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Abstract

Background: Pediatric emergency departments (ED) in many countries areimplementing el ectronic tool s such askiosks, mobile
apps, and electronic patient portals, to improve the effectiveness of discharge communication.

Objective: This study aimed to survey nurse and physician readiness to adopt these tools.

Methods: An electronic, cross-sectional survey was distributed to a convenience sample of currently practicing ED nurses and
physicians affiliated with national pediatric research organizationsin Canada, Australia, and New Zealand. Survey development
was informed by the nonadoption, abandonment, scale-up, spread, sustainability framework. Measures of central tendency, and
parametric and nonparametric tests were used to describe and compare nurse and physician responses.

Results: Out of the 270 participants, the majority were physicians (61%, 164/270), female (65%, 176/270), and had 5 or more
years of ED experience (76%, 205/270). There were high levels of consensus related to the value proposition of electronic
discharge communication tools (EDCTS) with 82% (221/270) of them agreeing that they help parents and patients with
comprehension and recall. Lower levels of consensus were observed for organizational factorswith only 37% (100/270) agreeing
that their staff is equipped to handle challenges with communication technologies. Nurses and physicians showed significant
differences on 3 out of 21 readiness factors. Compared to physicians, nurses were significantly more likely to report that EDs
have a responsibility to integrate EDCTSs as part of a modern system (P<.001) and that policies are in place to guide safe and
secure €l ectronic communication (P=.02). Physicians were more likely to agree that using an EDCT would change their routine
tasks (P=.04). One third (33%, 89/270) of participants indicated that they use or have used EDCT.
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Conclusions: Despite low levels of uptake, both nurses and physicians in multiple countries view EDCTSs as a val uable support
tofamiliesvisiting pediatric ED. L eadership for technology change, unclear impact on workflow, and disparitiesin digital literacy

skills require focused research effort.

(JMIR Hum Factors 2023;10:e46379) doi: 10.2196/46379
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Introduction

A staggering number of discharge communication interactions
occur each year among health care providers, caregivers, and
patients visiting pediatric emergency departments (ED). Over
3.1 million children and youths attended an ED for care in
Canada between 2019 and 2020 with the majority (86%)
discharged home [1]. Similarly, more than 1.6 million children
visited Australian EDsin 2019-20, comprising 19.5% of national
ED visits resulting in over 250,000 acute hospital admissions
[2]. A review of 30 studies across 10 countries showed between
12% and 65% (mean 41.06, SD 15.16) of these visits are
nonurgent presentations [3].

Throughout these visits, discharge communication processes
play avital role in helping caregivers and patients learn about
thetreatmentsreceived, gain the necessary knowledge and skills
to continue care at home, ask questions, and receive instruction
on symptomsthat should prompt areturn to the ED [4-6]. Health
care organizations are progressively implementing more
electronic discharge communication tools (EDCTs) such as
computer kiosks, mobile apps, patient portals, and automated
text message reminders to improve discharge communication
interactions [7,8]. Patients report generally high satisfaction
with these tools as part of the discharge process [9]. However,
EDs are fast-paced, highly stressful, and highly distracting
environments for engaging in discharge communication across
acomplex range of clinical presentations[4]. What might work
to support discharge communication in another health sector
(eg, primary care physicians' use of apatient portal to sharelab
results), may not trandate into effective practice in the ED
context. Introducing a new EDCT may not merely accelerate
or augment existing communication, but it may qualitatively
restructure the discharge process as a whole [10]. Thus,
successful implementation of EDCTs in the ED requires
minimizing unintended negative consequences through
appropriate readiness planning [11,12].

There is value in deepening understanding about the interplay
between technology-related readiness indicators and broader
organizational and system enablers [13]. Empirically applied
across a range of health technology projects, the NASSS
(nonadoption, abandonment, scale-up, spread, sustainability)
framework provides a theory-driven lens to explore the
uncertainties and interdependencies of unfolding technological
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initiatives [14]. This study aimed to leverage the NASSS
framework and help identify factors that impact nurse and
physician readiness to adopt EDCTs in pediatric EDs.

Methods

Study Design and Population

An électronic, cross-sectional, and self-administered survey
was administered to a convenience sample of ED sites in 3
countries (Canada, Australia, and New Zealand). The survey
and the study protocol were reviewed and approved by Pediatric
Emergency Research Canada (PERC), Trandating Emergency
Knowledge for Kids (TREKK), and the Paediatric Research in
Emergency Departments International Collaborative (PREDICT)
network in Australiaand New Zealand.

