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Abstract

Aims: This study aimed to understand the dissemination of information relating to
coronavirus disease 2019 (COVID-19) and its impact on nursing care in the early phase
of transmission.

Background: COVID-19 has spread globally, causing an unprecedentedly large num-
ber of casualties. Nurses face challenges in dealing with patients with COVID-19 with
limited information about the pathogen.

Design: This qualitative study followed the COREQ guidelines.

Methods: Fifteen nurses were recruited from two university hospitals in South Korea
using a snowballing technique for in-depth interviews in May 2020. All interviews
were recorded and transcribed verbatim. Content analysis was performed on the in-
terview data.

Results: Two themes emerged: access to COVID-19 information and the impact of
information on nursing care. The categories of access to COVID-19 information were
lack of nursing-specific information, limited information cascading from top manage-
ment and confusion due to varying points of view. The categories of the impact of in-
formation on nursing care were unprepared management that aggravates exhaustion,
lack of personal protective equipment that creates anxiety and being a nurse leader
to overcome the pandemic.

Conclusion: During a pandemic of emerging infectious diseases, nurses should have
access to up-to-date information tailored to their working environment. Human re-
sources, material resources and systematic support are needed for nurses who pro-
vide care for patients with an infectious disease.

Relevance to clinical practice: A collaborative interprofessional education system
for emerging infectious diseases is needed for effective communication and consist-
ent care during a pandemic. Nurse leaders should be prepared to deliver profession-
specific information for standardised care and respond to nursing management needs

by using resources and tailoring the workforce.
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1 | INTRODUCTION

The world has witnessed emerging infectious diseases in the past.
Some of the recent deadly viruses that have caused a pandemic were
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2)
since December 2019, avian influenza in 2018, Ebola between 2014
and 2016 and Zika virus in 2015. However, no other emerging in-
fectious disease has paralysed global society and healthcare sys-
tems within a few weeks like coronavirus disease 2019 (COVID-19).
COVID-19 is associated with minor symptoms in some patients and
fatal conditions, such as acute respiratory distress syndrome, organ
failure and death, in older adults with underlying diseases (Guo et al.,
2020). Even though care guidelines and the need for health policy
for COVID-19 have been announced by the International Council of
Nurses (Catton, 2020), it is challenging to embrace universal situa-
tions (Lamontagne & Angus, 2020). With limited knowledge of this
emerging infectious disease in the early phase of the pandemic,
health professionals find it difficult to obtain evidence-based in-
formation to provide care for patients with suspected or confirmed
COVID-19.

Thus, this study aimed to understand the dissemination of
COVID-19-related information and nursing care. By exploring
nurses’ experiences and perceptions of information usage during the
COVID-19 pandemic in the early 2020, it would be useful to revise

the health information systems in hospitals.

2 | BACKGROUND

The COVID-19 pandemic is not the first outbreak of an emerging
infectious disease in South Korea. In 2015, South Korea was the
centre of the Middle East respiratory syndrome (MERS) epidemic.
The spread of MERS from Korean hospitals was alarming in terms
of the initial failure of response to MERS due to many factors such
as a lack of isolation of close contacts, subsequent failures to con-
duct pre-emptive quarantines and the failure of appropriate crisis
communication from governmental level (Kim et al., 2017). During
this outbreak, the roles of nurses changed to adapt to the needs of
patients, their families and the hospital and were pivotal in control-
ling the epidemic; however, hospital management was not prepared
to provide proper guidelines to health professionals during the early
phase of the pandemic (Stirling, 2017). Since the guidelines kept
changing without considering nurses’ adaptations to new recom-
mendations, nurses were confused about best practices during the
MERS outbreak (Kang et al., 2018). After the MERS outbreak ended,
new guidelines were adopted for infection control in hospital set-
tings. However, because the MERS epidemic only lasted for a few
weeks in limited areas, the health delivery system did not undergo
a transformation in preparation for the next epidemic. South Korea
was confronted with a similar situation in 2020 with the spread of
COVID-19.

To properly respond to and prevent pandemics of emerging in-
fectious diseases such as COVID-19, it is vital for health institutions

What does this paper contribute to the wider
global community?

e Nursing-specific information for COVID-19 should be
developed for evidence-based care.

e During the COVID-19 pandemic, health professionals of
different disciplines should have unified levels of knowl-
edge to provide care.

e Nursing human resource and material resource manage-
ment staff should be fully considered in response to the
pandemic situation.

e |tis crucial for nurses to manifest leadership in infection
control during the COVID-19 pandemic.

to have access to the information they need (Siegfried et al., 2017).
Obtaining accurate health information facilitates positive patient
outcomes because nurses can make proper decisions (Zigdon et al.,
2020). Conversely, when nurses feel that their source of informa-
tion is unreliable, the quality of nursing care is compromised since
decision making is difficult (Cranley et al., 2009). During the MERS
outbreak, nurses were busy keeping up with the frequently changing
guidelines and the need to share new information (Kang et al., 2018).
Nurses barely had knowledge about the pathogen, its transmission,
diagnostic testing and treatment, which increased confusion and in-
security (Lam et al., 2018).

