisciplinary
(emergency department, palliative care) planning and implementation can bring about a novel program for a need
that had been recognized previously, but not fully addressed. The need for collaborative efforts was especially true

as the landscape of emergency care was changing rapidly and potentially significantly as a result of COVID-19. Our
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program highlights several implications for emergency nurses. These include (1) the clarification of palliative care’s
contribution to ED patient care, (2) the identification of the efficacy of a truly collaborative emergency palliative care
process, (3) the potential to make evaluating a patient’s palliative care needs part of emergency nurses’ standard
assessments, and (4) providing a template for others to evaluate our program in their own institutions.

Our program provides an opportunity to become better acquainted with the role of palliative care in emergency care.
Better understanding opens the door to facilitating greater palliative care involvement. Emergency nurses can
experience the focus of palliative care on aligning interventions with a patient’s care preferences and goals. A
deeper understanding of palliative care is made possible through the contribution of palliative care earlier in a
patient’s journeys. We look forward to and encourage others to use our shared program and welcome their
evaluation in their own clinical settings.

Conclusion

During a time of unprecedented insecurity brought about by the COVID-19 pandemic, ED clinicians were called on
to identify patients’ goals and care preferences with a lack of patient family/support presence and with limited
training regarding palliative care principles. As the role of palliative care in the emergency department has been
explored, yet not well defined, palliative care clinicians were also challenged to learn the workflow and practices of
the emergency department to best serve this patient population. In this publication, we have provided a template of
our process aimed to improve palliative care delivery in the emergency department through educational and support
resources. Rapid learning processes and communication between nurse representatives from the 2 specialties
allowed for the development of both in-the-moment support and educational tools. The implementation of this
program demonstrates that an interdisciplinary and collaborative approach to addressing these challenges can yield
a supportive program during a surge in the number of patients testing positive for COVID-19, while developing a
working relationship between emergency nursing and palliative care. By working together in a crisis, nurses within
these 2 specialties found a path to supporting patient care that will last beyond the pandemic itself.
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Supplementary Appendix

End-of-life care clinical reference tool to guide emergency nurses in symptom management

Supplementary Data

Supplementary data related to this article can be found at https://doi.org/10.1016/j.jen.2020.08.003.

Tool Description Access

Guidelines designed for nurses and providers regarding

Pocket cards symptom management in the imminently dying patient; Hand distributed
communication tools and links to institution-specific Online at pallicovid.app
resources
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ED rounding

In-person, informal rounds 2—4 times weekly by palliative
care clinicians, including NP, in the emergency
department

Provided opportunity for rapport building, gathering
feedback on resource use, and distributing pocket cards

In-person

COVID-19 nurse
resource line

Pager covered 24-7 by palliative care NPs for nursing
advice on planning care, communication, and symptom
management for patients with COVID-19 and families

Hospital pager system

Palliative care office
hours

Weekly 1-hr office hours held by 2 palliative care NPs
intended to provide a drop-in style forum for emergency
nurses to ask palliative care specific questions

Zoom line, e-mail notifications

BWH nursing
resources and FAQs

Used themes identified by emergency nurses to collate
resources for nurses in the form of “Frequently Asked
Questions.” These included original resources made by
emergency nurse palliative care champion, links to
institution-specific resources for symptom management
and other consulting services, as well as links to external
palliative care resources such as Fast Facts and Vital
Talk

Online at pallicovid.app

Inputs Activities Measures/Outputs| Outcomes Impacts
Increased knowledge,
o No. patient health | skill, and attitudes Optimal care for
Palliative care , . . . . . . .
Site toolkit care proxies about palliative care in | patients with previously

physician and nurse
practitioner

development

identified and
contacted

the emergency
department by
emergency nurses

established goals of
care

ED physician and
nurse

1. Palliative care
rounding in the
emergency
department

No. incomplete or
missing MOLST
forms

Improved EOL care in
the emergency
department

Service delivery with
full integration of
palliative care in the
emergency department
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ED professional

2. Pocket card

No. new palliative

Decreased time to
palliative care referrals

Prevention of
unwanted use of life-
prolonging care or
resuscitation

development manager | resources care consults from the emergency procedures in patients
department with MOLST forms, or
other predetermined
goals
3. Initiate 24-7 Collaborative workflow

