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Introduction: The first case of the novel coronavirus disease (COVID-19) in Iran was officially announced on
February 19, 2020, in Qom city. The prevalence of COVID-19 is higher among frontline healthcare workers (HCWs)
due to their occupational exposure.

Objective: The aim of this evidence implementation project was to improve the protection of nurses against
COVID-19 in the emergency department of a teaching hospital in Tabriz, Iran.

Methods: A clinical audit was undertaken using the JBI Practical Application of Clinical Evidence System (JBI PACES)
tool. Ten audit criteria, representing the best practice recommendations for the protection of HCWs in the
emergency department were used. A baseline audit was conducted, followed by the implementation of multiple
strategies. The project was finalized with a follow-up audit to evaluate changes in practice.

Results: The baseline audit results showed that the compliances for four (out of ten) audit criteria (criteria 4, 7, 8
and 9), were under 75%, which indicated poor and moderate compliance with the current evidence. After
implementing plans such as running educational programs and meetings, major improvement was observed in 3
criteria, criterion 4 was improved from low to excellent (41–81%), criterion 7 was promoted from low to moderate
(30–62%), criterion 8 was not promoted considerably (22–27%) and criterion 9 was improved from moderate to
excellent (70–84%).

Conclusion: The results of the audit process increased COVID-19 protection measures for nurses in the emergency
department. It can be concluded that educational programs and tools, such as face-to-face training, educational
pamphlets, workshops and meetings can facilitate the implementation of evidence into practice.
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What is known about the topic?
� The prevalence of coronavirus disease 2019 (COVID-19) is higher

among frontline healthcare workers (HCWs) due to their
occupational exposure.

� Given the healthcare-associated infections, critical protective
measures must be introduced for HCWs.

� Clinical audits are useful tools for evaluating the existing practice
and implementing the best practice related to the protection of
21
0
nurses against COVID-19 in the emergency department.

What does this article add?
� A clinical audit can be used as a suitable tool to improve our

performance. This tool is very effective in analyzing and examining
the current situation and applying appropriate interventions with
the aim of resolving issues and problems.

� Interventions including educational programs and meetings can
facilitate the implementation of evidence in clinical practice.

� Top-level healthcare managers might use these results to
implement the suggested interventions in their settings to
improve the protection of nurses working in the emergency

department against COVID-19.

Introduction

T he novel coronavirus disease (COVID-19) is caused
by severe acute respiratory syndrome coronavirus 2

(SARS-CoV-2) with typical symptoms of fever and respira-
tory tract infections in patients.1 This disease, which
originated in Wuhan, China in December 2019, has been
spreading around the world quickly. The first case of this
infectious disease in Iran was announced on February 19,
2020, in Qom.2 Thus, Iran's Ministry of Health andMedical
Education (MOHME) established the scientific committee
of COVID-19 on February 24 to release and update diag-
nostic and therapeutic guidelines.3

The prevalence of COVID-19 is higher among front-
line healthcare workers (HCWs) due to their occupation-
al exposure. In Italy, HCWs accounted for 10.5% of all
COVID-19 cases in April 2020, of which 43.2% included
nurses and midwives.4 Results of a systematic review
and meta-analysis indicated that the number of HCWs
infected with SARS-CoV-2 ranged between 4.2% in
China to 17.8% in the United States.5 Findings of a
Chinese study showed that 17.5% of HCWs were
infected in emergency departments.6 These HCWs are
often asymptomatic carriers of the infection, transmit-
ting it silently in both clinical and community contexts.7

The prolonged exposure of HCWs to COVID-19
patients, along with high workload, stress, and anxiety
as a result of the COVID-19 pandemic and sometimes
limited awareness regarding personal protection or
shortage of personal protective equipment, especially
at the beginning of the pandemic, have put HCWs at risk
of acquiring COVID-19.8