Acquiring evidence-based health information is necessary for
nursing competencies (American Library Association, 2013). Nurses
work in an environment that can harm the patient when pertinent
information is unknown; clear communication is essential because
patients are more prone to adverse events than any other acute
care settings (Bonds, 2018). With outbreaks of emerging infectious
diseases such as COVID-19 where few evidence-based interven-
tions have been established, nurses need to obtain new information
along with guidelines from health institutions. In addition to the
rapid spread of COVID-19, relevant information has flooded social
network services globally (Depoux et al., 2020). During this stream
of health information, very little information was evidence-based,
and there was not much health information that health professionals
could rely on. Previous studies have reported that during outbreaks
of emerging infectious diseases, nurses obtain information using
various resources (Lam et al., 2018). For example, approximately
one out of five nurses in Israel acquired health information on so-
cial media (Zigdon et al., 2020). Nurses relied on health information
based on their personal experiences (Stone et al., 2016). Thus, ex-
ploring how ICU nurses retrieve and use health information is im-
portant because clear communication is vital to prevent severe and
life-threatening consequences.

After the MERS outbreak, public awareness of the epidemics
somewhat increased, and with the onset of COVID-19, the prepared-
ness of hospital nurses for a pandemic is discussed again. Due to
increased international transmission, COVID-19 is more pervasive



CHA AND PARK

Journal of

than previous outbreaks. However, there is a lack of research on the
practical perceptions of nurses related to the international spread of
COVID-19. Therefore, exploring the flow of COVID-19-related infor-
mation among nurses and how this changes nursing care from their

perspectives is crucial.

3 | METHODS

3.1 | Study design

We used a qualitative approach to understand information flow
among nurses during the early phase of the COVID-19 pandemic and
its impact on nursing care. The Consolidated Criteria for Reporting
Qualitative Studies guidelines were followed (COREQ; Tong et al.,
2007; see File S1).

3.2 | Data collection

During the early phase of COVID-19 when data collection took
place, patients who were suspected of having COVID-19 in South
Korea were transferred to the ICU for monitoring. Therefore, the
participants in this study were nurses who had been working in an
ICU for at least one year and had experience taking care of patients
with suspected COVID-19. After approval from Institutional Review
Board, participants were recruited from two university hospitals in a
metropolitan area of the South Korea. Both hospitals were affiliated
with one university and had the same nursing model and nursing
workforce management system. The recruiting sites, both of which
have over 500 beds, operated outpatient COVID-19 screening clin-
ics. When patients had symptoms of suspected COVID-19, they
were directly transferred to ICUs and were placed in isolation rooms
with negative air pressure and double gates.

Data were collected from 5 May to 30 May 2020. We had two
key informants who promoted the study at each recruiting site.
Those who were interested in the study voluntarily contacted the
researcher via email. Using a snowballing technique, 15 ICU nurses
were recruited without dropouts. After obtaining informed consent,
face-to-face, one-on-one interviews were conducted with partici-
pants in private locations. Key interview questions included the fol-
lowing: (a) Where do you obtain information about COVID-19 for
nursing care? (b) What efforts did you make to obtain up-to-date
information related to COVID-19 patient care? (c) What are the is-
sues related to the care of patients with suspected COVID-19? (d)
Could you share your nursing care experience regarding COVID-19?
(e) How did the COVID-19 pandemic impact nursing care and your
personal life? Interviews lasted between 41 and 97 min (mean =
53 min) without a repeated interview. One researcher (RN, Master
of Nursing Science, female) took the lead in the interviews. During
the interview, the researcher carefully observed nonverbal expres-

sions from participants, such as facial expressions, behaviour and
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tone, and transcribed them into the field notes. All the interviews
were recorded and immediately transcribed verbatim. Another re-
searcher (RN, Doctor of Philosophy, female) reviewed the interview
contents and guided the interview questions on a regular basis. Data
collection and data analysis were iterative processes; after the in-
terview with participant 13, researchers decided that the saturation

was reached because no new information was found.

3.3 | Analysis

Interviews and field notes were analysed using traditional content
analysis (Hsieh & Shannon, 2005). The researchers who had re-
search experience in qualitative studies listened to the recorded in-
terview multiple times and repeatedly read the transcribed content
to understand the overall meaning. By constantly reading the tran-
scripts, meaningful statements such as words, phrases or sentences
were extracted for this study. Using NVivo 8 (QSR International,
Melbourne, Australia), 360 meaningful statements were extracted.
Each meaningful statement was labelled as a code. The codes were
compared and grouped based on underlying relational aspects. Six
categories were combined based on the interview contents and field
notes. Two main themes were derived from the unanimous agree-
ment of the researchers. Minor attributes were excluded from the
analyses. Finally, the phenomena through the analysis and integra-
tion of attributes were described.