Fast facts'

palliative care
nurse resource
pager

No. palliative care
rounds completed

processes for palliative
care in the emergency
department established

Vital talk™®

4. Initiate palliative
care office hours

No. pocket card
resources
downloaded/used
by emergency
nurses

Improved symptom
management for
patients requiring
palliative and/or EOL
care

Center to advance
palliative care
consensus report

Tailored
professional
development
education for
emergency nurses

No. palliative care
nurse office hour
visits

Increased engagement
of emergency nurses in
identifying health care
proxies and MOLST
forms

ACEP palliative care
toolkit

Facilitate
conversations
regarding patient
goals of care

No. patients
assessed for
palliative care
goals

ENA position
statement

Interdisciplinary
collaborative team
building

Time to palliative
care referral

Hospital information
technology platforms to
share information and
professional
development
educational materials

No.
interdisciplinary
work group
meetings

DETAILS

ProQQuest




Subject:

Location:

Identifier / keyword:

Publication title:

Volume:

Issue:

Pages:

Publication year:

Publication date:

Section:

Publisher:

Place of publication:

Country of publication:

Publication subject:

ISSN:

e-ISSN:

Source type:

Language of publication:

Document type:
DOI:
ProQuest document ID:

Document URL:

Copyright:

ProQuest

Emergency medical care; Health care; Collaboration; Minority groups; Nursing homes;
Patients; COVID-19; End of life decisions; Ethnic groups; Older people; Nurse led
services; Social workers; Sympathy; Interdisciplinary aspects; Palliative care; Nurse
practitioners; Coronaviruses; Leadership; Emergency services; Objectives

Massachusetts; United States--US

Emergency department; Emergency nursing; Palliative care; End-of-life care; COVID;
Interdisciplinary collaboration

Journal of Emergency Nursing:; JEN; Philadelphia

46

760-767.e1

2020

Nov 2020

Clinical

Elsevier Limited

Philadelphia

United Kingdom, Philadelphia

Medical Sciences--Nurses And Nursing

00991767

15272966

Scholarly Journal

English

Journal Article

https://doi.org/10.1016/j.jen.2020.08.003

2487205962

https://www.proquest.com/scholarly-journals/pivot-palliative-interdisciplinary-
program/docview/2487205962/se-2?accountid=211160

©2020. Emergency Nurses Association


https://doi.org/10.1016/j.jen.2020.08.003
https://www.proquest.com/scholarly-journals/pivot-palliative-interdisciplinary-program/docview/2487205962/se-2?accountid=211160
https://www.proquest.com/scholarly-journals/pivot-palliative-interdisciplinary-program/docview/2487205962/se-2?accountid=211160

Last updated: 2022-08-23

Database: Public Health Database

Document 3 of 64

Attitudes Toward Influenza Vaccination
Administration in the Emergency Department Among
Patients: A Cross-Sectional Survey: JEN

& ProQuest document link

ABSTRACT (ENGLISH)

Introduction

Influenza is a serious, vaccine-preventable iliness. The current vaccination rates in Canada are below target rates,
highlighting the potential need for more convenient ways to receive vaccinations. Wait times to be seen in Canadian
emergency departments are escalating, and using the time spent waiting to offer and administer an influenza
vaccine could potentially improve ease of access to immunization for some Canadians.

Methods

The aim of this cross-sectional study was to gauge public interest and identify perceived barriers and facilitators to
influenza vaccine availability in a Canadian emergency and trauma center. Anonymous questionnaires were
completed by a convenience sample of adult patients classified as low acuity (n = 151) as 1 arm of a 2-arm study.
Results

Of the unvaccinated patients, 34.6% expressed willingness to be vaccinated in the emergency department. The
patients who had received a vaccine in the previous year were significantly more willing to accept the vaccine in the
emergency department (x2 [1] = 23.78, P <0.001). The 3 top factors associated with having received vaccination in
the previous year include trust in vaccine information (x2 [2] = 27.34, P <0.001), immunity preferences (x2 [2] =
32.25, P <0.001), and beliefs about efficacy (x2 [2] = 44.90, P <0.001).

Discussion

Patients classified as low acuity were supportive of ED influenza vaccination. In addition, some of the unvaccinated
participants had unmet education needs (ie, regarding trustworthy sources of vaccine information, immunity, and
vaccine efficacy) that would require addressing before they would likely consider receiving influenza vaccination in
future during their ED visit.

FULL TEXT

Contribution to Emergency Nursing Practice
*sThe current literature on ED influenza vaccination indicates that some patients are willing to receive influenza
vaccines in the emergency department, but lacks detail on what may or may not be motivating these patients in

their decision.

