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On the 3rd en 4th of April 2012 the forth meeting of the EUSEN board was organised in Brussels.
The first gathering was held in Pordenone in Italy in 2010. Since that time much work has been
done. We decided then that our main goal was to make ourselves as representative of as
many emergency nurses as possible and to have emergency nursing recognised as a
speciality across the continent of Europe.

On the 15th of April 2011 in London the members made decisions about finance and money.
The board of EUSEN was elected in October 2011 in Gent, Belgium. Official statements were
made. The board thinks that these statements can help our organisations and each member
at home to use as standards for emergency care. We can use the statements for example in
discussions with managers, universities, and other nurses to improve patient care.

In Brussels the board worked further on the statutes. An organisation has to have those papers
to be legally and to contract sponsors. In the statutes is described what EUSEN does, how we
do our election, and who is on the board. The statutes are nearly finished and will be in French
(because of the Belgian law) with an English translation.

The official logo for EUSEN has seen daylight. It was made by a designer from Norway. The
EUSEN website will be ‘in the air’ this year.

The next general meeting will be held in the Hague in the Netherlands. On Friday the 23rd of
November 2012 all members are welcome in Medical Centfre The Hague, Westeinde.

From nine till five o'clock there will be interesting
presentations of the board and several members

of EUSEN. The full agenda will be mailed in a few days.

For more information and hotel bookings

you can contact Frans de Voeght,
f.de.voeght@mchaaglanden.nl.

The Hague is very easily accessible from Schiphol
airport and a hotel is within walking distance of
Westeinde Hospital.
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Report from One organization within EuSEN
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The Swiss Confederation consists of 26 cantons. Switzerland has four official languages,
traditionally spoken in different regions of the country; these are German, French, Italian
and Rumantsch
Country size: 41'285 km?2
Inhabitants 7'952'600 (31. December 2011)

193 inhabitants per km2
Hospitals 299 (incl. Special cliniCs) «uelie: srs, krankenhausstatistik)

Switzerland is not only the land of chocolate and watches it has also a well functioning
health system. Looking back Switzerland also played a significant role in the world of
healthcare.

Since 1863, when Henri Dunant founded the Swiss Red Cross and used the reversed Swiss

flag +

need.

as its symbol, Switzerland had been known for its interest in helping others in

The first ones in Switzerland who got frained in nursing were the nuns. The pro bono work
became an official education in 1882 when they opened the first official Swiss college for
nurses, were they got professionally trained in their field of expertise.
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Looking at today’s world of healthcare and the nurses who care about what highly
qualified nurses should be able to achieve, | would like to infroduce the Swiss Society of
Emergency Nurses called: SIN/SUS

SIN : Schweizerische Interessegemeinschaft Notfallpflege

SUS : Communaté d’interéts soins d’urgence suisse

The Society was founded 20 years ago in 1992 by a couple of nurses who believed that
emergency nursing should be seen as a specialty in nursing and that a specific education
should be available to everyone. Since then the board members of the SIN have been
lobbying for the specialisation of emergency nursing throughout Switzerland.

In the founding year in 1992 the SIN/SUS officially counted 75 members of which 7 were
board members. Initially SIN/SUS was formed as a lobbying group which in 2008 became
an official association.

Gradually over the years the number of members increased substantially: In 2004 already
counting 330 it rose to some 630 members by today.

The main interest of the SIN/ SUS is and has always been, to promote a platform for
information exchange for emergency nurses.

SIN/SUS objectives:

o Professionalising emergency nursing

e Commitment in education and rules of profession

e Collaboration with other groups, associations, societies working in the field of
emergency care

e Representation of emergency care related statements and recommendations for
nurses

e Promotion of professional development in emergency nursing

e Acknowledgement and regulation for a Swiss wide advanced fraining course in
emergency nursing

Members benefit:

Social networking: forum homepage, Twitter

Job-exchange platform

Organisation of training days 2x/year

Organisation of emergency nursing conference every 2-3 years

When forming an interest group, the main focus for SIN/SUS was to create a nationally
recognised advanced fraining course in emergency nursing.

In 1970 the first emergency nursing course was offered in Zurich. In 1990 St. Gallen was the
first Canton which offered a professional emergency nursing course which was
acknowledged by the health departement.