Rigour in this study was achieved using the criteria suggested
by Lincoln and Guba (1985). To ensure credibility, researchers re-
viewed the content after each interview with the participants. The
extracted codes and the narrative descriptions were confirmed by
two participants. We had comments from the participants that the
findings were in accordance with the context of the interviews. To
ensure transferability, the findings were described in detail to pro-
vide a thick description of the phenomena. The demographic charac-
teristics of the participants were also fully stated. For dependability,
the researchers wrote research notes throughout the process to
create an audit trail. To reach confirmability, the researchers shared
our preconceptions that ICU nurses would have a hard time caring
for COVID-19 patients such that they might be willing to leave their
work. We took a note about the preconceptions before conducting
interviews so as not to be mixed up with participants’ statements.

4 | RESULTS

Fifteen nurses participated in the interviews (Table 1). Fourteen
were females, and one was male, aged between 25 and 32 years.
The average clinical working year was 2 years and 8 months (range:
1 year and 2 months to 4 years). At the time of data collection during
the comparatively early phase of COVID-19, every suspected patient
was sent to the ICU for close monitoring. One hospital where nine

participants were recruited was built in less than two years ago, so it
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TABLE 1 Demographics of interviewed nurses (N = 15)

Nurse Sex Age (years) Education level
1 Female 27 Bachelor
2 Female 29 Bachelor
3 Female 28 Bachelor
4 Female 30 Bachelor
5 Female 26 Bachelor
6 Female 25 Bachelor
7 Female 27 Bachelor
8 Female 25 Bachelor
9 Female 25 Bachelor
10 Male 32 Bachelor
11 Female 30 Bachelor
12 Female 30 Bachelor
13 Female 27 Bachelor
14 Female 26 Bachelor
15 Female 28 Bachelor

Length of clinical

Hospital Department work experience

A MICU 3 years and 3 months
A SICU 4 years

A EICU 4 years

B CCuU 3 years and 6 months
A EICU 2 years and 6 months
B NCU 1 year and 2 months
B EICU 1 year and 2 months
A EICU 1 year and 2 months
B CCU 1 year and 2 months
A EICU 4 years

A MICU 2 years and 8 months
A MICU 3 years and 8 months
B NCU 3 years and 3 months
B MICU 1 year and 2 months
A EICU 3 years and 3 months

Abbreviations: CCU: cardiac intensive care unit; EICU: emergency intensive care unit; MICU: medical intensive care unit; SICU: surgical intensive care

unit.

TABLE 2 Themes and categories from data analysis

Themes Categories

Access to COVID-19-related information e Lack of nursing-specific information
e Limited information cascading from top management
e Confusion due to varying points of view

Impact of information on nursing care e Unprepared management that aggravates exhaustion

e Lack of PPE that creates anxiety
e Being a nurse leader to overcome the pandemic

has high-tech isolation facilities unlike the other hospital. However,
because both hospitals had the same nursing model, no distinction
in the COVID-19 care experience of nurses was reported. The two

themes that emerged are listed in Table 2.

4.1 | Accessto COVID-19-related information

4.1.1 | Lack of nursing-specific information

Participants received information related to COVID-19 that was
focussed on infection control, such as the use of personal pro-
tective equipment (PPE) and environmental control for infection
prevention, and updates on the outbreak, such as the number of
patients diagnosed with COVID-19. Participants highlighted the
lack of nursing-specific information for providing care to patients
with COVID-19 during the pandemic. One participant described
the following: “The hospital does not update the information
about COVID-19 patient care. The guidelines are focused on infec-
tion control during the admission process” (p. 7). One participant

described the lack of information about new procedures related to
COVID-19: “At the beginning of the pandemic, | actually didn't re-
ceive training for the testing procedure for COVID-19, but | had to
administer the test anyway” (p. 2). The participants had to learn the
procedure themselves. However, this process is not easy because
of the limited information related to COVID-19. Several partici-
pants said that they did not have information regarding evidence-
based care during the pandemic. However, they were afraid of
obtaining information about COVID-19 from outside the hospital.
Participants believed that the plethora of information flooding the
news and media was not reliable. Consequently, their knowledge
of COVID-19 was restricted to what was delivered to them in their

workplaces.
4.1.2 | Limited information cascading from
top management

Guidelines for COVID-19 infection control were delivered from
the hospital to the head nurse in each department and staff
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nurses during the handover. This was a one-way channel: staff
nurses did not have any open channels to ask questions or dis-
cuss the newly delivered guidelines. One participant stated the
following: “New guidelines from the hospital are delivered during
a handover. Then, we just followed the instructions” (p 4). The
participant continued:

| know there are two ways to test for COVID-19: nasal
swab specimen and sputum collection. In the begin-
ning, we routinely performed these two diagnostic
tests, but at some point, we did not test sputum any-
more. When the guidelines are changed, | would have
liked to have known the reason, but | did not receive
any explanation from the hospital. It was a quite puz-

zling experience. (p. 4)

While information flowed from the top down, nurses showed
passive attitudes when acquiring information. Some were already
exhausted with their increased workload and did not have the en-
ergy left to search for more information about COVID-19. One par-
ticipant confessed, “I tried to learn about COVID-19 at the beginning
of the pandemic, but... now, there is no time to search for informa-
tion” (p. 13).

