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Abstract

Objective—The pediatric emergency department (PED) is a venue that underutilizes parental
tobacco screening and brief cessation counseling. We sought to explore PED practitioners’
attitudes and perceived barriers regarding the implementation and adoption of tobacco screening/
cessation counseling of parental smokers in the PED setting, and to solicit suggestions for
improving the sustainability and maintenance of such practices.

Methods—We conducted an exploratory, qualitative study of a convenience sample of PED
practitioners using the RE-AIM (Reach, Effectiveness, Adoption, Implementation, and
Maintenance) framework. Individual, focused interviews were conducted to determine factors that
would maximize the implementation and maintenance of parental tobacco screening and
intervention counseling as standard PED practice.

Results—Thirty interviews were conducted from which relevant data, patterns, and themes were
identified. Reach factors included targeting parental smokers with children with respiratory
diseases, having adequate training of practitioners, and providing “pre-arranged” counseling
packages. Effectiveness factors included practitioner desire for outcome data about intervention
effectiveness (e.g., changes in children’s secondhand smoke exposure and parental quit rates).
Solutions to increase intervention adoption included quick electronic health record prompts and
the provision of on-site tobacco cessation experts. Implementation suggestions emphasized the
importance of financial support and the alignment of tobacco screening/counseling with strategic
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plans. Maintenance factors included institutional and technical support, and the importance of
intervention “champions” in the PED.

Conclusions—By highlighting important viewpoints of practitioners regarding tobacco
screening and counseling, the findings can help guide and direct the development and evaluation
of sustainable interventions to facilitate tobacco use treatment in the PED.

Over a decade has passed since the introduction of the Clinical Practice Guidelines for
Treating Tobacco Use and Dependence, which recommends a “5A’s” approach — Ask about
tobacco use, Advise to quit, Assess willingness to quit, Assist those who wish to quit, and
Arrange for follow-up.1=3 In 2006, an American College of Emergency Physicians (ACEP)
task force of professional emergency medicine organizations summarized recommendations
for tobacco control. They stated that: (1) emergency departments (EDs) should be utilized as
a venue to launch tobacco cessation efforts; and (2) ED-based tobacco control efforts may
constitute “high-impact, high-reach, low-efficacy interventions”, however further
investigation to identify the most effective ED-based practices for screening, advising, and
referring smokers to treatment is needed. Since that time, studies conducted in adult
healthcare settings evaluating the use of electronic health records (EHR) as a way to
increase adherence to the “5As” approach have demonstrated some success -- predominantly
in the “Ask” about tobacco use step and in the “Arrange” for follow-up or referral to
cessation counseling, step. However, limited compliance was noted for the remaining 5A’s:
Advise to quit, Assess willingness to quit, or Assist those who wish to quit.25>-°

In parallel with ACEP’s efforts, pediatric practitioners, policy makers, and public health
advocates have recognized the urgent need to intervene on second hand smoke exposure
(SHSe) on children. The American Academy of Pediatrics (AAP) has published a policy
statement recognizing tobacco use as a “pediatric disease,” as children of smokers exposed
to high rates of SHSe have higher SHSe-related morbidity risk.19-15 Clinicians who care for
children are thus urged to advise all parents to quit smoking as a way to promote the health
of children.10 Despite these recommendations, practitioners who care for pediatric patients
do not routinely screen or advise parental smokers about ways to quit smoking.1:10:11.14
There are several existing individual- and systems-level barriers to incorporating tobacco
screening and counseling of parental smokers in the pediatric primary care setting. These
barriers include lack of visit time and reimbursement for these services, lack of
infrastructure for parental tobacco screening and counseling, and most notably, lack of
practitioner comfort in counseling adult smokers.16:17