*«This article contributes evidence that some patients classified as low acuity are willing to receive ED influenza
vaccinations, whereas others have vaccine knowledge deficits. This highlights an educational opportunity that, once

addressed, may improve vaccination rates.
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««Key implications for emergency nursing practice found in this article are the readiness of some ED patients
classified as low acuity to receive influenza vaccination if available during their visit, as well as topics to include in

patient influenza education material, most notably information regarding the efficacy of influenza vaccination.

Introduction

Influenza is one of several viral illnesses known to cause upper respiratory symptoms, commonly transmitted during
the fall and winter seasons." The 2017-2018 Canadian influenza season involved 5,176 influenza-associated
hospitalizations.? Influenza risk is lowered by vaccination,® yet the overall effectiveness of any vaccine is dependent
on the uptake at a population level. Canada’s annual population-level goal is immunization of 80% of adults aged 65
years or above, 80% of adults aged 18 years to 65 years with chronic health conditions, and 80% of the health care
providers (HCPs).4 In the 2016-2017 influenza season, only 35.8% of Canadians reported receiving the influenza
vaccine.® Among adults aged 18 years to 64 years with comorbidities, the rate was 37.0%; of those aged 65 years or
above, 69.5% were immunized.® During that same season, 15% of Canadians who did not get the influenza vaccine
reported that it was because they did not have the time,® which suggests the need for additional points of access of
vaccine delivery that address time constraints. Many ED patients are waiting for longer time periods than those
indicated in national recommended guidelines®’ because of multiple system-wide issues contributing to increasing
ED wait time.? The time spent by patients waiting for ED care may represent an opportunity to capture their attention
with regard to immunization.

Previous Canadian ED influenza vaccination studies conducted over the past 24 years resulted in successful
vaccination of 43% to 65% of eligible unvaccinated patients.*"" Surveys of Canadian ED patients report 20% to

59.3% of eligible, unvaccinated patients expressing the willingness to be vaccinated.”"

The most recent study,
entitled “HaliVax,” was completed at the Queen Elizabeth || Health Sciences Centre emergency department in
Halifax, Nova Scotia, in 2016-2017 among a convenience sample of patients in contact with the ED pharmacy team.
" Of the ED patients approached, 64% (n = 18) of unvaccinated patients were subsequently vaccinated by the
pharmacist." Although the patients’ acuity levels were not reported in the study, the ED pharmacy technicians
typically only had contact with patients who were classified as higher acuity (Canadian Triage and Acuity Score
[CTAS] 1, 2, and 3).

Research Objectives

The primary objective of this study was to gauge the interest of ED patients classified as low acuity in a potential ED
influenza vaccination program at the study site. More specifically, we asked: Would making the influenza vaccine
available at the study site to adult ED patients triaged as CTAS 4 or 5 (low acuity) change their planned influenza
vaccination behavior? A secondary objective was to determine the perceived barriers and facilitators to influenza
immunization.

Methods Design

The study involved a prospective, cross-sectional survey design. It was 1 part of a larger study; the other part
explored HCPs’ opinions." The Health Belief Model (HBM) provided the theoretical basis, namely guidance on
which factors related to vaccine behavior merited inclusion in the survey and analysis. The HBM is a theory that
attempts to explain individual reasoning behind behaviors related to the uptake of health services, in this case,
receiving the influenza vaccine. In its original form, the HBM has 6 major components: (1) perceived seriousness, (2)
perceived susceptibility, (3) perceived benefits, (4) perceived barriers, (5) sociodemographic factors, and (6) cues to
action.” Perceived susceptibility to influenza and perceived barriers to vaccination have been found to be the most
predictive aspects of the HBM regarding influenza vaccine behavior.™
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Data Collection
Data were collected through an anonymous self-administered questionnaire, developed for this study and divided

Fiou®y The first section collected sociodemographic information similar to previous Canadian ED

into 3 sections (
influenza vaccine studies.”"® Question 1, which inquires about current gender identity, was modified from the
Multidimensional Sex/Gender Measure, a trans-inclusive measure of capturing gender on population questionnaires.
' The response options for question 3, which asked participants to identify their chronic medical conditions, were
based on the conditions that increase the risk of influenza complications identified by the National Advisory
Committee on Immunization (eg, lung disorders, heart disorders, metabolic disorders, and so on)." The second
section of the questionnaire aimed to discern if vaccine mistrust, a commonly cited barrier to influenza vaccination,'®
was also a barrier for participants. The participants were asked to rate their agreement with several statements (eg,
“Adults get more vaccines than they need”) on a 5-point Likert-type scale. The statements were modified from the
Parental Attitudes About Childhood Vaccinations short scale, a validated measure of vaccine hesitancy in parents.™
This short scale was chosen because it has been used in past pediatric ED influenza surveys,? and no validated
adult scale with constructs overlapping the HBM was available at the time the study design was finalized. The

final section collected information on the participants’ vaccine behavior from the previous year and the rationale for
their decision. Multiple choices were provided that were based on HBM concepts, ™ the responses given in past