The impact of COVID-19 infection onHCWs is substan-
tial, leading to medical resources shortage and partial
closure of hospitals, among other things. Therefore, criti-
cal protective measures for HCWs must be introduced.
JBI Evidence Implementation ©
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Hand sanitization and respiratory protection for both
workers and patientswere emphasized by hospitals. Also,
identifying at-risk people and monitoring them were
other actions taken in hospitals and healthcare set-
tings.9,10 Training HCWs about different aspects of infec-
tion and standard precautionswas an effectivemethod in
China at the beginning of the pandemic.11

Given that the importance of protecting HCWs is
undeniable as patients cannot be stopped from treat-
ment and transmitting the infection from HCWs to the
community is at high risk, also considering that the
emergency department is the first point in hospitals
where patients face healthcare providers, this research
aims to evaluate the current practice and implement the
best practice related to the protection of nurses in the
emergency department against COVID-19 at a teaching
hospital in Tabriz, Iran.

Objectives
This evidence implementation project aimed to improve
the protection of nurses against COVID-19 in the emer-
gency department at a teaching hospital in Tabriz, Iran.

The specific objectives were:
2

ct
�

02

io
To determine current compliance with best practice
recommendations for the protection of nurses
against COVID-19 in the emergency department.
�
 To identify barriers and facilitators to improving
compliance and develop strategies to address areas
of non-compliance.
�
 To evaluate changes in compliance with the evi-
dence-based practice recommendations following
the implementation of strategies to address the
barriers and to enhance the facilitators.
Methods
This evidence implementation project used the JBI Evi-
dence Implementation framework.12 The JBI Implemen-
tation approach is grounded in the audit and feedback
process along with a structured approach to the identi-
fication andmanagement of barriers to compliance with
recommended clinical practices. It consists of seven
stages including, (1) identification of practice area for
change, (2) engagement of change agents, (3) assess-
ment of context and readiness to change (i.e., situational
analysis), (4) review of practice (i.e., baseline audit)
against evidence-based audit criteria, (5) implementa-
tion of changes to practice, (6) re-assessment of practice
using a follow-up audit and (7) consideration of the
sustainability of practice changes.
2 JBI. Unauthorized reproduction of this article is prohibited.
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IMPLEMENTATION PROJECT
This evidence implementation project used the JBI
Practical Application of Clinical Evidence System (JBI
PACES), and Getting Research into Practice (GRiP) audit
and feedback tool.12 The JBI PACES and GRiP framework
for promoting evidence-based healthcare involves three
phases of activity:
JB
1. E
I Ev
stablishing a team for the project and undertaking
a baseline audit based on the criteria informed by
the evidence.
2. R
eflecting on the results of the baseline audit, and
designing and implementing strategies to address
non-compliance found in the baseline audit, in-
formed by the GRiP framework.
3. C
onducting a follow-up audit to assess the out-
comes of the interventions implemented to
improve practice and to identify future practice
issues to be addressed in subsequent audits.
Setting
This implementation project was undertaken in the
emergency department of a teaching hospital in Tabriz,
Iran with 35 active beds and 37 nurses.

Ethical considerations
This project was registered as a quality improvement
activity within the hospital; therefore, it did not require
ethical approval. Despite this, the audit activity and the
quality improvement process were overseen by the
ethical committee in our organization to ensure all
ethical considerations are in agreement with safeguard-
ing the rights, safety, and dignity of the participants.