Recent research in the pediatric emergency department (PED) setting has uncovered
alarmingly high smoking rates in parents who bring their children to the pediatric emergency
department.18-20 This setting may be an ideal venue to implement both ACEP and AAP
recommendations, by providing tobacco interventions to benefit both the parent and the
child.#21 The potential impact of such PED interventions can be assessed using the RE-AIM
(Reach, Effectiveness, Adoption, Implementation, and Maintenance) framework?2 which is
used to guide and assess intervention impact and sustainability. This framework is used to
investigate behavioral change, understand evaluation of the impact of interventions in real-
world settings, and facilitate the translation of research into practice (See Table 1). Using
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this framework, impact is defined as the product of reach (the number of people who would
use the intervention) and efficacy (the percentage of people who use and benefit from the
intervention).#:23.24 Therefore, using a conservative 30% prevalence rate for smoking among
adults who bring their children to the pediatric emergency department, and a conservative
1% cessation rate, PED-based tobacco cessation interventions could have a significant
positive impact on both adults (30,000 fewer smokers) and their children.421.25

In an effort to develop PED parental smoking intervention strategies, we sought to
understand existing barriers, and create potential solutions to implementation. The primary
objective was to explore PED nurses’ and physicians’ attitudes and perceived barriers that
would prevent the implementation and adoption of tobacco screening and cessation
counseling of parental smokers into standard PED practice. Secondary objectives were to
solicit suggestions from PED practitioners for improving the sustainability and maintenance
of such PED practices.

Study Design

We conducted an exploratory, qualitative study of PED practitioners using a deductive
framework approach.26-28 Researchers have used qualitative methods to identify factors that
influence integration, implementation, and maintenance of clinical protocols among ED
personnel.29-31 In this study, we used these methods to conduct semi-structured, focused
interviews of nurses and attending physicians to assess their views on integrating tobacco
screening and treatment interventions into the pediatric emergency department.

We used the RE-AIM framework to guide the interview process and data analysis. We
developed focused interview questions structured to help determine factors that would
maximize the implementation and maintenance of parental tobacco screening and brief
intervention counseling as part of standard PED practice.32 We elicited responses that
reflected the positive attitudes, approaches, and solutions that practitioners believed would
result in effective translation. We also identified practitioners’ perceived barriers to
implementation and sustainability. We mapped acquired data onto the important
determinants of behavior outlined in the RE-AIM framework, and created specific
suggestions for improving the implementation and sustainability based on the findings.

Setting and Recruitment

We recruited a convenience sample of nurse practitioners, registered nurses, and physicians
who worked in the pediatric emergency department of Cincinnati Children’s Hospital
Medical Center (CCHMC). CCHMC is a large, inner city U.S. Children’s hospital, with
over 475 beds and an annual PED census of over 124,000 in 2012, which makes it one of the
busiest pediatric emergency departments in the North America. All participants were
recruited via their work email and those who were interested contacted one of the
investigators (MMG, CD, or ED). Investigators told potential participants about the study,
and obtained informed consent from all study participants. No incentives for participation
were offered; the study protocol was approved by CCHMC's institutional review board.

J Emerg Nurs. Author manuscript; available in PMC 2015 July 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Mahabee-Gittens et al.

Page 4

Study Protocol

In-depth, semi-structured, focused interviews of practitioners were conducted by one of the
study investigators (MMG, CD, or ED) who were trained in qualitative methods.
Interviewers were careful to elicit information without introducing personal or systemic
bias. Interviews were approximately one hour, and most were conducted in-person, at a
location of the participants’ choosing. One interview was completed by phone and one by
email due to scheduling conflicts. Focused interviews were discontinued when all of the RE-
AIM domains were sampled and when saturation of ideas, or informational redundancy,
occurred.18:33.34 |nterviews were used to obtain relevant data, observe data patterns,
organize the data into a conceptual framework, and explore and challenge the developing
themes. As data collection progressed, the scripts were modified to allow the natural flow of
the previous interviews. All interviews were transcribed prior to data analysis.