Ethical Considerations

The study received ethical approval from IWK Health's
Research Ethics Boards in Canada (REB #1024535) and The
Royal Children's Hospital in Australia (HREC 2019.259).
Informed consent was obtained from all participants.

Inclusion Criteria

To participate, nurses and physicians were required to (1) be
literate in English, (2) have access to email and internet, and
(3) bealicensed nurse or physician currently working in an ED
in Canada, Australia, or New Zealand. We aimed to recruit a
minimum of 100 participants.

Survey Content and Administration

The survey was devel oped by coauthorsincluding ED physicians
and nurses, family advocates, experts in psychometrics,
implementation scientists, digital health developers, policy
makers, and discharge communication researchers. To reduce
the burden, only a select number of demographic questionswere
asked (eg, role, yearsin the ED, number of shifts per month,
gender, ED site, and computer proficiency and confidence).
Using the NASSS framework’s 7 domains as a guide (see
Textbox 1), we generated 3 readiness-rel ated questionsfor each
domain. The 21 itemswere presented with a5-point Likert scale
of agreement: strongly disagree, disagree, neutral, agree, and
strongly agree. Items 5 and 17 were negatively worded; thus,
the interpretation of responses took that into account. Finally,
the survey asked if an EDCT was currently in use in their ED
and provided an open-text field to describe the EDCT features.
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Textbox 1. Electronic discharge communication tool implementation readiness survey items related to NASSS (nonadoption, abandonment, scale-up,

spread, sustainability) domains.

Domain 1: complexity in theillnessor conditions being treated in the environment where the technology is used
1. There are standardized education and discharge instructions for most families who visit our emergency department (ED)

2. The diversity of families (eg, language, cultural practices and health literacy levels) visiting our ED poses significant challenges for standardized

discharge communication

3. The use of an electronic discharge communication tool is suitable for our ED setting

Domain 2: complexity in the features of the technology itself

4. Data generated by electronic discharge communication tools can inform clinical practice

5. Our ED technology environment (eg, Wi-Fi connection, access to computers, printers, or other technologies) is unreliable (items are negatively

worded)

6. Patient care can be improved with an effective electronic discharge communication tool

Domain 3: value proposition of the technology

7. Most families (eg, 75%) who visit our ED have access to at least 1 personal electronic device (eg, smartphone, computer, and tablet)

8. Thereisvaluein using an effective electronic discharge communication tool in our ED

9. Our ED has aresponsibility to integrate effective electronic communication tools as part of a modern health care system

Domain 4: capacity or willingness of the end user to adopt the technology

10. Access to technology support isimportant for our ED team to use an electronic discharge communication tool

11. The use of an electronic discharge communication tool would change my routine tasks

12. An electronic discharge communication tool would help parents and patients with comprehension and recall of information given in the ED
Domain 5: whether organizational constraints, such as budgets and infrastructure were taken into consider ation

13. Our organization values the use of electronic tools by dedicating sufficient budget

14. Leadership in our ED manages technology-related change well

15. Our organization provides timely technical assistance to ED staff who use electronic toolsin their work activities

Domain 6: complexity within the broader systems and context features such as professional guidelines, policies, and regulatory factors
16. | am concerned about the regulatory and legal requirements of using electronic communication toolsin my workplace

17. My professional licensing body is not supportive of electronic communication with patients and parents (items are negatively worded)

18. Policies and practice guidelines are in place to guide safe and secure electronic communication with patients and parents

Domain 7: necessity of a technology to be flexible over timein order to adapt to changes within the system

19. Our ED staff is equipped to handle challenges with communication technologies (eg, Wi-Fi connection unavailable)

20. Our ED team is capable of adapting to challenges resulting from the technology

21. Thereis an urgency to routinely use evidence-based electronic communication toolsin our ED

The survey was pilot-tested with 3 ED clinicians and made
available in English and French. Slight modifications to the
wording were made for the version sent to Australian and New
Zealand clinicians to ensure alignment with local conventions
(eg, labeling current role options as Fellow of the Royal
Australasian College of Physicians instead of Certification in
the College of Family Physicians as was used on the Canadian
survey). The web-based consent form and survey were hosted
on the Research Electronic Data Capture (REDCap) [15]
platform and took approximately 5 minutes. Consent was
implied from survey completion.