Phase 1: Stakeholder engagement and
baseline audit
The audit team consisted of a lecturer who presented
the results of each phase to the whole stakeholders and
audit team, one head nurse who was the coordinator in
the ward, a PhD in health policy who designed the
project and managed the audit team in all phases, a
quality assurance specialist at the hospital for conduct-
ing the interventions in phase 2, two MSc nurses for
collecting data, and one PhD for analyzing the data. The
audit criteria, which were derived from the best avail-
able evidence,13 included the following ten items:
I. H
id
CWs receive standardized infection prevention
and control (IPC) training.
II. H
CWs show competency in the assessment, don-
ning, use, and doffing of personal protective
equipment (PPE).
ence Implementation © 2022 JBI. Unauthorized reproduction of
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CWs have been made aware of information
relating to the current COVID-19 situation.
IV. A
ll patients presenting to a healthcare facility
suspected of COVID-19 are triaged. First-line tri-
age may be undertaken face-to-face, by tele-
phone or telemedicine, or other online services.
V. S
eparate areas are made available for triage,
assessment, and management.
VI. S
uspected COVID-19 cases are identified as soon
as possible, tested, and isolated in appropriate
facilities.
VII. S
ocial distancing (according to local advice) is
established at the triage station.
VIII. A
 handwashing station is provided at the triage
station for HCWs, patients, and visitors.
IX. S
tandardized IPC precautions are taken by all
HCWs (e.g. hand hygiene, cough etiquette, risk
assessment to determine PPE [mask, gown,
apron, gloves, and eye protection] requirements,
correct use of PPE, and environmental cleaning).
X. A
 point-of-care risk assessment of the patient is
undertaken which includes taking temperature,
documenting symptoms (or absence of), and
asking about self-quarantine.
The audit criteria were translated into Persian by two
of the researchers and were assessed by interviewing
nurses. All of the 37 nurses, who provided services in
three shifts, were involved in the study to answer criteria
1 through 10. A meeting was conducted to familiarize
the members with the project and discuss the audit
criteria and data collection procedures. The data collec-
tion process included direct observation, interview, and
a checklist (Appendix 1, http://links.lww.com/IJEBH/A88,
http://links.lww.com/IJEBH/A89) for checking the com-
pliance of three audit criteria. The baseline audit to
detect current practices and implement the best prac-
tice related to the protection of nurses against COVID-19
in the emergency department was carried out in the first
week of August 2021. Table 1 shows the evidence-
informed audit criteria in the project (baseline and
follow-up audit) as well as a description of the sample
and approaches to measure compliance with the best
practice for each audit criterion.

Phase 2: The design and implementation of
strategies to improve practice (Getting
Research into Practice)
Audit results were analyzed following the baseline
audit to identify gaps between the current practice
and the best practice recommendations. One of the
project team members summarized areas of excellent
rticle is prohibited. 211
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Table 1. Audit criteria

Audit criterion Sample

Method(s) used to measure
compliance with best prac-
tice

Healthcare workers receive standardized infection pre-
vention and control (IPC) training

Baseline: 37 nurses
Follow up: 37 nurses

Interviewing nurses
Using the checklist

Healthcare workers show competency in assessment,
donning, use and doffing of personal protective
equipment (PPE)

Baseline: 37 nurses
Follow up: 37 nurses

Interviewing nurses
Using the checklist

Healthcare workers have been made aware of informa-
tion relating to the current COVID-19 situation

Baseline: 37 nurses
Follow up: 37 nurses

Interviewing nurses
Using the checklist

All patients presenting to a healthcare facility suspected
of COVID-19 are triaged. First line triage may be
undertaken face-to-face, by telephone or telemedi-
cine, or other online service

Baseline: 37 nurses
Follow up: 37 nurses

Observation
Interviewing nurses

Using the checklist
Separate areas are made available for triage, assessment

and management
Baseline: 37 nurses
Follow up: 37 nurses

Observation
Interviewing nurses
Using the checklist

Suspected COVID-19 cases are identified as soon as
possible, tested, and isolated in appropriate facilities

Baseline: 37 nurses
Follow up: 37 nurses

Interviewing nurses
Using the checklist

Social distancing (according to local advice) is in place
at the triage station

Baseline: 37 nurses
Follow up: 37 nurses

Observation
Interviewing nurses
Using the checklist

A handwashing station is provided at the triage station
for use by healthcare workers, patients and visitors

Baseline: 37 nurses
Follow up: 37 nurses

Observation
Interviewing nurses
Using the checklist

Standardized IPC precautions are taken by all healthcare
workers (e.g. hand hygiene, cough etiquette, risk
assessment to determine PPE [mask, gown, apron,
gloves, and eye protection] requirements, correct use
of PPE, and environmental cleaning)