The interviews began with a description of the current recommendations of the Public
Health Clinical Practice Guidelines for Treating Tobacco Control and Dependence and the
RE-AIM framework.22 Participants were then asked the following semi-structured focused
interview questions that addressed each of the RE-AIM strategies:

Reach — “Do you believe that routine tobacco screening of all parents should be done in
the PED? Why or why not? If not routine, then how often and on which parents?”

Efficacy — “What do you think would be measures of success in routine, universal
tobacco cessation counseling?” How would the assessment of efficacy affect the
amount of tobacco related screening and/or counseling that you do?”

Adoption - “What would the barriers be to conducting routine tobacco screening and
counseling?”

Implementation — “What type of technical support would be required to make screening
and counseling part of routine practice in the PED?”

Maintenance — “What would motivate nurses, physicians, and hospital administrators to
make this part of routine practice?”

Data Analysis

Three study investigators (MMG, CD, and ED) audited the transcripts for accuracy to the
recorded data. Following the RE-AIM framework, two members of the research team
(MMG and LV) used a combination of focused and open coding in the preliminary review
of the transcripts.28 First, they independently coded five transcripts using the primary
categories of reach, effectiveness, adoption, implementation, and maintenance, and
generated new codes and sub-categories, as appropriate. Where inconsistencies in the coding
occurred, they came to consensus on discrepancies and developed decision rules to reduce
them. Each transcript was then independently reviewed and coded according to the agreed
upon framework.28 Systematic procedures using the crystallization/immersion method3®
were used to examine and determine the most important aspects of the data. As a quality
check at the end of coding, they reviewed coded text from the earliest transcripts to assess
for missing concepts or themes. After saturation of ideas occurred and focused interviews
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were discontinued, structural coding reports were created that synthesized emerging themes,
salient points, and supporting quotations.

Description of Study Sample

We conducted 30 in-depth focused interviews of a convenience sample of CCHMC-
employed PED nurses and physicians. Interviews were conducted over a 6-month period;
saturation of ideas was achieved. The majority of practitioners were physicians (73%),
female (67%), White (87%), between the ages of 40-50 years (50%), had worked for 15
years or less (60%), and were never regular smokers (90%). Specifically, 89% of the RN
participants were female, 100% were White, mean age (SD) of the RNs was 42 (7.5) years,
44.4% had worked for 15 years or less, and 78% were never regular smokers. None of the
practitioners had received previous formal training on tobacco cessation. Half of
practitioners reported “always” or “often” asking parents about their child’s SHSe; 30%
reported “always” or “often” asking about parental tobacco use; and none endorsed routinely
participating in any of the other 5A’s. Preliminary analyses found no statistically significant
differences between nurses and physicians.

Barriers to and Suggestions for Incorporating the 5As into Routine PED Practice,
Organized According to the RE-AIM Framework

Highlights of key data points, specific suggestions, and representative quotations are
presented in Tables 2-5.

Reach—~Participants identified several factors related to whether practitioners would screen
and/or counsel parents for tobacco use (see Table 2). Most practitioners felt very
comfortable screening for tobacco use; however, they were uncomfortable counseling
parents to quit smoking. Participants identified the need for adequate provider training as a
significant barrier related to providing counseling. Participants proposed several resources
that could improve intervention success, including: 1) the inclusion of a tobacco cessation
expert; 2) “prearranged packages” including easy steps to giving the 5A’s, cessation
resources (e.g., Quitline and referral information), and cessation pharmaceutical
information; and 3) provision of PED screening and counseling for parental smokers with
children with respiratory illnesses.

Effectiveness/Efficacy—Practitioners felt very strongly that outcome data should be
given to practitioners on a regular basis to show the number of parents screened and the
effects of tobacco counseling on parental cessation and children’s clinical outcomes (such as
decreased PED visits for pediatric SHSe-related illnesses or parental cessation of smoking).
There was strong endorsement by practitioners that they would not continue to screen and
intervene if there were no evidence that these activities were resulting in improved outcomes
(see Table 3.)