The survey was administered in Canada between November
2019 and February 2020 and in Australia and New Zealand
between December 2019 and February 2020. To recruit
Canadian participants, an email was sent to all members of the
PERC Survey Database of Physicians with an active email
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address (n=211). Site coordinators or representativesfor PERC
were invited to send the link to a convenience sample of 8-10
nurses in their ED. In addition, the survey was distributed by
the Director of the TREKK network to physician representatives
from 37 general ED TREKK sites across Canada. To recruit
Australian and New Zealand participants, an email invitation
was sent to physician and nurse members (n=121) of the
PREDICT network by the network coordinator (CW). A
modified Dillman method [16] was applied to maximize
response rates so site coordinators were asked to send 2 email
reminders within 3 months. Participant responses were
anonymized prior to analysis.

Data Analysis

Descriptive statistics were performed using the open-source
platform JASP (version 16; Jeffreyss Amazing Statistics
Program) [17] to summarize measures of central tendency.
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Participant characteristics were compared using the chi-square
test, t test, or Mann-Whitney U test. Differenceswere considered
dtatistically significant at P<.05, and all testswere 2-tailed. Text
responses to open-ended response items were exported into an
Excel (Microsoft Corp) spreadsheet and inductive content
analysis [18] was performed.

Results

Demogr aphics

A total of 270 ED clinicians completed the survey (n=164
physicians, n=106 nurses). There were 231 participants from
Canadaand 39 combined from Australiaand New Zealand. We
were not able to calculate an exact response rate for Canadian

Table 1. Characteristics of participating physicians and nurses.

Curranet d

sitesbut therewas at least 1 nurse or physician respondent from
each PERC site in Canada, 6 respondents from TREKK sites,
and an overall 32% response rate among Australian or New
Zedland sites. No significant difference was noted between
Canadian and Australian or New Zealand groups in terms of
years of work in the ED (x%=9.4; P=0.03), gender (x%,=4.4;
P=.11), number of monthly shifts (x*=0.05; P>.99), current
use of an EDCT (x%=1.5; P=.48), computer proficiency
(t,6a=—1.467; P=.14), or level of confidence in learning new
technologies (t,,=—0.755; P=.45). There were no significant
differences between countries on any of the 21-NASSS items,

therefore data were pooled for analysis. Demographic
characteristics of participants can be found in Table 1.

Participating Physicians (n=164) Nurses (n=106) All participants (n=270)
Gender, n (%)

Male 84 (51.2) 4(3.7) 88 (32.6)

Female 75 (45.7) 101 (95.3) 176 (65.2)

Prefer not to say 5(3.1) 1(0.9 6(2.2)
Country of practice, n (%)

Canada 137 (83.5) 94 (88.7) 231 (85.6)

Australiaor New Zealand 27 (16.5) 12 (11.3) 39 (1.4)
Language, n (%)

English 152 (92.7) 106 (100.0) 258 (95.6)

French 12 (7.3) 0(0) 12 (4.4)
Yearsin ED? practice, n (%)

<5 24 (14.6) 41 (38.7) 65 (24)

5t0 10 40 (24.3) 20 (18.9) 60 (22)

111020 65 (39.6) 30(28.3) 95 (35)

>20 35(21.3) 15 (14.2) 50 (18)
Monthly ED shifts, n (%)

1-4 23 (14.0) 8(7.5) 31(11.5)

5-8 40 (24.4) 14 (13.2) 54.(20.0)

9-12 55 (33.5) 24 (22.6) 79(29.3)

>12 46 (28.0) 60 (56.6) 106 (39.3)
Currently use electronic dischargetool, n (%)

Yes 58 (35.4) 31(29.2) 89 (33.0)

No 106 (64.6) 58 (54.7) 164 (60.7)

Missing 0(0) 17 (16.1) 17 (0.2)
Proficiency with technology (1-100), mean (SD) 77.43 (15.3) 79.2 (14.2) 78.1(14.9)
Confidence learning new computer skills (1-100), mean (SD) 81.4 (15.12) 84.5 (15.6) 82.6(15.4)

3ED: emergency departments.

Among physicians, 61% (100/164) had been workinginthe ED
environment for 11 years or more. In contrast, only 42%
(45/106) of nurses had worked inthe ED for that length of time.
Inthis, 39% (106/270) of participants were working more than
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12 shifts a month in the ED. Overall, participants reported a
relatively high level of proficiency with computer technol ogies
(mean 78.14, SD 14.91); and confidence in learning new
computer-related skills (mean 82.62, SD 15.38). Two-thirds of
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the participants (61%, 164/270) were not using an EDCT in
their ED practice at the time of survey response.