Baseline: 37 nurses
Follow up: 37 nurses

Observation
Interviewing nurses
Using the checklist

A point-of-care risk assessment of the patient is
undertaken which includes taking temperature, doc-
umenting symptoms (or absence of), and asking
about self-quarantine, at the least

Baseline: 37 nurses
Follow up: 37 nurses

Observation
Interviewing nurses
Using the checklist

COVID-19, coronavirus disease 2019.
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(over 75%), moderate (50–75%), and low (< 50%)
performance and announced it to others in the meet-
ing sessions. Three sessions were held and all the
members brainstormed barriers to the best practice,
identified strategies, and resources to overcome the
barriers, and implemented strategies. One of the nurses
in the team moderated these sessions. In these ses-
sions, all of the team members were encouraged to
participate in identifying barriers and strategies. All of
the viewpoints were written on the board and were
discussed and prioritized by the team members. We
used the JBI GRiP tool to recognize barriers in practice
and suggest changing strategies for possible improve-
ment. Also, the resources needed for the implementa-
tion of strategies were discussed by the audit team. We
discussed the GRiP report in three face-to-face meet-
ings and gathered the opinions of the key stakeholders.
Phase 2 was conducted between September and No-
vember 2021.
212 JBI Evidence Implementation ©
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Phase 3: Follow-up audit post-implementation
of change strategy
A follow-up audit was carried out for three days in
December 2021 using the same approaches as the
baseline audit to evaluate changes in nurses' compli-
ance with the same evidence-based audit criteria. The
baseline audit included all of the 37 nurses, with a similar
number involved in the follow-up audit. Results of the
follow-up audit and any other details about the process
were disseminated back to stakeholders through four
sessions, held 15 days apart.

The changes in compliance were measured by de-
scriptive statistics embedded in JBI-PACES in the form of
percentage changes from the baseline.

Results
Phase 1: Baseline audit
The results of the baseline audit showed that the com-
pliance rates were as follows: criterion 1 (receiving
2022 JBI. Unauthorized reproduction of this article is prohibited.

ction of this article is prohibited.



Table 2. Getting Research into Practice matrix

Barrier Strategy Resources Outcomes

Staff shortage in emergency depart-
ments and lack of time to triage for
suspected COVID-19 patients due to
nursing workloads

Hiring more than one nurse
in charge of patient
triage

Modifying procedures

Hiring extra staff
Developing guidelines,

policies and
procedures

Optimization of services
in the triage of sus-
pected COVID-19
patients

Weaknesses in adhering to proper social
distancing by patients due to lack of
space

Developing physical space
suitable for the triage
unit

Financial resources
Guidelines
Meetings

Improvement in the
physical space of the
triage unit

Weaknesses in using absentia methods
for patients' triage

Running face-to-face educa-
tional sessions for nurses

Face-to-face training
Educational slides &

videos
Human resources

Improvement of the ab-
sentee triage process

Weaknesses in adhering proper social
distancing in the triage unit due to
negligence of patients, nurses and
managers

Applying educational
strategies

Raising the awareness of
managers, nurses, and
patients

Continuous control by the
head nurse about poli-
cies and procedures

Explaining patients that dis-
tancing is an effective
way to protect them
against infection

Workshop
Meetings
Educational pamphlets

for patients
New rules
Re-assessment tools

Increasing adherence to
social distancing

Increasing the commit-
ment of managers and
nurses regarding social
distancing

Lack of an appropriate place for hand
washing in the triage unit

Allocating an appropriate
place for hand hygiene

Guidelines
Redesigning the triage

unit
Financial resources

Improving the hand hy-
giene process

COVID-19, coronavirus disease 2019.
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standardized infection prevention) and criterion 2 (com-
petency of HCWs) were 95% and 97%, respectively.
When it comes to criterion 3 (HCWs' awareness) and
criterion 4 (triaging of all suspected patients), the com-
pliance rates were 86% and 41%, respectively. Also, the
compliance rates for criterion 5 (availability of separate
areas for triage) and criterion 6 (identifying, testing, and
isolating suspected cases) were 86% and 84%. Finally,
the compliance rates for criterion 7 (social distancing at
the triage station), criterion 8 (provided handwashing
station at the triage station), criterion 9 (taking stan-
dardized IPC precautions by all HCWs), and criterion 10
(undertaking a point-of-care risk assessment of the
patient) were 30%, 22%, 70% and 95%.