Adoption of Screening and Counseling for Tobacco Use—We identified several
perceived barriers to the adoption of screening and counseling for tobacco use. The most
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common barriers were: lack of time (53%); increased stress (53%); and delays in patient
flow (50%). In response to these barriers, practitioners most commonly suggested having a
cessation counselor on site to do the counseling, having electronic prompts in the EHR, and
dividing and delegating the 5A’s steps by provider role/responsibility. Participants suggested
that an RN Ask about tobacco use, the physician Advise to quit, and a trained cessation
counselor, who was not part of the clinical care team, Assess willingness to quit, Assist
those who wish to quit, and Arrange for follow-up (see Table 4).

Implementation of the 5As into Routine Practice—The majority of practitioners
estimated that implementing screening and counseling steps into routine PED practice would
take six months to one year. All practitioners said that technical support was essential to
implementation, specifically the use of EHR “clicks,” “prompts,” and “flags.” Regarding the
financing of such efforts, most practitioners felt that the pediatric emergency department or
hospital should support the effort via: providing the technical support to develop the
screening and counseling prompts, funding cessation training for providers, employing
tobacco cessation experts, and having cessation resources available in the pediatric
emergency department. It was further noted that this effort should be “aligned with the
hospital’s strategic plan and work.” Please see Table 5.

Maintenance of the Intervention—~Participants identified four major factors influencing
maintenance of the intervention after the initial implementation: 1) institutional support, 2)
technical support, 3) motivators, and 4) refreshers.

Institutional support: The majority of practitioners felt that it would be essential to have
PED leadership support a smoking cessation initiative. There were multiple opinions and
suggestions on how to do this, including hiring health educators and/or cessation counselors,
cessation counseling groups, monetary support for supplies and equipment, expansion of this
intervention to other parts of the hospital, and identification of intervention “champions” or
“mavens.” These latter individuals were described as either nurses or physicians who would
encourage and train practitioners to screen and counsel parents, problem solve, provide
feedback, and push the group to continue the intervention.

Technical support: Practitioners again suggested technical support in the maintenance of
the intervention. Specifically, it was important for providers to have a “self-sufficient”
electronic system which would be easy to navigate, and would have prompts to facilitate
use.

Motivators: Practitioners reported the following motivators that would encourage
maintenance (in order of importance): 1) reimbursement from insurance companies,
especially Medicaid; 2) maintenance of certification (MOC) credit; 3) Pediatric emergency
department/hospital mandate; 4) continuing education credit; 5) making it part of the annual
credentialing/evaluation process; and 6) disseminating information on outcome measures
listed in Table 3.

Refreshers: Practitioners felt that refreshers courses highlighting key intervention steps and
updates on new evidence-based cessation counseling would likely be necessary, but they
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emphasized that refreshers should not be extensive or burdensome. Suggestions included
online updates and announcements and dissemination of outcomes and compliance at staff
meetings. A minority of practitioners felt that annual online refreshers would be necessary.
However, most practitioners felt that training should be mandatory for new hires.

Discussion

This study examined PED practitioners’ attitudes, perceived barriers, and suggestions
regarding the integration of tobacco screening and cessation counseling of parental smokers
into standard PED practice. By using the conceptual model of the RE-AIM framework, we
were able to elicit suggestions from practitioners that would potentially facilitate the
integration of these intervention steps after introduction.

Reach factors that were deemed important by practitioners included, targeting parental
smokers who have children with respiratory diseases, the need for adequate screening
training, having “pre-arranged” counseling packages, and ancillary staff trained in tobacco
counseling. These findings are similar to those of other studies in which pediatric
practitioners cite lack of time, training, standardized protocols, and materials as key reasons
why they do not implement the “5As” approach to tobacco control.36:37 The finding that
pediatric clinicians would feel more comfortable providing this intervention to parental
smokers who have children with respiratory disease is not surprising, given that clinicians
who care for adults are more likely to provide the 5A’s for adult patients with chronic
diseases, especially those associated with tobacco.8-38