NASSS I mplementation Domains

Asshown in Figure 1, the vast magjority (88%, 251/270) of the
participants strongly agreed or agreed that thereisvaluein using
an effective EDCT intheir ED (item 8) and that an EDCT would
help parents and patients with comprehension and recall of
information given in the ED (82%, 222/270; item 12). The
NASSS domain with the overall strongest level of item
agreement (ie, endorsed most by agree or strongly agree for all
3 items) was domain 3 (value proposition). In this, 92%

Curran et a

(248/270) of participants agreed that families have accessto a
personal electronic device (item #7), 88% (251/270)agreed that
there is value in using EDCTs (item 8), and 80% (195/270)
agreed that their ED has a responsibility to integrate effective
electronic communication tools as part of amodern health care
system (item 9). Despite perceiving EDCTSs as having a high
value, 75% (204/270) of the participants agreed or strongly
agreed that the diversity of families (eg, language, cultural
practices, and health literacy levels) visiting their ED poses
significant challengesfor standardized discharge communication
(item 2).

Figure 1. Percentage of agreement across readiness survey implementation domains and items. NASSS: nonadoption, abandonment, scale-up, spread,

sustainability.
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The NASSS domain where participantsin our study responded
as disagree or strongly disagree most often across all 3 items
was domain 5 (organizationa factors). In this, 41% (111/270)
disagreed or strongly disagreed that sufficient budget is spent
on electronic tools (item #13), 19% (70/270) disagreed or
strongly disagreed that leadership in their ED manages
technology-related change well (item 14), and 37% (137/270;
disagreed or strongly disagreed that there is timely technical
assistance to ED staff who use electronic tools in their work
activities (item 15). The percentage of “neutral” responses
ranged from 6% (16/270; item 10: accessto technology support
is important for our ED team to use an electronic discharge
communication tool); to 50% (134/270; item 17: my professiona
licensing body is not supportive of electronic communication
with patients and parents). While the majority of participants
reported their ED teamswere capable of adapting to challenges
resulting from technology over time (69%, 186/270; item 20,
domain 7), only 36% (97/270) agreed or strongly agreed that

https://humanfactors.jmir.org/2023/1/e46379
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their staff isequipped to handle challenges with communication
technologies (item 19, domain 7). It is possible gaps in
confidence with leadership play arole considering only half of
the participants (50%, 136/270) agreed or strongly agreed that
their leaders manage technology well (item 14).

Due to the skewness of data, Mann-Whitney U tests were
conducted to analyze diff erences between physicians and nurses
among the 21-implementation items. Physicians and nurses
generally agreed on 86% (18/21) of implementation items. As
outlined in Table 2, the test revealed significant differences
between 3 items, each from a different NASSS domain.
Compared to physicians, nurses were significantly more likely
to report that EDs have a responsihility to integrate EDCTs as
part of amodern system (P<.001) and that policies arein place
to guide safe and secure electronic communication (P=.02).
Physicianswere morelikely to agreethat using an EDCT would
change their routine tasks (P=.04).
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Table 2. Significant differences between physicians and nurses.
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Item (#, domain) and care provider Mean (SD) W P value
Our emergency departments has a responsibility to integr ate effective electronic communication 6537.5 <.001
toolsas part of a modern health care system (9, 3)

Physicians 3.94 (0.85)

Nurses 430 (0.71)
The use of an electronic discharge communication tool would change my routine tasks (11, 4) 9723.0 .04

Physicians 3.70 (0.82)

Nurses 3.45 (0.95)
Policies and practice guidelines are in place to guide safe and secur e electronic communication 7239.0 .02
with patients and parents (18, 6)

Physicians 3.14 (0.80)

Nurses 3.39(0.76)

Current Useof EDCTs

One-third of the participants (85/270) provided descriptions of
the EDCT used in their ED in the open-ended survey question.
Content analysis showed that 93% (79/85) of those descriptions
identified Electronic Medical Record (EMR) systems as the
EDCT in use, while 4% (3/85) were websites, 2% (2/85) were
videos, and 2% (2/85) were electronic forms or fillable PDFs.
A typical description of how an EMR was used as an EDCT
involved a health care provider inputting information (eg,
electronic hedlth record, after-visit summary) and it
auto-generating a printable discharge summary report that was
given to caregivers or patients prior to leaving the ED. In 4
instances (4/85) providers mentioned caregivers being able to
access the report through an electronic patient portal.

None of the open-ended responses were coded as descriptions
of enablers. However, a wide range of both patient-level and
organizational or environmental-level factors that may
negatively impact implementation were reported.