ED vaccination®™ and general influenza vaccine questionnaires.>'®?"**

The participants were able to select more
than 1 answer regarding their decision-making rationale. The final question was related to the primary objective of
assessing patients’ interest in ED influenza vaccination. Specifically, the question asked the participants to indicate
their willingness to receive the influenza vaccine had it been offered during their ED visit. The questionnaire was
kept short to limit recall bias, and data collection was anonymous to limit social desirability bias.

Setting and Participants

The participants were recruited from a convenience sample of patients who registered at the Queen Elizabeth Il
Health Sciences Centre emergency department from October 28 to December 12, 2018, between the hours of 9 AM
and 5 PM by a research assistant (RA); the study site is a large urban teaching hospital in Halifax, Nova Scotia. No
data were collected on December 10 or 11 because of a technical issue. The inclusion criteria consisted of the
following: presenting to the emergency department within the study period with a low-acuity concern, as defined by a
CTAS score of 4 or 5; aged 18 years or older; and able to communicate in English. Patients with scores of CTAS 4
(“Less urgent”) and 5 (“Nonurgent”) needed to have stable vital signs and only minor concerns, such as urinary tract
infections or simple lacerations.® Patients who were returning for a second low-acuity presentation within the study
period were excluded. Registration staff and, from day 31 onwards, paramedics working in a low-acuity/high-
turnover area (“Pod 5”) introduced the study and provided participants with a colored card to identify them to the RA.
The RA then approached only those with a card with an iPad on which they could complete the survey
independently while waiting for care or reassessment. The iPad was set up to directly input data into REDCap, a
secure online survey tool.*

Ethical Considerations

Ethics approval was obtained through the Nova Scotia Health Authority Research Ethics Board before the initiation
of the study (Romeo file No. 1023927).

Data Analysis

Questionnaires were exported from REDCap for analysis to SPSS version 24. The a priori plan for data analysis was
a chi-square test to compare the proportion of unvaccinated participants who would accept influenza vaccination in

the emergency department with those who would not, as well as descriptive statistics. On the basis of this plan, and
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the sample size calculation approach described by Taylor et al'? in a previous Canadian influenza vaccination study,
G+*Power software version 3.1.9.220" was used to determine that the required sample size was 151 patients.
Additional chi-square tests were performed after data collection to compare the association between 2017-2018
vaccination status and the patients’ risk factors, access to primary care, and level of agreement with the vaccine
hesitancy statements. Bonferroni correction was used to adjust the alpha value (PResults Demographics

Of the 666 patients who were eligible during the study period (October 28, 2018, to December 12, 2018), 151
completed the survey (23% response rate). Twenty-five patients were excluded because of age (ie, age below 18
years [based on ED Information System data]). The participants were mostly female (n = 80, 53.0%), had access to
a primary care provider (n = 114, 75.5%), and no high-risk medical concerns (77.5%). The most common age group
was 20 years to 44 years (n = 62, 41.1%). See ™°" for full summary of the patients’ demographics.

Public Interest in ED Influenza Vaccination

The primary objective of the patients’ survey was to gauge the interest of ED patients classified as low acuity (CTAS
4 or 5) in ED influenza vaccination. Participants who were vaccinated in 2017-2018 (the season previous to the
study period) will be referred to as “vaccinated” within this paper; those not vaccinated in 2017-2018 will be referred
to as “unvaccinated.” Overall, 46.4% of the participants were vaccinated (n = 70). Most participants who reported
willingness to receive ED influenza vaccinations were vaccinated (n = 52, 65.0%). A chi-square test was done to
compare the proportion of participants who would and would not accept the vaccination if it were available during

their ED visit, by their vaccination status (™"°?