Phase 2: Strategies for Getting Research into
Practice (GRiP)
Five barriers to compliance with the best practice were
identified and strategies to overcome these barriers – as
summarized in Table 2 – were formulated and then
implemented by the project team. Barriers, their brief
descriptions, strategies for overcoming the barriers,
resources needed for the improvement, and the resulting
outcomes for each barrier are described in the following.
JBI Evidence Implementation © 2022 JBI. Unauthorized reproduction
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Barrier 1: Staff shortage in the emergency depart-
ment and lack of time to triage suspected COVID-19
patients due to nursing workloads.

Since the COVID-19 pandemic began, nurses have
been overwhelmed with work as the number of patients
referred to emergency departments doubled. The strate-
gies for this barrier includedhiringmore thanonenurse in
charge of patient triage and modifying procedures. This
happenedbyapplying twonurses fromotherwards in the
crowded working rounds. The resources included hiring
additional employees and developing guidelines, poli-
cies, and procedures. The content of these guidelineswas
about how to devote a nurse from another ward, calcu-
lating his/her working time and wage. These guidelines
weredevelopedbasedon thehospital's rules and context.
The resulting outcomewas the optimization of services in
the triage of suspected COVID-19 patients.

Barrier 2: Weaknesses in adhering to proper social
distancing by patients due to lack of space

For this barrier, we attempted to develop a physical
space suitable for the triage unit. Therefore, the required
resources were financial resources, guidelines, and
meetings. Two meetings were held with the hospital
manager and were organized and moderated by one of
of this article is prohibited. 213
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the nurses in the team. The result of the meetings was
devoting an empty room in the emergency department
for patient triage. The outcome of this barrier was the
improvement in the physical space of the triage unit.

Barrier 3: Weaknesses in using absentia methods for
patients' triage

The strategy to overcome this barrier was running
three face-to-face educational sessions for nurses
through educational slides and videos. All of the nurses
in the emergency department participated in these
sessions based on their working rounds. The content
of the meetings that was provided by two of the nurses
in the project team was absentia methods of patient
triage. These methods are suitable for patients with mild
symptoms, in a way that telephone calls were used for
this reason. Based on the oral feedback from participat-
ing nurses, the meetings and the content were accept-
able. The expected outcome was the improvement of
using absentia methods of patient triage.

Barrier 4: Weaknesses in adhering to proper social
distancing in the triage unit due to the negligence of
patients, nurses, and managers

For this barrier, we attempted to apply educational
strategies, raise the awareness of the managers, nurses,
and patients, perform continuous control monitoring by
the head nurse about policies and procedures, and
persuade patients that distancing is an effective way
to protect them against infection. We held workshops
and meetings, offered educational pamphlets for 37
patients, set new rules, and used a structured checklist
as a re-assessment tool. The workshops, meetings, and
pamphlets were all about the importance of social
distancing, and the content of which was developed
based on the international guidelines for social distanc-
ing in COVID-19. The outcomes included increased
adherence to social distancing and managers' and
nurses' increased commitment to social distancing.

Barrier 5: Lack of an appropriate place for hand
washing in the triage unit

The only strategy for overcoming this barrier was
allocating an appropriate place for hand hygiene. The
required resources for overcoming this barrier were
guidelines, redesigning the triage unit, and financial
resources, as the most important factor. The expected
outcome for this barrier was improving the hand hy-
giene process; however, this barrier was the only barrier
that we could not reach the expected outcome due to
the lack of financial resources.