A participant (1/85) noted uncertainty about the rate of patient
sign-up for EDCTs and stated, “definitely think it is harder for
refugee, low socioeconomic, indigenous and even certain ethnic
populations to use or have access to our electronic tools”
Limited ability to trandate into languages used by patients and
families was cited by 4% (3/85) of participants. A participant
(1/85) commented on how complex the medical information is
for caregiversto understand: “ Theinformation that they received
is both from adischarge form as well as test results, [this] was
quite confusing to them. In essence...they needed meto interpret
the information for them.”

Organizational and environmental level barrierswere sometimes
vaguely described as “not very good” and “not user friendly,
our discharge summary completion rates are generally only
65%-70%" (2/85). Training-related concerns, such as having
accessto an EDCT but not having had the training to know how
to use the tool, were the most frequently mentioned
organizational barrier (4/85). Others included (1) impact on
quality of communication “most [staff] do not use this tool as
it doesn’'t do a sufficient job of summarizing conversations had
with health care professionals’ (1/85), (2) lost confidence among
staff due to recent cyber-attack in the ED (1/85), (3) concerns
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related to outdated technology being replaced (1/85), and (4)
confusing hybrid approacheswhere ED staff engagein discharge
communication using combinations of emailing, texting, and
paper-based and verbal instructions (1/85).

Discussion

Overview

The am of this study was to leverage the NASSS
implementation framework in anovel way to identify emergent
uncertainties and interdependencies that impact nurse and
physician readiness to adopt EDCTs in pediatric EDs.

Acrossall study participants, there was strong consensus about
the value of EDCTs. Clinicians reported high agreement with
the impact of EDCTs on improving patient and caregiver
comprehension and recall, supporting modern health care
innovation, informing their clinical practice and the accessibility
of digital devices among young families visiting the ED. This
high level of consensus was observed despite a wide range of
self-reported computer proficiency skills (range 25-100) and
confidence levelsin learning new technology (range 25-100).

Our findings suggest that while there may already be “buy-in”
for EDCTS even from less technology-literate staff, their use
is still not widespread [19-21]. Implementation efforts might
benefit then, from focusing on environmental contextual factors
rather than trying to change provider attitudes and beliefs. This
result aligns with Canadian research exploring nurse adoption
of other information systems[22].

While clinicians in our study see a positive value proposition
for EDCTs there were mixed responses across other
implementation domains, namely the organizational and societal
contexts. Only 22% (59/270) of participants felt their
organization valued digital technologies based on budget
allocation, while about one-third of participants agreed that their
organization offered timely support for technological challenges.

Differences between nurses and physicians were limited. Our
survey revealed significant differences between those groups
for only 3 of the 21-itemsand in all cases, it was the magnitude
of difference, not the direction of opinion that was different.
Open-ended responses refl ected some concerns about caregivers
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preferences and skills in using EDCTSs. Digital equity and its
intersection with other racial and cultural disparities observed
in ED [23] warrants future anaysis within EDCT
implementation studies. Given thewide range of implementation
barriersreported at the patient and organization levels, additional
qualitative research with this population may be helpful in
reconceptualizing what we have learned so far and theorizing
and generating new ways of exploring readiness [24].

Given EMRs were largely used to support discharge
communication in clinician-driven (eg, clinicians complete data
entry and prints and hand over paper copy) not patient-centered
ways, future research should explore how patient-led and more
interactive EDCTs (kiosks, maobile apps, bidirectional text
messaging, and interactive websites) might support high-quality
discharge communication in different ways or require different
types of readiness to implement. In particular, examining the
perspectives of youth and caregivers on their readiness to use
thesetoolsin an ED context would add significantly to thefield.
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Limitations

A limitation of thisstudy wasthe approach to sampling. Because
parti cipation was voluntary, those who chose to participate may
have already held more positive attitudes about, or stronger
interest in EDCTs and may be overrepresented in the sample.
Additionally, representation across countries was not equal and
future analysis should explore similarities and differences to
reduce bias introduced by this overrepresentation.

Conclusions

Nurse and physician readiness to integrate technologies into
clinical pathwaysfor discharge communication in pediatric ED
is not only impacted by the availability of technology
infrastructure. This multicountry study offers an original
application of the NASSS framework to help emergency
medicine leaders and administrators begin to systematically
address the broader factors that are contributing to current low
rates of uptake.

The research was funded by the Canadian Institutes of Health Research Operating Grant (602968). ACP is supported by a
University of Ottawa Research Chair in Pediatric Emergency Medicine.