41.3 | Confusion due to varying points of view

At the beginning of the COVID-19 pandemic, hospital guidelines
were constantly changing. For example, airborne precautions were
first considered for COVID-19. Subsequently, droplet precautions
were added. Furthermore, the criteria for PPE and screening tests
changed without valid explanations being provided to the nurses.
These constantly changing guidelines yield different levels of infor-
mation among health professionals, thus resulting in the lack of con-
fidence in providing care and maintaining infection control.

These days, patients with respiratory symptoms tend
to take COVID-19 tests. However, even though some
patients have a fever and respiratory symptoms, they
do not get COVID-19 test and are admitted. | am not
sure who is right or wrong. The whole situation is con-
fusing. (p. 1)

The participants did not receive official staff training for the
COVID-19 outbreak. Occasionally, the speed of delivery of the guide-
lines differed among health professionals. Each profession in the hos-
pital has a unique pathway for delivering information to professionals.
This aggravated the confusion. For example, nurses would adopt the
recent guidelines to screen patients with suspected COVID-19, while
other hospital staff would apply the previous guidelines. Different
information without supporting evidence existed in the hospital.
Consequently, participants did not feel confident when they provided
care because they did not fully trust the guidelines.

5
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4.2 | Impact of information on nursing care
421 | Unprepared management that
aggravates exhaustion

Human resource management did not respond promptly to the
COVID-19 pandemic. As a result, participants revealed that they
were not systematically supported. During the COVID-19 pandemic,
participants were exhausted and had an increased workload due to
the need for infection control. One participant stated, “Before we
start to work, we became to count masks routinely. When there is
an unmet count, it would be chaotic. So, | kept the mask in my locker
not to lose it. A new task is added” (p. 3). When nurses were caring
for suspected COVID-19 patients, they had to wear PPE such as
gloves, masks, shoe covers and level D protection gowns.
Participants were also in charge of other patients, so they had
to put on and remove PPE several times during their working hours.
However, no additional nursing staff were added in response to the
increased workload. In addition to the increased workload, they
experienced physical difficulties such as sweating, dizziness and
blurred eyesight while wearing PPE. They were also unable to have
breaks because of the workload and limited nursing workforce.
Participants had difficulties communicating with each other due
to lack of communication tools. Nurses in a negative pressure room
could not communicate with other nurses for patient care. They at-
tempted to use a call bell, but it was not effective when wearing a
level D gown. One participant stated the following: “When | am in the
negative pressure room, | can barely hear what the nurses outside the
room are saying to me. We do use a call bell to communicate, but it is
useless” (p. 1). Another participant recalled having an emergent situa-
tion in the negative pressure room and expressed the difficulties she
experienced: “There was once a cardiac arrest situation in the nega-
tive pressure room, so we need to intubate the patient. However, the
room was too small to allow other nurses and physicians to come in.

What was worse, it took some time to wear PPE” (p. 1).

4.2.2 | Lack of PPE that creates anxiety

With limited information and insufficient PPE, participants revealed
that they experienced anxiety about becoming infected and spread-
ing the virus to the patients or others. Not all nurses were able to
wear level D protection gowns. Sometimes, all they had were sur-
gical masks and gloves. The lack of PPE made them feel vulnera-
ble to infection. At times, they were told to reuse the PPE without

evidence-based guidelines.

We did not even have an adequate number of KF94
(Korean filtered mask that can block more than 94%
of particles with an average size of 0.4 pM) or surgical
masks. Today, | used the mask that | wore yesterday.
At least, | do not want to be stressed out about pro-
tecting myself from infection. (p. 5)
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Many nurses were emotionally exhausted due to increased work-
load and uncertainty. They feared that they might become infected
with COVID-19. One participant stated the following: “I texted my
colleagues a lot, and they all said they couldn't sleep because they
were nervous about getting infected” (p. 14). Some nurses living with
their families were particularly worried about becoming infected and
spreading COVID-19 to their families. They regarded themselves as
potential sources of COVID-19 and were obsessed with hygiene even
in outside of work: “I feel like | am obsessed with hand washing. | know
| wash my hands obsessively, but | would feel guilty if | did not do that”
(p. 4).