Phase 3: Follow-up audit
The compliance rate of all the audit criteria (in percen-
tages), as examined in the follow-up audit, together with
214 JBI Evidence Implementation ©
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the results from the baseline audit are displayed in Fig. 1.
The comparison of the follow-up audit results with those
of the baseline audit showed an overall improvement in
compliance with the best practice recommendations.
There was a significant improvement, especially in cri-
teria 4 and 7. The other criteria showed no significant
change. Criterion 1 improved from 95% to 97%, criterion
3 increased from 86% to 95%, criterion 5 improved from
86% to 89%, criterion 6 increased from 84% to 89%,
criterion 8 improved from 22% to 27%, criterion 9
increased from 70% to 84% and criterion 10 improved
from 95% to 97%. Criterion 2 remained at a compliance
rate of 97%.

Discussion
In the current best practice implementation project, we
aimed to evaluate and improve the evidence-based
practices in protective measures against COVID-19
among nurses in an emergency department in Tabriz,
Iran. Following a baseline and follow-up audit cycle
using the JBI-GRiP tool, in this project, we achieved
improvements in compliance of all except one criterion
with the best practice in the field of protective measures
against COVID-19 among nurses in the emergency de-
partment.

The audit cycle showed that six (out of ten) criteria
have reached compliance above 75% at the baseline
and all of them were improved in the follow-up audit
except one. The first audit criterion [HCWs receive
standardized infection prevention and control (IPC)
training] reached 95% and 97% of compliance with
the standards at the baseline and follow-up audits. Since
the beginning of the COVID-19 pandemic in the world,
online or face-to-face training about infection preven-
tion and control measures has been presented to nurses,
other HCWs, and medicine and nursing students.14

Results of a study showed that there was some good
knowledge about the prevention and control of COVID-
19 among HCWs in Ethiopia even though the practice
was poor. Access to vast information sources was the
reason for high knowledge about the prevention and
control of COVID-19. On the other hand, lack of time,
shortage of personal protective equipment, and heavy
workload led to poor practice.15

The results of the current study showed that HCWs
were reasonably compliant with the best practice in
assessing, donning, using, and doffing personal protec-
tive equipment both in baseline and follow-up audits
(criteria 2 and 9). Results of a study indicated that lack of
personal protective equipment, limited access to med-
ications, together with a shortage of human resources
were the main challenges of cancer treatment at the
2022 JBI. Unauthorized reproduction of this article is prohibited.
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Criteria Legend 

1. Healthcare workers receive standardized infec�on preven�on and control (IPC) training. (37 of 37 
samples taken)

2. Healthcare workers show competency in assessment, donning, use and doffing of personal 
protec�ve equipment (PPE). (37 of 37 samples taken)

3. Healthcare workers have been made aware of informa�on rela�ng to the current COVID-19 
situa�on. (37 of 37 samples taken)

4. All pa�ents presen�ng to a healthcare facility suspected of COVID-19 are triaged. First line triage 
may be undertaken face-to-face, by telephone or telemedicine, or other online service. (37 of 37 
samples taken)

5. Separate areas are made available for triage, assessment and management. (37 of 37 samples 
taken)

6. Suspected COVID-19 cases are iden�fied as soon as possible, tested, and isolated in appropriate 
facili�es. (37 of 37 samples taken)

7. Social distancing (according to local advice) is in place at the triage sta�on. (37 of 37 samples taken)
8. A handwashing sta�on is provided at the triage sta�on for use by healthcare workers, pa�ents and 

visitors. (37 of 37 samples taken)
9. Standardized IPC precau�ons are taken by all healthcare workers (e.g. hand hygiene, cough 

e�que�e, risk assessment to determine PPE [mask, gown, apron, gloves, and eye protec�on] 
requirements, correct use of PPE, and environmental cleaning). (37 of 37 samples taken)