Other Cantons followed over the years. Unfortunately every Canton started with their own
regulations and course outline. Furthermore, they used different aspects due to the
individual profile requirement of the institutes, as there were no Federal standards for a
Vocational Education and Training Diploma (VET Diploma) available.
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Out of the need, to standardise advanced fraining courses in Switzerland, a development
committee was formed out of representatives from different Swiss associations: SIN/ SUS
(emergency nursing), IGIP (Intensive care) SIGA, (anaesthesia nursing) SGI,SGNOR, SGAR (
doctors) OdASanté (national umbrella organisation working environment healthcare).

The newly developed core curriculum for all advanced training courses was launched in
July 2009, which is now available to all nurses who want to do some post graduate studies
in their field of expertise.

By now 5 training providers are offering an advanced study course in emergency nursing
which takes 2 years in an extra occupational training course. All of them require the same
admission principles as well as a standardised exam. Furthermore, a national VET Diploma
is available which allows the nurse to bear the titel: emergency nurse specialist.

SIN/SUS is proud to have played an important role in this development and will continue to
lobby for the needs and interests of emergency nursing.

Petra Valk-Zwickl; board member SIN/SUS & EUSEN
August 2012

Offficial Journal of EuSEN EMERGENCY

Discounts for European Society
of Emergency Nursing (EuSEN) members

AEUSEN

European Society of Emergency Nursing
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Clinical: submitted by Christien van der Linden RN CEN ENP MSCE' Koen van ’t Hof MSct, and Marnix
Eysink Smeets?®

Aromatherapy at the Emergency Department:
Decreasing violent behaviour?

' Emergency Department Medical Centre Haaglanden Westeinde, The Hague, The Netherlands

2 University of Applied Sciences, Amsterdam, The Netherlands

* Security Perceptions Research Foundation, Amsterdam, The Netherlands; Inholland University of
Applied Sciences, Rotterdam, The Netherlands

Corresponding author: Christien van der Linden, P.O. box 432, 2501 CK The Hague, The
Netherlands, tel. +3170-3302380, fax +3170-3302855, c.van.der.linden@mchaaglanden.nl

Introduction

The emergency department (ED) is a vulnerable setting for workplace violence [1,2]. It is perceived
that often the perpetrators of violence are under the influence of alcohol and/or drugs [3,4]. Long
waiting time seems to contribute to violence in the ED [5]. Other studies found that most violent
incidents occur within 1 hour of patients’ arrival [3].

The Medical Centre Haaglanden (MCH) Westeinde serves an inner-city population. Especially
during off-hours, many patients present to the ED with alcohol- and drugs related conditions,
occasionally leading to verbal and physical violence. Observable antecedents of violence are mostly
identified early in presentation, at registration or during triage. Supporting staff and ensuring a
safe working environment are priorities of ED management, so several preventative and safe
strategies were implemented in the past ten years. These varied from deploying visible security
personnel presence, installing of an alarm system and panic buttons, and organizing aggression
minimisation training for the staff nurses, to even building a bullet-proof entrance.

Because it is unlikely that patient-related violence can be totally eliminated [6], ED
management is always interested in additional strategies fo prevent violence. Therefore, MCH
participated in a frial to determine the effect of aromatherapy on anxiety levels and violent
behaviour of ED patients. This paper presents the findings of this study.

Methods

An experimental trial was performed at the ED of MCH Westeinde, a level 1 frauma centre in The
Netherlands, with 52,000 patient visits annually. Approval from the Research Ethics Board was
obtained. Odours (vanilla, fig) and a control condition (no odour) were distributed through
aromatherapy diffusers. Oil was added automatically to the diffusers during the study period of 18
days between 6 and 30 June 2012. The air-conditioning system ensured that the odours were
distributed throughout the entire ED, including the reception area, the waiting room, and the
treatment area. The target level of odour intensity was determined by using a standardized
calibration method and was set just above the average perception threshold of ED visitors. During
the experiment, front desk staff, medical personnel, and visitors were unaware of which type of
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aromatherapy was being administered or whether no aromatherapy (control condition) was being
distributed at all.

Upon arrival, patients were registered by front desk staff. After registration, patients
were approached by a research assistant who asked if they would be willing fo participate in a
hospital satisfaction study. After consent, participants were asked to fill out a questionnaire
handed to them by the research assistant.