In terms of effectiveness, practitioners expressed the desire to see outcome data about the
effect of the intervention on parental smoking and children’s exposure to SHS. This desire
for the provision of outcome measures (e.g., smoking quit rates) is consistent with other
practitioners who provide tobacco treatment in adult primary care settings.>® These results
are also in line with the large body of evidence suggesting that practitioners receiving such
outcome measures, and feedback on their “performance” of providing tobacco treatment, are
more likely to provide tobacco treatment for adult smokers,8:9:39.40

Solutions associated with adoption of the intervention involved the use of EHR prompts. It
was noted that these prompts would need to be: easy to use, template-driven, with interfaces
that included drop boxes and auto-population features, giving clinicians easy counseling
tips. These preferences are consistent with a systematic review on ways to improve the
implementation of EHR systems in clinical practices*! which recommends the use of quality
factors such as templates,#243 seamless interface designs,*4~47 and easy to use prompts.*8

Implementation suggestions emphasized the importance of financial support and alignment
or prioritization of tobacco screening and counseling with strategic planning. These
suggestions, and the need to make integration a priority, as well as the provision of
dedicated time and resources, are consistent with strategies that improve successful
integration of tobacco treatment and other preventive treatments into the EHR.41:46.49.50

Maintenance factors included the need for institutional and technical support and the
importance of PED “champions” and experts to support the intervention. These findings are
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consistent with those from other studies which posit a need for leadership and technical
support, quality training, and champions,5%:51 in order to successfully maintain a newly
integrated intervention even after the initial training and implementation periods.8:52:53 |t is
also noteworthy that a common theme elicited for almost each of the RE-AIM steps was the
need for a tobacco cessation expert to help provide the tobacco cessation counseling beyond
the “Ask” and “Advise” steps given by practitioners. This team-based approach is
encouraged in the clinical practice guidelines and in recent literature because it is being
increasingly recognized that even though more clinicians are developing the knowledge and
skills to treat tobacco dependence, the time constraints of doing so in a busy clinical setting
limits their ability to deliver such treatment. Thus, it is recommended that busy clinical
settings adopt a new, more efficient model of care for tobacco dependence that includes a
tobacco treatment specialist (TTS) that has the time and expertise to provide smokers with a
wide range of current tobacco treatment options.1®# In this model, the nurse or physician
does the “Ask” and “Advise” step, but then a tobacco treatment specialist (TTS) can provide
on-site counseling tailored to the parents’ interest in quitting. This approach will relieve the
barriers and resistance that practitioners may have and will “spread the burden” by
capitalizing on each type of providers’ strengths and interactions with the parent. Of course,
each PED will need to adapt their approach to providing tobacco treatment depending on
their budget, resources, and parent population.

The current study has several limitations. First, this was a convenience sample of PED
practitioners in one urban tertiary care children’s hospital with a predominantly Caucasian
practitioner sample. Thus, viewpoints noted in the results may not be representative of larger
populations of PED providers. In addition, the PED in which this study was conducted has a
large EHR system in place, therefore practitioner recommendations and suggestions may be
skewed towards the capabilities of this clinical setting. Hence, we encourage other sites to
assess barriers and suggestions specific to their particular setting. Lastly, this study used the
RE-AIM framework. It is possible that additional models, methods and measures may
provide more comprehensive suggestions for improving parental tobacco screening and
counseling in the pediatric emergency department, and may affect the type, delivery, and
quality of clinical care to PED patients.