Authors Contributions

JC and LW contributed to the acquisition of funding, study concept and design, analysis and interpretation of the data, drafting
of the paper; ET, CW, and KR contributed to the study concept and design, analysis and interpretation of the data, and critical
revision of the paper for important intellectual content; HW contributed to the study concept and design, acquisition of the data,
and critical revision of the paper for important intellectual content; AG, MS, PA, CC, MJ, AR, and RM contributed to the critical
revision of the paper for important intellectual content.

Conflictsof Interest

PA has received the Fonds de recherche du Québec Santé Senior Clinical Scholar Award. The other authors declare that they
have no conflict of interest.

References

1.  National ambulatory carereporting system: current-year information 2019-2020. Canadian Institute for Health Information.
Ottawa, ON; 2020. URL: https.//www.cihi.ca/sites/defaul t/files/document/
nacrs-data-quality-current-year-information-2019-2020-en.pdf [accessed 2023-09-21]

2. Emergency department care 2019-20: Australian hospital statistics. Australian Institute of Health and Welfare. URL: https:/
/www.ai hw.gov.au/reports-data/myhospital §/sectors/emergency-department-care [accessed 2023-09-21]

3. AldeFO, Emeto Tl, Callander EJ, Watt K. Non-urgent paediatric emergency department presentation: a systematic review.
JPaediatr Child Health 2019;55(3):271-277 [doi: 10.1111/jpc.14352] [Medline: 30570182]

4.  AkinsolaB, ChengJ, Zmitrovich A, Khan N, Jain S. Improving dischargeinstructionsin a pediatric emergency department:
impact of a quality initiative. Pediatr Emerg Care 2017;33(1):10-13 [doi: 10.1097/PEC.0000000000000816] [Medline:
27618589]

5.  LockeR, Stefano M, Koster A, Taylor B, Greenspan J. Optimizing patient/caregiver satisfaction through quality of
communication in the pediatric emergency department. Pediatr Emerg Care 2011;27(11):1016-1021 [doi:
10.1097/PEC.0b013e318235be06] [Medline: 22068060]

6. Curran JA, Galant AJ, Zemek R, Newton AS, Jabbour M, Chorney J, et al. Discharge communication practicesin pediatric
emergency care: a systematic review and narrative synthesis. Syst Rev 2019;8(1):83 [FREE Full text] [doi:
10.1186/s13643-019-0995-7] [Medline: 30944038]

7. Curran J. Discharge instructions for parentsin the context of pediatric emergency care: anarrative review. BMC Health
Serv Res 2014;14(S2):20-21 [FREE Full text] [doi: 10.1186/1472-6963-14-s2-p20]

8. StevenslL, Fry M, Browne M, Barnes A. Fast track patients' satisfaction, compliance and confidence with emergency
department discharge planning. Australas Emerg Care 2019;22(2):87-91 [doi: 10.1016/j.auec.2019.01.004] [Medline:
31042527]

https://humanfactors,jmir.org/2023/1/e46379 JMIR Hum Factors 2023 | vol. 10 | e46379 | p. 7

(page number not for citation purposes)


https://www.cihi.ca/sites/default/files/document/nacrs-data-quality-current-year-information-2019-2020-en.pdf
https://www.cihi.ca/sites/default/files/document/nacrs-data-quality-current-year-information-2019-2020-en.pdf
https://www.aihw.gov.au/reports-data/myhospitals/sectors/emergency-department-care
https://www.aihw.gov.au/reports-data/myhospitals/sectors/emergency-department-care
http://dx.doi.org/10.1111/jpc.14352
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30570182&dopt=Abstract
http://dx.doi.org/10.1097/PEC.0000000000000816
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27618589&dopt=Abstract
http://dx.doi.org/10.1097/PEC.0b013e318235be06
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22068060&dopt=Abstract
https://systematicreviewsjournal.biomedcentral.com/articles/10.1186/s13643-019-0995-7
http://dx.doi.org/10.1186/s13643-019-0995-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30944038&dopt=Abstract
https://doi.org/10.1186%2F1472-6963-14-S2-P20
http://dx.doi.org/10.1186/1472-6963-14-s2-p20
http://dx.doi.org/10.1016/j.auec.2019.01.004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31042527&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR HUMAN FACTORS Curran et a

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Wozney L, Curran J, Archambault P, Cassidy C, Jabbour M, Mackay R, et al. Electronic discharge communication tools
used in pediatric emergency departments: systematic review. IMIR Pediatr Parent 2022;5(2):€36878 [FREE Full text] [doi:
10.2196/36878] [Medline: 35608929]