4.2.3 | Beinganurse leader to
overcome the pandemic

Being faced with an unexpected pandemic increased the participants’
awareness of infection control. They felt responsible for controlling
infection, which continued outside their work. They meticulously
followed the guidelines for infection control and actively engaged in
social distancing to limit the chances of becoming infected. One par-
ticipant said, “I am trying to be more careful not to go outside when
| have a day off because | am a nurse who is in charge of taking good
care of patients with suspected COVID-19” (p. 10). Another partici-
pant stated, “l wash my hands right after | get home. | also always carry
hand sanitizers in my car because | work with patients who could be
vulnerable to infection” (p. 2). Participants stated that as nurses they
felt responsible in eradicating the virus by actively participating in in-
fection control. One participant stated, “As a nurse who takes care
of COVID-19 suspected patients, | really want to beat the COVID-19
pandemic. | have a sense of responsibility” (p. 4).

Nurses struggled with their psychological difficulties. They felt
overwhelmed by the pandemic situation and sometimes showed de-
spair due to a lack of stress outlets. However, the participants tried
to endure the difficulties by supporting each other and by trying to
cope. They tried to refresh themselves by supporting their cowork-
ers. One participant stated, “I received a lot of support from my fel-
low nurses. Actually, we text a lot about this situation and share our
feelings to support each other” (p. 14). Some started using relaxation
techniques such as meditation to remain strong as gatekeepers of
infection control in this stressful pandemic situation.

5 | DISCUSSION

The world was in the process of learning about COVID-19 in the
first few months of 2020. Although information was being delivered
to nurses, the level and scope of information related to COVID-19
were not far from that of the general population. Hospitals were de-
livering infection control guidelines such as the droplet or airborne
nature of the disease and the number of patients diagnosed with
COVID-19. However, nurses needed nursing-specific information to
provide evidence-based care (Stirling, 2017). For example, protocols

are being developed for ICU nurses to provide tailored care for in-
tubation, airway management and cardiac arrest for patients with
COVID-19 (Griffin et al., 2020). In addition, there was a one-way
flow of information from hospital authorities to nurses: therefore,
nurses passively received information. Maintaining an online discus-
sion board for hospital staff might be helpful for the exchange of
valuable and up-to-date information.

Nurses are frontline care providers who need to collaborate to
provide the best up-to-date care to patients. However, the informa-
tion received by health professionals from other disciplines was in-
congruent during the COVID-19 pandemic. In a nationally emergent
environment such as the COVID-19 pandemic, authorities such as
the Centers for Disease Control (CDC) need to provide information
to the general public as well as to health professionals. Outbreaks
of different pandemics, such as SARS, Ebola and MERS, have been
reported from time to time. Whenever these pandemics came to a
lull, the need for in-house staff training on infection control mea-
sures should be emphasised (Cohen, 2011). Interprofessional edu-
cation and collaborative practice could contribute to congruent care
delivery to patients during an emergency such as a pandemic. With
the emergence of COVID-19, healthcare workers should be trained
on treatment strategies and new procedures for COVID-19 patients,
such as airway management and cardiopulmonary resuscitation, so
that health professionals from various disciplines could communicate
more effectively for the best patient outcome and in preparation for
future pandemics. Moreover, based on the CDC-released informa-
tion for health professionals, tiered training is required. Profession-
specific or setting-specific staff training should be provided.

The nurses in this study experienced difficulties due to in-
creased workload because they were taking care of the same num-
ber of patients during the pandemic with limited support in terms
of guidelines and PPE. Monitoring and management of the nursing
workforce to promptly respond to the altered workloads are nec-
essary. Adopting diverse strategies to meet the manpower supply
is one key feature in responding to the COVID-19 pandemic (Gao
et al.,, 2020; Tsay et al., 2020). Strategies such as delaying other care
to increase the capacity of the ICU for mass critical care needs are
suggested (Wurmb et al., 2020). In addition to these strategies, PPE
should be prepared for nurses. A recent study revealed that nurses
have a considerably increased the risk of becoming infected with
SARS-CoV-2, and more than half of the infected health professionals
were nurses (Barrett et al., 2020). Globally, health professionals car-
ing for patients with COVID-19 have reported concerns about their
health (Paffenholz et al., 2020). The experience of the COVID-19
pandemic provided lessons for healthcare institutes on how to pre-
pare for an unexpected surge of emerging infectious diseases, such
as by storing PPE and maintaining a flexible nursing workforce based
on the number of patients and disease severity.

Nurses have a sense of duty as health professionals and attempt
to demonstrate leadership and compassion during the pandemic. In
addition to their leadership, systemic support can encourage front-
line health professionals. Ample evidence exists regarding the need
for support for psychological difficulties, such as depression and
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anxiety, among frontline health professionals caring for patients
with COVID-19 in China (Lai et al., 2020), India (Spoorthy, 2020),
Canada (Stelnicki et al., 2020), Switzerland (Weilenmann et al., 2020)
and Iran (Hosseinzadeh-Shanjani et al., 2020). Nurse leaders should
be prepared to fully support staff nurses during the pandemic to en-
sure quality patient care and promote self-care for nurses (Hofmeyer
& Taylor, 2021).