10.A point-of-care risk assessment of the pa�ent is undertaken which includes taking temperature, 
documen�ng symptoms (or absence of), and asking about self-quaran�ne, at the least. (37 of 37 
samples taken)
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FIGURE 1. Compliance with best practice audit criteria in comparison to that of the baseline (%).
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beginning of the pandemic.16 Due to the high risk of
developing COVID-19 infection among HCWs, patients,
and their caregivers, lack of access to personal protec-
tive equipment during the pandemic has become a
critical concern worldwide, leading to stress among
staff.17 Since the current study was conducted after
the fifth wave of the pandemic in Iran, when the rate
of COVID-19 infection and death had been decreasing,
the supply of personal protective equipment was ade-
quate. Based on the results of the current study, nurses
in the emergency department were aware of the current
COVID-19 situation in both audit phases. Results of
research conducted in Iran showed that nurses had
good knowledge about the COVID-19 pandemic, which
was obtained through media including websites, What-
sApp messenger, and TV.18 This finding substantiates
recent studies conducted during the current and previ-
ous pandemics.19

The baseline and follow-up audit results of the
current study showed that the triage system of
COVID-19 suspected patients complied with the best
practice – 81% in both phases of criterion 4 and 95%
versus 97% in criterion 10. Different triage algorithms
and tools are used in different settings.20 In this
infection control measure, the contact history of the
patient as well as the main complaint, medical history,
signs, and symptoms are obtained so that the patient
can be prescreened to ensure that the process can
continue.21 Results of an Iranian study showed that
the telephone-based COVID-19 triage system, accord-
ing to patients' symptoms and activation of home
isolation, has been effective in decreasing the unnec-
essary referrals of patients to the hospital.22 Another
triage system in Iran was based on the teleconsulta-
tion strategy, which provided a reliable triage of
COVID-19 infection using radiology experts from all
over the world.23

The baseline audit in the current study showed that
social distancing in the triage station of acute care
setting was not compliant with the best practice (the
compliance rate was 22%). This criterion was improved
after the intervention; however, the compliance rate in
the follow-up audit was 62%. The social distancing
policy of 1.8m was announced and implemented in
Iran on March 27, 2020. The policy was endorsed by
social media and supported through different cam-
paigns. This policy has shown to be effective in reducing
infection cases and deaths from COVID-19.24 Results of a
similar study indicated that the risk of acquiring COVID-
19 was high among HCWs due to non-compliance with
workplace social distancing policies, especially during
lunchtime.25
216 JBI Evidence Implementation ©
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The results of the baseline audit in the current
research showed that handwashing station provisions
for nurses and patients were 22% compliant with the
best practice, which remained the same after the follow-
up audit (27%). Results of another study showed that
there is adequate knowledge and awareness among
nurses regarding the importance of hand washing in
preventing COVID-19 infection.26 The non-compliance
with hand hygiene practices was due to a lack of
financial resources to provide a station in the triage.
In his review, Desye likewise found that the shortage of
financial resources was the main challenge in providing
water, sanitation, and hygiene services in low-income
countries.27

Strengths and limitations of the study
To the best of our knowledge, this was the first study
that assessed the current practice and implemented the
best practice for nurses' protection against COVID-19
infection in Iran. However, one of the criteria in the
current project did not improve after the intervention
(handwashing station). Given that financial resources
were demanded to set up a place for hand hygiene, it
was infeasible in the middle of the year without a
specific budget. We plan to re-audit this item after 3–
6months to observe the improvement.

Conclusion
We used a clinical audit cycle in the current evidence
implementation project to evaluate the existing practice
and implement the best practice related to the protec-
tion of nurses against COVID-19 in the emergency
department of a teaching hospital in Tabriz, Iran. The
results of the audit process showed an improvement in
protective measures against COVID-19. It can be con-
cluded that interventions such as nursing education
through various approaches including face-to-face train-
ing, providing educational pamphlets, and conducting
workshops and meetings can facilitate the implementa-
tion of evidence into practice. Further follow-up audits
will be required to monitor the process change. Other
interventions can be implemented as needed. The
results of this study can be used in other similar contexts
to improve protective measures against COVID-19 for
nurses and other HCWs at hospitals.
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