Assessments included patients’ self report of anxiety levels and mood during the waiting
time, judgments regarding the personnel at the front desk (kindness, skill, and helpfulness),
evaluations of the waiting room (in terms of e.g. smell and crowdedness), and painfulness and
severity of their medical complaint. All items were measured by a 9-point scale. Personnel's
perception regarding the kindness of the patient was registered by the reception personnel
themselves. Each contact with a visitor was scored on a 4 point scale, varying from ‘friendly’ to
‘threatening’. In addition to these measures, once per day, freating personnel was asked by the
research assistant to register how many times they had encountered a visitor that behaved
inappropriately.

Results were controlled for date and fime of arrival, number of waiting persons in the
waiting room, ethnicity, age, and sex. To achieve 80% power, 65 participants per condition should
be sufficient to detect medium effects. (Multivariate) analysis of variance was used to identify
whether differences between experimental groups occurred.

Results

Visitors

The dataset contained 367 questionnaires, of which 112 were obtained during the fig odour
condition, 117 during the control condition, and 138 during the vanilla scent condition. Slightly more
women (54%) than men (46%) were surveyed. Mean age was 37 years. No violent incidents were
reported during the study period. ED visitors who registered during the vanilla condition were
significantly less anxious and less likely to feel irritated than ED visitors who registered during the
control condition (figure 1&2). No significant differences in anxiety levels and sensitivity to
irritation were found between the fig odour condition and the control condition.

Anxiety
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Figure 1: Main effect of scent on feelings of anxiety. In the vanilla odour condition, visitors feel significantly less anxious
compared to the control condition.
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Irritation
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Figure 2: Main effect of scent on sensitivity to irritation. In the vanilla odour condition, visitors are significantly less
likely to feel irritated compared to the control condition.

Vanilla odour was also found to have a positive effect on visitors' evaluations of the front desk
staff, but this effect was not found for all participants and not on all items. Only male visitors
evaluated front desk staff as being more friendly during the vanilla odour condition. No effects
were found on patients’ judgements regarding professional behaviour and helpfullness of the front
desk staff. During the fig odour condition, no significant effects were found.

Front desk staff

Front desk staff judged 1,293 patient contacts, of which 423 took place in the control condition,
619 in the vanilla condition, and 251 in the fig condition. The distribution of friendly, neutral, and
negative encounters differed significantly between conditions. In both odour conditions (but
especially in the vanilla condition), relatively more friendly contacts were registered. This means
that front desk staff judge contacts with visitors more positively under odour conditions (table 1).

Behaviour  Control Vanilla  Fig TOTAL
Friendly 221 381 137 739
Neutral 190 226 111 527
Negative 12 12 3 27
TOTAL 423 619 251 1293
Friendly 52% 62% 55% 57%
Neutral 45% 37% 447% 41%
Negative 3% 2% 1% 2%
TOTAAL 100% 100% 100% 100%

Table 1: The number of friendly, neutral, and negative encounters at the front desk, registered by front desk
staff.
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Treating staff

Due to the limited amount of registered unfriendly encounters (only 12 out of 115 registrations)
experienced by treating personnel, the chi square test was not reliable. Hence, odour effects
could not be identified.

Conclusions

Vanilla scent has a positive effect on the mood of visitors and on interpersonal assessment. The
latter applies for both patients (male visitors were found to evaluate front desk staff as being
more friendly) and for staff (front desk staff registered more positive front desk encounters
under exposure of vanilla odour). The effects found in this experiment were significant, but the
effect sizes were medium at best. Aromatherapy should be seen as an additional intervention in
the battle against violence at the ED, after ensuring all other preventative measures have been
accounted for. As a result of this study, MCH implemented regular baseline odour as standard
practice.

The MCH study is part of a larger project in which several experiments were conducted. The
project’s aim was to improve (feelings of) security by using sensory stimulation. The results of
these experiments will be presented at the conference ‘Laboratorium van de zintuigen: anders
werken met veiligheid'. During the conference, inspiring speakers in the field will share their
expertise. Participants can register for this conference via http://ccv.hvmp.nl/ (NB the
conference talks will be in Dutch).
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Clinical: submitted by Yves Maule

Mechanical chest compression systems:

Better compressions, but above all, more compressions

Yves Maule

The purpose of this retrospective study is to demonstrate the superiority of
mechanical chest compression systems with regard to the duration of com-
pressions during a resuscitation event by comparing the ratios of compres-

sions duration and the total Cardiopulmonary Resuscitation (CPR) time.