One strength of this study was the interview method that was
used to explore nurses’ perceptions and experiences about dealing
with COVID-19; most previous studies used surveys. Second, this
study focussed on the access and impact of COVID-19-related in-
formation that prevailed in and out of hospitals among nurses.
Nevertheless, this study had several limitations. First, it was con-
ducted in two hospitals in Korea, so it is difficult to generalise the
findings in Korea or other countries. Second, data were collected
early during the pandemic, so the pattern of information usage may
have changed over time. We suggest that further studies in different
settings be conducted at the end of the COVID-19 pandemic to ex-

plore how the information has changed as a whole.

6 | CONCLUSION

With the flood of COVID-19-related information, identifying op-
timal information for nursing care is challenging. However, to end
COVID-19 and prevent further pandemics, standardised and reli-
able information outlets for all health professionals should be pro-
moted to contribute to better patient outcomes and cost-effective
care. Up-to-date and tailored information for each health profession
should be established and provided via a centralised platform of an
information outlet. Health professionals also need human resources,

material resources and systematic support.

7 | RELEVANCE TO CLINICAL PRACTICE

A standardised information system among health professionals is im-
portant for providing timely and quality patient care. This study ex-
plored how the COVID-19-related information is used and its impact
on nursing care. A collaborative interprofessional education system
for emerging infectious diseases is needed for effective communica-
tion and consistent care during pandemic situations. Nursing lead-
ers should be prepared to deliver profession-specific information
for standardised care and respond to nursing management needs by

using resources and tailoring the nursing workforce.

ACKNOWLEDGEMENTS
None.

CONFLICT OF INTEREST

There are no known conflicts of interest associated with this work,
and there has been no significant financial support for this work that
could have influenced its outcome.

7
Clinical Nursing_\'vl LEYJ—

AUTHOR CONTRIBUTIONS
Chiyoung Cha was involved in the study design, data analysis and
writing. Suhyun Park was involved in the data collection, data analy-

sis and writing.

ORCID

Chiyoung Cha " https://orcid.org/0000-0003-0115-1348

Suhyun Park "= https://orcid.org/0000-0003-3414-4443

REFERENCES

American Library Association. (2013). Information literacy competency
standard for nursing. Retrieved from http://www.ala.org/acrl/stand
ards/nursing

Barrett, E. S., Horton, D. B., Roy, J., Gennaro, M. L., Brooks, A., Tischfield,
J., Greenberg, P., Andrews, T., Jagpal, S., Reilly, N., Carson, J. L.,
Blaser, M. J., & Panettieri, R. A. (2020). Prevalence of SARS-CoV-2
infection in previously undiagnosed health care workers in New
Jersey, at the onset of the U.S. COVID-19 pandemic. BMC Infectious
Diseases, 20(1), https://doi.org/10.1186/s12879-020-05587-2

Bonds, R. L. (2018). SBAR tool implementation to advance communi-
cation, teamwork, and the perception of patient safety culture.
Creative Nursing, 24(2), 116-123. https://doi.org/10.1891/107
8-4535.24.2.116

Catton, H. (2020). Nursing in the COVID-19 pandemic and beyond:
protecting, saving, supporting and honouring nurses. International
Nursing Review, 67(2), 157-159. https://doi.org/10.1111/inr.12593

Cohen, D. L. (2011). Protecting healthcare workers in an acute care en-
vironment during epidemics: lessons learned from the SARS out-
break. International Journal of Caring Sciences, 4(1), 3-10.

Cranley, L., Doran, D. M., Tourangeau, A. E., Kushniruk, A., & Nagle, L.
(2009). Nurses’ uncertainty in decision-making: a literature re-
view. Worldviews Evidence Based Nursing, 6(1), 3-15. https://doi.
org/10.1111/j.1741-6787.2008.00138.x

Depoux, A., Martin, S., Karafillakis, E., Preet, R., Wilder-Smith, A., &
Larson, H. (2020). The pandemic of social media panic travels faster
than the COVID-19 outbreak. Journal of Travel Medicine, 27(3), 1-2.
https://doi.org/10.1093/jtm/taaa031

Gao, X., Jiang, L., Hu, Y., Li, L., & Hou, L. (2020). Nurses’ experiences
regarding shift patterns in isolation wards during the COVID-19
pandemic in China: A qualitative study. Journal of Clinical Nursing,
29(21-22), 4270-4280. https://doi.org/10.1111/jocn.15464

Griffin, K. M., Karas, M. G., Ivascu, N. S., & Lief, L. (2020). Hospital pre-
paredness for COVID-19: A practical guide from a critical care per-
spective. American Journal of Respiratory and Critical Care Medicine,
201(11), 1337-1344. https://doi.org/10.1164/rccm.202004-1037CP