Kim MO, CoieraE, Magrabi F. Problems with health information technology and their effects on care delivery and patient
outcomes: asystematic review. JAm Med Inform Assoc 2017;24(2):246-250 [FREE Full text] [doi: 10.1093/jamia/ocw154]
[Medline: 28011595]

Ratwani RM, Savage E, Will A, Fong A, Karavite D, Muthu N, et al. Identifying electronic health record usability and
safety challenges in pediatric settings. Health Aff (Millwood) 2018;37(11):1752-1759 [FREE Full text] [doi:
10.1377/hithaff.2018.0699] [Medline: 30395517]

Abbott PA, Foster J, de FatimaMarin H, Dykes PC. Complexity and the science of implementation in health | T—knowledge
gaps and futurevisions. Int JMed Inform 2014;83(7):e12-e22 [doi: 10.1016/j.ijmedinf.2013.10.009] [Medline: 24444700]
Greenhalgh T, Wherton J, Papoutsi C, Lynch J, Hughes G, A'Court C, et al. Beyond adoption: anew framework for theorizing
and evaluating nonadoption, abandonment, and challenges to the scale-up, spread, and sustainability of health and care
technologies. JMed Internet Res 2017;19(11):e367 [FREE Full text] [doi: 10.2196/jmir.8775] [Medline: 29092808]
Greenhalgh T, Papoutsi C. Studying complexity in health services research: desperately seeking an overdue paradigm shift.
BMC Med 2018;16(1):95 [FREE Full text] [doi: 10.1186/s12916-018-1089-4] [Medline: 29921272]

HarrisPA, Taylor R, Minor BL, Elliott V, Fernandez M, O'Neal L, REDCap Consortium. The REDCap consortium: building
an international community of software platform partners. J Biomed Inform 2019;95:103208 [FREE Full text] [doi:
10.1016/].jbi.2019.103208] [Medline: 31078660]

Hoddinott SN, Bass MJ. The dillman total design survey method. Can Fam Physician 1986;32:2366-2368 [ FREE Full text]
[Medline: 21267217]

Introducing JASP 0.15—new languages, basic plot editing, raincloud plots, and more. JASP. 2021. URL: https://jasp-stats.
0rg/2021/09/21/introducing-jasp-0-15-new-languages-basi c-pl ot-editing-raincl oud-pl ots-and-more/ [accessed 2023-09-21]
Elo S, Kyngéds H. The qualitative content analysis process. J Adv Nurs 2008;62(1):107-115 [doi:
10.1111/j.1365-2648.2007.04569.x] [Medline: 18352969)]

Melnick ER, Hess EP, Guo G, Bredin M, Lopez K, Pavlo AJ, et al. Patient-centered decision support: formative usability
evaluation of integrated clinical decision support with a patient decision aid for minor head injury in the emergency
department. JMed Internet Res 2017;19(5):e174 [FREE Full text] [doi: 10.2196/jmir.7846] [Medline: 28526667]

Curran JA, Cassidy C, Bishop A, Wozney L, Plint AC, RitchieK, et al. Codesigning discharge communication interventions
with healthcare providers, youth and parents for emergency practice settings: EDUCATE study protocol. BMJ Open
2020;10(5):e038314 [FREE Full text] [doi: 10.1136/bmjopen-2020-038314] [Medline: 32398342]

Archambault P, Turcotte S, Smith PY, Abasse KS, Paquet C, Coté A, et a. Intention to use wiki-based knowledge tools:
survey of Quebec emergency health professionals. IMIR Med Inform 2021;9(6):€24649 [ FREE Full text] [doi: 10.2196/24649]
[Medline: 34142977]

Ifinedo P. Empirical study of Nova Scotianurses adoption of healthcare information systems: implications for management
and policy-making. Int JHealth Policy Manag 2018;7(4):317-327 [FREE Full text] [doi: 10.15171/ijhpm.2017.96] [Medline:
29626399

Owens A, Holroyd BR, McLane P. Patient race, ethnicity, and care in the emergency department: a scoping review. CJEM
2020;22(2):245-253 [FREE Full text] [doi: 10.1017/cem.2019.458] [Medline: 32063258]

Eakin JM, Gladstone B. “Value-adding” analysis: doing more with qualitative data. Int J Qual Methods 2020;19:1-13
[FREE Full text] [doi: 10.1177/1609406920949333]