). There was a significant association between previous year
vaccination status and willingness to receive the vaccination in the emergency department (x° [1] = 23.78, PP
Barriers and Facilitators to Influenza Vaccination

The 2 main sociodemographic factors of interest in relation to influenza vaccination status were risk factors for
influenza complications and access to primary care. Most of the patients who had been vaccinated (n = 40, 58.0%)
and unvaccinated (n = 61, 77.2%) had no risk factors and had regular access to a primary care provider (vaccinated,
n = 60, 85.7%; unvaccinated, n = 54, 66.7%). A chi-square analysis was done to explore each of these relationships
(™). Overall, there was no significant association between risk factors (aged 65 years or older and/or 1 or more
high-risk chronic medical concerns) and 2017-2018 vaccination status, x> (1) = 6.3, P = 0.01. Nor was there a
significant association between primary care provider access and 2017-2018 vaccination status, x* (2) = 7.4, P=
0.01.

Determining the perceived barriers and facilitators to ED influenza vaccination was a secondary objective of this
survey, and the HBM was used as a theoretical basis. As described previously, the participants were asked to rate

their level of agreement with several statements related to vaccines ("*°°*)

. Most vaccinated participants agreed that
the vaccine is effective (perceived benefit, n = 55, 78.6%), disagreed that immunity conferred through infectious
processes was preferable (perceived seriousness, n = 57, 81.4%), trusted vaccine information (potential perceived
barrier, n = 61, 87.1%), agreed that the vaccine is safe (perceived benefit, n = 61, 87.1%), and disagreed with the
idea that adults received an unnecessary number of vaccines (potential perceived barrier, n = 41, 58.6%). There
was a wider variety of opinions among the unvaccinated participants who were neutral to the statement that the
influenza vaccine is effective (n = 38, 46.9%), agreed that immunity conferred through infectious processes was
preferable (n = 30, 37.0%), trusted vaccine information (n = 38, 46.9%), agreed that the vaccine is safe (n = 45,
55.6%), and were neutral to the statement that adults received an unnecessary number of vaccines (n = 35, 43.2%).
A series of chi-square tests were run to compare responses between the participants who were vaccinated and
those who were not. The association between level of agreement and vaccination status was significant for all

statements: beliefs about efficacy (x° [2] = 44.90, P2 [2] = 32.25, P2 [2] = 27.34, P2 [2] = 17.98, P2 [2] = 11.38, P
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= 0.003). Most notably, if a patient agreed that the influenza vaccine was effective, on the basis of the odds ratio
they were 57.6 times more likely to have been vaccinated in the previous year than the participants who disagreed.
For the 70 participants (46.4%) who did receive the influenza vaccine, the most common reasons provided were to
prevent influenza (perceived seriousness, n = 32, 45.7%) and because they received the vaccine annually (cue to
action, n = 32, 45.7%). The participants most commonly received the influenza vaccine at the office of their family
physician or nurse practitioner (n = 33, 47.1%). A full summary of the patients’ motivations for the vaccination, as

well as additional locations where they received the vaccination, is provided in ™°°

. For the 78 participants who
were unvaccinated, the most common reason was the perception that they did not need the influenza vaccine (lack
of perceived seriousness, n = 24, 30.8%). A full summary of the patients’ reasons for not getting vaccinated is

Table 6

provided in . When the barriers and facilitators are summarized through the lens of the HBM, perceiving

influenza as a serious infection, perceived benefits of vaccination, and perceived barriers to accepting vaccination

were the factors significantly associated with vaccine status for participants, as summarized in "¢’

. Perceptions of
seriousness (self-report that an individual did not “need” vaccine), susceptibility (self-reported desire to prevent
infection) and barriers (self-reported belief that vaccine is not effective) were also reported by patients in this study in
their explanations of their motivations.

Discussion Demographics

The participants in this study were fairly similar to the overall population of patients classified as low acuity who
presented during the study period in terms of age, gender, and primary care access. Only 31.8% of the participants
in this study were considered high-risk, at the low end of the range found in past ED influenza vaccination, from
27.6% to 100%.%" The lower proportion of high-risk participants in this study may be because the study did not
include National Advisory Committee on Immunization risk factors beyond age and chronic medical concerns.
Alternatively, it may be because the patient population classified as low acuity was generally young and healthy or
may represent nonresponse bias from patients with more chronic health concerns. The vaccination rate of the
patient population (46.4%) was higher than the Nova Scotia vaccination rate (36.8%) for 2017-2018,% but within the
range found in past studies of ED influenza vaccination,”"® from 35% to 67%.