Limitations notwithstanding, this study highlights important viewpoints of PED practitioners
regarding tobacco screening and counseling which have not been previously described. We
believe that practitioner input is the first step in the successful integration and maintenance
of tobacco interventions into the routine PED visit. This preliminary qualitative phase is
deemed essential by program planning experts in the development of intervention programs
that have long-term sustainability.53:55:56 By elucidating the perceived barriers and attitudes
that practitioners have to each of the RE-AIM steps, and eliciting their suggestions for
incorporating and sustaining this type of intervention into routine care, this study may help
to guide and direct the development and future evaluation of tobacco screening and
cessation counseling in the pediatric emergency department. Further, it may be useful as an
initial model to help inform and facilitate the development process of other systems change
interventions in PED settings.
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Description of the adapted reach, efficacy, adoption, implementation, and maintenance (RE-AIM) dimensions
with examples of the focused interview questions that were used. Definitions and questions were adapted to

the study aims.

Dimension

Reach

Effectiveness

Adoption

Implementation

Maintenance

Definition

The proportion of individuals willing to participate in tobacco
screening and intervention and the parents that they would be
willing to target

The demonstration of the influence of an intervention on important
outcomes, including how this affects compliance with the
intervention

The proportion and type of staff who would be willing to adopt the
intervention steps and perceived barriers and solutions to adoption

The amount of time, technical support, and money necessary to
make the intervention part of routine practice.

The extent of which participants will make and maintain this
screening and counseling behavior change and the sustainability of
the intervention in the ED setting.

Sample Questions

“How comfortable do you feel you are at screening
and/or counseling parents to quit smoking?”

“Is there a particular subset of smokers that you feel
should take priority in getting smoking screening
and/or cessation counseling?”

“What do you think would be measures of success
in routine, universal tobacco screening?”

“How important is it to show efficacy and how
would the assessment of efficacy affect the amount
of screening and counseling that you do?”

“Who should administer each intervention
component?”

“What would the barriers be to conducting routine
screening and counseling?”

“How would screening and counseling affect
patient flow, stress levels, work load, etc?”

“What training and electronic support are needed?”

“What type of technical support would be required
to make screening and counseling part of routine
practice in the EDl?

“What kind of institutional support would be

needed to maintain this intervention in the ED
setting?”

“Who would be responsible for monitoring this?”

“What type and timing of training refreshers would
be necessary?”

“What would motivate practitioners to keep this
part of routine practice?”

1ED = Emergency Department
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Table 2

“Reach” factors that affect the likelihood of participation and the parental subgroup that practitioners will
screen and counsel for tobacco use.

Factor Explanation Sample Responses

Comfortable screening, Belief that the parents need individualized counseling based ~ “I am uncomfortable because it is a somewhat

not counseling on where they are on the stage of change continuum; don’t embarrassing and sensitive topic and | don’t want
want to screen unless they will do something with the people to feel bad, although I think it is inevitable.”

screening results

Subset that should be
screened (in order of
preference)

. Respiratory illness (e.g., asthma, bronchiolitis) “Screening should not be routine on everyone; the
1icoti -

. Otitis Media ED-+ is still for emergencies.

“Parents of the subset of “respiratory” patients

should be targeted since secondhand smoke poses
. Babies/toddlers significant health effects to them”

. Upper respiratory illnesses

1ED = Emergency Department
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Outcome data that practitioners feel would make the intervention appear effective and would increase their

likelihood of screening and counseling about tobacco use.

Outcome Data
Screening

Complete documentation that screening was done with data captured from the EHRY
that specifies:

. How many screened

. How many currently smoke and/or expose their children to second hand
smoke

. How many want to receive counseling

. How many want to quit

Counseling

Complete documentation screening was done with data captured from the EHR that
specifies:

. Cut down, “took the next step”, or Quit

. Filled a prescription

Followed up with QL,2 counseling, or pcp3

° Change in child’s SHse4

. Change in child’s ED visits for respiratory illnesses

Sample Responses

“Instead of them just making us do it, showing efficacy
would make me have more of an interest in it.”

“If even one person in 100 stops smoking because of
the effort, it is worth it.”

“l want to see that 100% of parents who after being
approached about cessation, receive education,
referrals, and even consultation about cessation. And
then, that there was a change in attitude or patterns,
either following up in appointment, filling
prescriptions, or actual change in behavior at home.”