Guo, Y.R.,Cao, Q. D.,Hong, Z.S., Tan, Y. Y., Chen, S. D., Jin, H. J., Tan, K.
S.,Wang,D.Y., & Yan, Y. (2020). The origin, transmission and clinical
therapies on coronavirus disease 2019 (COVID-19) outbreak- A n
update on the status. Military Medical Research, 7(1), 11. https://doi.
org/10.1186/s40779-020-00240-0

Hofmeyer, A., & Taylor, R. (2021). Strategies and resources for nurse
leaders to use to lead with empathy and prudence so they under-
stand and address sources of anxiety among nurses practising in
the era of COVID-19. Journal of Clinical Nursing, 30(1-2), 298-305.
https://doi.org/10.1111/jocn.15520

Hosseinzadeh-Shanjani, Z., Hajimiri, K., Rostami, B., Ramazani, S., &
Dadashi, M. (2020). Stress, anxiety, and depression levels among
healthcare staff during the COVID-19 epidemic. Basic and Clinical
Neuroscience, 11(2), 163-170. https://doi.org/10.32598/bcn.11.
covid19.651.4

Hsieh, H. F., & Shannon, S. E. (2005). Three approaches to qualitative
content analysis. Qualitative Health Research, 15(9), 1277-1288.
https://doi.org/10.1177/1049732305276687


https://orcid.org/0000-0003-0115-1348
https://orcid.org/0000-0003-0115-1348
https://orcid.org/0000-0003-3414-4443
https://orcid.org/0000-0003-3414-4443
http://www.ala.org/acrl/standards/nursing
http://www.ala.org/acrl/standards/nursing
https://doi.org/10.1186/s12879-020-05587-2
https://doi.org/10.1891/1078-4535.24.2.116
https://doi.org/10.1891/1078-4535.24.2.116
https://doi.org/10.1111/inr.12593
https://doi.org/10.1111/j.1741-6787.2008.00138.x
https://doi.org/10.1111/j.1741-6787.2008.00138.x
https://doi.org/10.1093/jtm/taaa031
https://doi.org/10.1111/jocn.15464
https://doi.org/10.1164/rccm.202004-1037CP
https://doi.org/10.1186/s40779-020-00240-0
https://doi.org/10.1186/s40779-020-00240-0
https://doi.org/10.1111/jocn.15520
https://doi.org/10.32598/bcn.11.covid19.651.4
https://doi.org/10.32598/bcn.11.covid19.651.4
https://doi.org/10.1177/1049732305276687

Journal of

CHA AND PARK

8
J—Wl LEY~=Clinical Nursing

Kang, H. S., Son, Y. D., Chae, S. M., & Corte, C. (2018). Working experi-
ences of nurses during the Middle East respiratory syndrome out-
break. International Journal of Nursing Practice, 24(5), 1-8. https://
doi.org/10.1111/ijn.12664

Kim, K. H., Tandi, T. E., Choi, J. W., Moon, J. M., & Kim, M. S. (2017).
Middle East respiratory syndrome coronavirus (MERS-CoV) out-
break in South Korea, 2015: epidemiology, characteristics and pub-
lic health implications. Journal of Hospital Infection, 95(2), 207-213.
https://doi.org/10.1016/j.jhin.2016.10.008

Lai, J., Ma, S., Wang, Y., Cai, Z., Hu, J., Wei, N., Wu, J,, Du, H., Chen, T,
Li, R., Tan, H., Kang, L., Yao, L., Huang, M., Wang, H., Wang, G., Liu,
Z.,&Hu, S. (2020). Factors associated with mental health outcomes
among health care workers exposed to Coronavirus Disease 2019.
JAMA Network Open, 3(3), e203976. https://doi.org/10.1001/jaman
etworkopen.2020.3976

Lam, S. K. K., Kwong, E. W. Y,, Hung, M. S. Y., Pang, S. M. C., & Chiang,
V. C. L. (2018). Nurses’ preparedness for infectious disease out-
breaks: A literature review and narrative synthesis of qualitative
evidence. Journal of Clinical Nursing, 27(7-8), e1244-e1255. https://
doi.org/10.1111/jocn.14210

Lamontagne, F., & Angus, D. C. (2020). Toward universal deployable
guidelines for the care of patients with COVID-19. JAMA, 323(18),
1786-1787. https://doi.org/10.1001/jama.2020.5110

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic Inquiry. Sage.