Public Interest in ED Influenza Vaccination

A primary objective of this research was to gauge public interest in ED influenza vaccination. There were 28
previously unvaccinated participants who were willing to be vaccinated in the emergency department, which
accounts for 35.0% of the unvaccinated participants. Similar past Canadian ED surveys and implementation studies
of ED influenza vaccination found that 20% to 64% of eligible patients were willing to be vaccinated®"; the results of
this survey were therefore on the lower end of this range. However, this survey differed from past influenza
vaccination studies in that only patients classified as low acuity were surveyed, and most participants did not have
chronic medical concerns/age-related risk factors for influenza, and the results may have been different had the
influenza vaccine actually been made available to the patients. Ultimately, the 35.0% of the unvaccinated
participants willing to accept ED influenza vaccination represented a group who would not otherwise have been
vaccinated. When combined with the 64% of patients willing to be vaccinated in the HaliVax PIIE project,’ this
presents a strong case for the willingness of the study site’s patients to be vaccinated in the emergency department.
Barriers and Facilitators to ED Influenza Vaccination

The secondary objective of this study was to determine perceived barriers and facilitators to influenza immunization
as expressed by patients classified as low acuity. Perceived seriousness, perceived benefits, and perceived barriers
were the HBM constructs significantly associated with vaccine status for participants. Sociodemographic factors

(age above 65 years/presence of chronic medical conditions) were not found to be significantly associated with
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vaccination status, nor were cues to action (presence of primary care provider). However, this was partly because
the very conservative Bonferroni correction was applied to account for family-wise error, which lowered the threshold

16182122 As discussed in the

for what was considered significant. These findings are consistent with past research.
results, the participants also had the opportunity to express the reasoning they used to guide their vaccine choices.
The top 3 reported reasons motivating vaccination (preventing infection, habitual yearly vaccination, and preventing
transmission) and the top 2 barriers to vaccination (belief that the vaccination is unnecessary and belief that the
vaccine is ineffective) were the same as those reported in the 2017-2018 Seasonal Influenza Vaccine Coverage in
Canada Survey.”

Limitations

The main limitation of this study was that we were only able to capture 23% of potential participants. We were not
able to record refusals for ethical reasons, but if we assume that all other patients would have refused to participate
in the study, this study’s response rate was much lower than the 71% to 76% response rates in past ED influenza

vaccination surveys.'*"

A potential reason for poor recruitment was the limited buy-in from registration staff with
respect to approaching potential participants. The response rate when just the registration staff were involved (days
1 to 30) was 19%, whereas the response rate once paramedics also recruited clients was 33% (days 31 to 44).
Ideally, the recruitment of patients in future replications of this study should be entirely the responsibility of the RA to
avoid adding additional duties to the already busy ED staff schedule; however, this was not permitted by the
research ethics board that reviewed our study. This study was further limited by being conducted at only 1 site. An
additional limitation was the anonymous nature of data collection because there was a small risk that a participant
may have filled out a questionnaire twice. However, the strength of maintaining anonymity of the questionnaires
outweighs the very small risk of duplicate responses.

In general, the chi-square tests were adequately powered (ie, 1-B = 0.80) to find an effect,”” with the exception of the
chi-square tests comparing risk factors for complications of influenza and regular access to a primary care provider
with vaccination status. If this study were to be replicated, the minimum sample size required to achieve adequate
power for all tests is 314 patients, as calculated using G*Power software version 3.1.9.220.%

Implications for Emergency Nurses

In summary, the factors associated with patients’ vaccination status and patients’ self-reported reasoning represent
essential information adding to our understanding of the health education needs of the patient population classified
as low acuity. Most Canadian ED studies only asked patients why they would refuse ED influenza vaccination
specifically rather than influenza vaccination in general. No other Canadian ED influenza vaccination studies
discussed the reasons that motivated people to be vaccinated. For nurse executives and managers, the results of
this study identify separate subpopulations of ED patients who must be considered before creating any ED influenza
vaccination policy: those who are already willing to be vaccinated in the emergency department and those who could
potentially be vaccinated if they could be convinced of the safety, efficacy, and so on of the influenza vaccine. For
advanced practice and staff nurses, this study highlights the need for future research/quality improvement projects to
determine the best approach for the health education of ED patients, and the need for an evaluation of whether the
currently available education modules for influenza vaccination prepare clinicians to discuss topics of concern for ED
patients.

Conclusions

Influenza is a preventable and expensive burden on the health of Canadians. Vaccination is a generally cost-
effective’ prevention method, available for free to Nova Scotians®® and within the skillset of the ED HCPs at the

study site. Moving forward from the results of this study toward implementing an ED influenza vaccination protocol at
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the study site’s emergency department that meets the needs of patients is 1 step toward increased vaccination
uptake, and, ultimately, improving the health of Canadians.
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