1EHR = Electronic Health Record

2QL = Quitline
3 . .
PCP = Primary Care Provider

4SHSe = Secondhand smoke exposure
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Table 4

Positive solutions that will counteract concerns about Adoption

Page 15

Area of Concern  Solution

Time and Stress No effect on time or stress level if only screening is required
but counseling is done by trained personnel. RNLor RT2

should screen, and the MD3 should solely reinforce the
message that quitting will help their child’s health, but a
trained cessation counselor should do the assessing and
assisting.

Patient Flow No effect on flow if (in order of preference):
1 Done during natural wait times
2 Done after discharge

3 In another room (and not the patient’s room) by a
trained tobacco counselor who can tailor
counseling to the parent who is interested in
quitting.

Sample Responses

“No stress if done is a “systematic, organized studied
way”

“Make it easy and quick - Epic prompts and flags... we
want EPIC autopopulation to help with the next steps
based on parent answers.”

“| think that effectiveness (of the intervention) and
respect depends on the individual and their approach to
it, not their title... (counseling should be done by)
someone completely outside of the care team.”

We don’t need an MD or RN to do this. The ED% is
already a place where demand outstrips capacity; the
only right to healthcare we have anymore is the right to
emergency/trauma care. And we can’t even do what we
need to do, so why would we add extra? This should be
exactly like a scribe, push the work down to someone
who can do it.”

“If I have to do it, it will negatively affect my load. I can
tell you straight out-1 do not want to be the one doing it.”

“Depends on: where it’s done, how it’s done, and who
doesit.”

“In a perfect world, it would be best if you hire a whole
group of people who deal with this — meaning, screen
with ED staff, then have other individuals trained for the
other parts who can help while the patient and parents are
waiting in the ED.”

“At triage | don’t think this is an appropriate time/place
to address the use of tobacco since there is no way of
initiating interventions at that time. | feel like it is a
question that gets asked but nothing ever gets done with
the information, therefore | tend not to ask at triage.”

1RN = Registered Nurse
2RT = Respiratory Therapist
3 .

D = Medical Doctor

4ED = Emergency Department

J Emerg Nurs. Author manuscript; available in PMC 2015 July 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duasnuely Joyny Yd-HIN

Mahabee-Gittens et al.

Page 16

Table 5

Factors that would enhance Implementation of the intervention steps into routine pediatric emergency

department practice

Factors Data

Technical Support  Practitioners emphasized the
attractiveness of:

. “clicks”

° EHRY order sets with
“drop-downs”

. completion “flags”

Financial support ~ Necessary for:
. technical help

. cessation counseling
training

. tobacco cessation
experts

. cessation resources

Sample Responses

*“..0ne click to do the screening which is linked to the (secondhand smoke-
related) chief complaint...(this click) starts the (intervention) process, then a
second click sets off the counseling cascade.”

*“.Clicks” that “auto-populate to the next steps”

“Epic order set with drop-downs to facilitate the counseling” or an “EPIC order
for a cessation counselor.”

“.flags that are visible to the physician that shows the identification of parental
smokers and indicate that each step (e.g., advice, pamphlets, referrals) was given.”

“We need financial support for this effort because:

... this ultimately relates to our mission of being leaders in providing
improved outcomes to the patients we serve”

...this is a major determinant in the health and recidivism of our patients and
one of our clinical priorities is to improve asthma care”

... I think that for certain families it (second hand smoke) probably plays a
big role in how often their kids get sick and severity of illness and that
counseling will prevent future illnesses.”

“...A tobacco cessation counselor or someone whose area of expertise is smoking
cessation. | think that in a primary care setting, the doctor has a lot of influence,

that is assuming that the doc/patient have good rapport. In the ED? setting, | think
the clinician should be removed from these discussions, because from a patient’s
perspective, it would be hard to think that it wasn’t affecting their child’s care.”

1EHR = Electronic Health Record

2
ED = Emergency department
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