Abbreviations

ED: emergency departments

EDCT: electronic discharge communication tool

EMR: Electronic Medical Record

NASSS: nonadoption, abandonment, scale-up, spread, sustainability

PERC: Pediatric Emergency Research Canada

PREDICT: Peediatric Research in Emergency Departments International Collaborative
REDCap: Research Electronic Data Capture

TREKK: Translating Emergency Knowledge for Kids

https://humanfactors,jmir.org/2023/1/e46379 JMIR Hum Factors 2023 | vol. 10 | e46379 | p. 8

(page number not for citation purposes)


https://pediatrics.jmir.org/2022/2/e36878/
http://dx.doi.org/10.2196/36878
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35608929&dopt=Abstract
https://europepmc.org/abstract/MED/28011595
http://dx.doi.org/10.1093/jamia/ocw154
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28011595&dopt=Abstract
https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.0699
http://dx.doi.org/10.1377/hlthaff.2018.0699
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30395517&dopt=Abstract
http://dx.doi.org/10.1016/j.ijmedinf.2013.10.009
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24444700&dopt=Abstract
https://www.jmir.org/2017/11/e367/
http://dx.doi.org/10.2196/jmir.8775
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29092808&dopt=Abstract
https://bmcmedicine.biomedcentral.com/articles/10.1186/s12916-018-1089-4
http://dx.doi.org/10.1186/s12916-018-1089-4
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29921272&dopt=Abstract
https://linkinghub.elsevier.com/retrieve/pii/S1532-0464(19)30126-1
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31078660&dopt=Abstract
https://europepmc.org/abstract/MED/21267217
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21267217&dopt=Abstract
https://jasp-stats.org/2021/09/21/introducing-jasp-0-15-new-languages-basic-plot-editing-raincloud-plots-and-more/
https://jasp-stats.org/2021/09/21/introducing-jasp-0-15-new-languages-basic-plot-editing-raincloud-plots-and-more/
http://dx.doi.org/10.1111/j.1365-2648.2007.04569.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18352969&dopt=Abstract
https://www.jmir.org/2017/5/e174/
http://dx.doi.org/10.2196/jmir.7846
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28526667&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=32398342
http://dx.doi.org/10.1136/bmjopen-2020-038314
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32398342&dopt=Abstract
https://medinform.jmir.org/2021/6/e24649/
http://dx.doi.org/10.2196/24649
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34142977&dopt=Abstract
https://europepmc.org/abstract/MED/29626399
http://dx.doi.org/10.15171/ijhpm.2017.96
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29626399&dopt=Abstract
https://www.cambridge.org/core/journals/canadian-journal-of-emergency-medicine/article/patient-race-ethnicity-and-care-in-the-emergency-department-a-scoping-review/E4CA53A519B7E16E64A411C729F64070
http://dx.doi.org/10.1017/cem.2019.458
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32063258&dopt=Abstract
https://journals.sagepub.com/doi/10.1177/1609406920949333
http://dx.doi.org/10.1177/1609406920949333
http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR HUMAN FACTORS Curran et a

Edited by A Kushniruk; submitted 09.02.23; peer-reviewed by A Calandrino, M Gorges; commentsto author 14.05.23; revised version
received 20.07.23; accepted 22.07.23; published 11.10.23

Please cite as:

Curran J, Wozney L, Tavender E, Wison C, Ritchie KC, Wong H, Gallant A, Somerville M, Archambault PM, Cassidy C, Jabbour
M, Mackay R, Plint AC

Implementing Electronic Discharge Communication Tools in Pediatric Emergency Departments: Multicountry, Cross-Sectional
Readiness Survey of Nurses and Physicians

JMIR Hum Factors 2023; 10: 46379

URL: https://humanfactors.jmir.org/2023/1/e46379

doi: 10.2196/46379

PMID:

©Janet Curran, Lori Wozney, Emma Tavender, Catherine Wilson, Krista C Ritchie, Helen Wong, Allyson Gallant, Mari Somerville,
Patrick M Archambault, Christine Cassidy, Mona Jabbour, Rebecca Mackay, Amy C Plint. Originally published in IMIR Human
Factors (https://humanfactors.,jmir.org), 11.10.2023. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in IMIR Human Factors, is properly cited. The complete
bibliographic information, alink to the original publication on https://humanfactors.,jmir.org, aswell asthis copyright and license
information must be included.

https://humanfactors,jmir.org/2023/1/e46379 JMIR Hum Factors 2023 | vol. 10 | e46379 | p. 9
(page number not for citation purposes)

RenderX


https://humanfactors.jmir.org/2023/1/e46379
http://dx.doi.org/10.2196/46379
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