Paffenholz, P., Peine, A., Hellmich, M., Paffenholz, S. V., Martin, L.,
Luedde, M., Haverkamp, M., Roderburg, C., Marx, G., Heidenreich,
A., Trautwein, C., Luedde, T., & Loosen, S. H. (2020). Perception
of the 2020 SARS-CoV-2 pandemic among medical profes-
sionals in Germany: Results from a nationwide online survey.
Emerging Microbes and Infections, 9(1), 1590-1599. https://doi.
org/10.1080/22221751.2020.1785951

Siegfried, A. L., Carbone, E. G., Meit, M. B., Kennedy, M. J,, Yusuf, H., &
Kahn, E. B. (2017). Identifying and prioritizing information needs
and research priorities of public health emergency prepared-
ness and response practitioners. Disaster Medicine and Public
Health Preparedness, 11(5), 552-561. https://doi.org/10.1017/
dmp.2016.198

Spoorthy, M. S. (2020). Mental health problems faced by health-
care workers due to the COVID-19 pandemic-A review. Asian
Journal of Psychiatry, 51, 2018-2021. https://doi.org/10.1016/j.
ajp.2020.102119

Stelnicki, A. M., Carleton, R. N., & Reichert, C. (2020). Nurses’ mental
health and well-being: COVID-19 impacts. Canadian Journal of
Nursing Research, 52(3), 237-239. https://doi.org/10.1177/08445
62120931623

Stirling, B. (2017). Communicating the changing role of a nurse in an
Epidemic: The example of the MERS-CoV outbreak in Saudi Arabia.
Journal of Healthcare Communications, 02(03), https://doi.org/10.41
72/2472-1654.100070

Stone, T. E., Kang, S. J,, Cha, C,, Turale, S., Murakami, K., & Shimizu, A.
(2016). Health beliefs and their sources in Korean and Japanese
nurses: A Q-methodology pilot study. Nurse Education Today, 36,
214-220. https://doi.org/10.1016/j.nedt.2015.10.017

Tong, A., Sainsbury, P., & Craig, J. (2007). Consolidated criteria for re-
porting qualitative research (COREQ): A 32-item checklist for in-
terviews and focus groups. International Journal for Quality in Health
Care, 19(6), 349-357. https://doi.org/10.1093/intghc/mzm042

Tsay, S. F.,Kao, C. C., Wang, H. H., & Lin, C. C. (2020). Nursing's response
to COVID-19: Lessons learned from SARS in Taiwan. International
Journal of Nursing Studies, 108, 103587. https://doi.org/10.1016/j.
ijnurstu.2020.103587

Weilenmann, S., Ernst, J., Petry, H., Pfaltz, M. C., Sazpinar, O., Gehrke,
S., Paolercio, F., Kanel, V. R., & Spiller, T. R. (2021).Health Care
Workers' Mental Health During the First Weeks of the SARS-CoV-2
Pandemic in Switzerland—A Cross-Sectional Study. Frontiers in psy-
chiatry, 12, 251. https://doi.org/10.3389/fpsyt.2021.594340

Wurmb, T., Scholtes, K., Kolibay, F., Schorscher, N., Ertl, G., Ernestus, R. I.,
Vogel, U., Franke, A., & Kowalzik, B. (2020). Hospital preparedness
for mass critical care during SARS-CoV-2 pandemic. Critical Care,
24(1), 1-6. https://doi.org/10.1186/s13054-020-03104-0

Zigdon, A., Zigdon, T., & Moran, D. S. (2020). Attitudes of nurses towards
searching online for medical information for personal health needs:
Cross-sectional questionnaire study. Journal of Medical Internet
Research, 22(3), 1-11. https://doi.org/10.2196/16133

SUPPORTING INFORMATION
Additional supporting information may be found online in the

Supporting Information section.

How to cite this article: Cha, C., & Park, S. (2021).
Information flow and nursing care during the early phase of
the COVID-19 pandemic. Journal of Clinical Nursing, 00, 1-8.
https://doi.org/10.1111/jocn.15898



https://doi.org/10.1111/ijn.12664
https://doi.org/10.1111/ijn.12664
https://doi.org/10.1016/j.jhin.2016.10.008
https://doi.org/10.1001/jamanetworkopen.2020.3976
https://doi.org/10.1001/jamanetworkopen.2020.3976
https://doi.org/10.1111/jocn.14210
https://doi.org/10.1111/jocn.14210
https://doi.org/10.1001/jama.2020.5110
https://doi.org/10.1080/22221751.2020.1785951
https://doi.org/10.1080/22221751.2020.1785951
https://doi.org/10.1017/dmp.2016.198
https://doi.org/10.1017/dmp.2016.198
https://doi.org/10.1016/j.ajp.2020.102119
https://doi.org/10.1016/j.ajp.2020.102119
https://doi.org/10.1177/0844562120931623
https://doi.org/10.1177/0844562120931623
https://doi.org/10.4172/2472-1654.100070
https://doi.org/10.4172/2472-1654.100070
https://doi.org/10.1016/j.nedt.2015.10.017
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1016/j.ijnurstu.2020.103587
https://doi.org/10.1016/j.ijnurstu.2020.103587
https://doi.org/10.3389/fpsyt.2021.594340
https://doi.org/10.1186/s13054-020-03104-0
https://doi.org/10.2196/16133
https://doi.org/10.1111/jocn.15898