Translated from the French: Maule Y. Assistance cardiaqua extema - Massar mieux, mais surtout masser plus. . URAGENCE PRATIQUE. 204 1-106:47- 48,

METHOD USED

Physlo-Gontrol has designed a
new version of Its data revlew
software; CODE-STAT™ V7.0,
which s used o archive the
data collected by thelr LIFEPAK®
defibrilators. New functionalitles
have been Implementad In this
software, one of which attractad
my attentdon: the possiblity of
generating reports on the perfor-
mance of GPR. In additlon to a
simple data storage system, the
software provided an analysls of
the data collected.

Thanks to a detalled analysls of
records collected, based on
transthoracic Impedance
measured by the defibrillator
throughout CPR, the software
allows the preclse Identification of
chest comprassions. This allows
us 1o obtaln a ratlo of the duration
of compressions over the total
duration of the CPR. The tme
perliod analyzed Is limied 1o the
period between the power on
and off of the defibrillator, but it
may be selected manually.

From thls perspective, It was
Interesting to compare com-
presslon ratios when using
the LUCAS# to that of manual
compresslons.

Initlally, a dozen recent fileg
were analyzed, and there ap-
pearad 10 be a difference In the
ratios In favor of using the me-
chanlcal chest compression sys-
tem. However, because muitple
blases could be Involved, we
randomly created two cohorts
of 200 patlents and reran the
software analysls. This software
Is capable of using the data re-
corded even before this verslon.
The software uses the database
of the LIFERAK without the need

to record specific additlonal
data. Thig allows the re-use of
old recordings for Incluslon In
the study.

In order to avold any problems
with the duratlon of the record-
Ings, sach file was reviewed

10 be sure that the end of the
data collection corresponded
well to the end of CFR, and,
for example, that one didn't
leave the defibrillator on for an
additonal 10 minutes after the

end of CPR. In about 7% of the
recordings It was found that the
software was not able o de-
termine the compreassion time
due 1o a lack of recording of the
transthoracic Impedance. For
these files, manual ldentificatlon
was necessary.

For all cases, thls was CPR
performed pre-hospltal. The de-
fibrllator was powered on when
the medical team was at the
victim’s slde, and was powered

Example of the utilization of the CODE-STAT software:
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Image 1: Representation of a CPR analysis with mechanical chest compressions.
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Image 2: Representation of a CPR analysis without mechanical chest compressions.

off at the end of CPR. In cases
of ROSC (return of spontaneous
clrculatlon), the moment that
ROSC occurs Is consldered o
be the end of CPR. In day-to-
day practlce, this represents a
cardlac rivythm recording that Is
compatlole with cardiac output,
and of stopplng compressions
for more than 3 minutes. The
subsequent eplsodes of com-
presslons In the same record
are excluded from the evalua-
tlon for ease of calculaton, but
these could have been retalned
as anew eplsode of CPR.

VALIDATION OF
CODE-STAT SOFTWARE

One of the first steps was 10
see whether this functlonal-

Ity of the software had been
sclentifically valldated. This had
been done as described In the
followlng article: Stecher FS,
Olzen JA, Stickney RE, Wik L.
Transthoracic impedance used
10 evaluare performance of
cardiopulmonary resuscitation
during out of hospital cardiac
arrest. Resuscltation 2008;
T9432-T.

There was therefore nothing
opposing the reallzatlon of
the study.
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lost ime in terms of manual
compressions, thus explaimning
the differences observed.

CREATION OF COHORTS
Two cohorts, each Including

compresslons
varles from ong

200 recordings of non-rraumatlc | 199 2&?&%%?&2&

CPR were randomly selected. 80 O Minimum

They are comparagle In terms &0 o Medium difficult 1o get an It Is therefore already evident

of total duration of GPR: 41 min- | 40 OMaximum| | Overall effect of that based on these ratos we

utes 20 seconds +- 5 minutes 20 performance. can conclude hat e me-

5 chanlcal chest compression
Sec. 0 o o Minimurm What we know devlce (regardliess of thetype

C1 Includes the recordings of %B’?Eéﬂﬁjm"me f of machine used) allows for

CPR uslng a mechanical chest uldelines o optimization of compression

CONCLUSIONS the ERC (European  time In CPR. The software

comprassion system, In this
case the LUCAS. C2 Includes
the recordings of CPR with
manual compressions.

Results:

For C1, we found an average of
93% +- 4% of time ratlo of com-
presslions 1o total GPR tme.

For C2, we found an average of
69% +- 6% of time ratlo of com-
presslons to total CPR tme.

What we know:

Some studles have already
demonstrated the contrioutlon
of mechanical chest compres-
slon systems 1o CPR. The
results of these studles are at
times contradictory, probably
due to the actual Implementa-
tlon of the chest compression
device. In fact, the protocols
for use differ from one center
to another, and the time before
starting the mechanlcal chest

The 2010 International guldelines for cardliopulmonary resuscha-
tlon (CPR) emphasize the Importance of chest compresslons. The
victim's survival depends on the quallty of these compresslons, as
much In terms of thelr frequency and of thelr depth.

What the article tells us:

Mew software allows for the optimization of the performance of
CPR. This study also emphasizes the Interest In mechanlcal chest

compresslon devices.

Resuscltatlon Gouncll), which
emphasize the compressions
portlon of CPR. This study
demonstrates that the use of
mechanical chest compresslon
devices Is an advantage In CPR.

If we elaborate on our results
and ook at a typlcal resusclta-
tion event of 40 minutes, as

In our study, and use manual
chest compressions, the patlent
would recelve compresslons
for 27 minutes and 36 sec-
onds, while In the case where
mechanical chest compras-
slon device s used, the patlent
would recelve compresslons for
37 minutes and 12 seconds.

Why such a difference?
Changes in rescuers, stopping
and restarting for defibrifations
and imubations, ... represent

shows the compression ratlo
and If the compresslon has
been provided at the frequency
recommended by the ERGC, Le.
100 compresslons per minute.
By Including frequency In the
comparlson, It appears In this
case that the gap between the
two cohorts s even greater.

Finally, In November 2010, the
ERC published fts 2010 Gulde-
lines with an Increased focus on
chest compresslon and s du-
ratlon. This study clearly points
to the use of mechanlcal chest
compression systems to obtaln
the deslred oblective.

‘Yues MAULE
Health Management - Head of Emengency Serices
Brugmann University Hospital Center
Brissals

Email: YVES. MAULE@chu- brugmann.ba
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Meetings and Congresses

Qawar, Malta Switzerland
Dolmen Hotel resort, Qawra, Malta 7" & 8" November 2013
October 11" & 12" 2012

Notfallpflege-Kongress
3" International Orthopaedic Nursing Interlaken
Conference.
Hosted by the Associaltion of www.notfallpflege.ch

Maltese Ortopaedic Nurses (AMON)

Details at:

www.insightnursing.com/conference
.html
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European Society of Emergency Nursing

Board:
President: Door Lauwaert (B)

Vice-President: Liselotte Bjork (S)

Secretary: Ole-Petter Vinjevoll (N)

Treasurer: Yves Maule (B)
Website: Paul Calleja (Malta)

Newsletter editor: Liselotte Bjork (S)

Other Executive committee members:

Luciano Clarizia (I)
Petra Valk-Zwickel (CH)
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European Society of Emergency Nursing

Are you interested in Emergency Nursing?
Then join the European Society of Emergency Nursing NOW!

The society's aim is to promote nursing activities in the field of emergency care

The Society's purpose is:
-to promote science and art of nursing in emergency care
-to promote contacts, exchange and cooperation between European emergency nursing
associations
-to represent emergency nurses within and outside of Europe
-to draft and promote standards for training, implementation of the profession and
management in the field of emergency nursing
to harmonize the training of emergency nursing across Europe
-to promote cooperation with all healthcare professionals, institutions and organizations
with a professional interest in emergency care
*to promote basic knowledge about emergencies troughout the population.

EUSEN is a NON-Profit association. To be a member with EUSEN you need to be a member
of a local or national emergency nurse association. The association needs to have local
standards and official statutes.

Do you want to learn more about the EUSEN Please contact :
The President of EUSEN
Door Lauwaert
Post address: UZ Brussel, Emerg. Dpt, Laarbeeklaan 101, 1090 Brussels, Belgium
Or door.lauwaert@uzbrussel.be

To join us - Fill in the admission form on the next page.
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European Society of Emergency Nursing

Application form EuSEN

Name of the Association

Does the association follow official statutes Yes No

The associations main purpose in emergency care

Name of the
L =3 (o =] o N

Contact address, E-Mail and phone number

Send the application form and relevant documents presenting your organization to:
The President of EUSEN Door Lauwaert
Post address: UZ Brussel, Emerg. Dpt, Laarbeeklaan 101, 1090 Brussels, Belgium
Or door lauwaert@uzbrussel.be

14



