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Background

Emergency department (ED) overcrowding is a common issue worldwide [START_REF] Di Somma | Overcrowding in emergency department: an international issue[END_REF] and is associated with negative outcomes for patients [START_REF] Sun | Effect of emergency department crowding on outcomes of admitted patients[END_REF][START_REF] Wang | The role of patient perception of crowding in the determination of real-time patient satisfaction at Emergency Department[END_REF]. The mortality of admitted patients increases when the ED is overcrowded [START_REF] Sun | Effect of emergency department crowding on outcomes of admitted patients[END_REF]. Likewise, patients who are not admitted to the hospital after attending an ED during shifts with long waiting times have a greater risk of death and admission to the hospital in the short term [START_REF] Guttmann | Association between waiting times and short term mortality and hospital admission after departure from emergency department: population based cohort study from Ontario, Canada[END_REF]. Patient satisfaction is also low [START_REF] Wang | The role of patient perception of crowding in the determination of real-time patient satisfaction at Emergency Department[END_REF].

Finally, overcrowding might also have an impact on clinical practice by increasing the decision-making time of physicians [START_REF] Chiu | The influence of crowding on clinical practice in the emergency department[END_REF].

There are multiple factors influencing ED overcrowding. In addition to the continued increase in the number of annual ED visits, a lack of inpatient capacity is one of the main factors associated with overcrowding [START_REF] Hillier | The effect of hospital bed occupancy on throughput in the pediatric emergency department[END_REF]. Indeed, boarding time in the ED, which is the time interval between an inpatient bed order and when a patient leaves the ED, is also associated with patient outcomes and patient satisfaction [START_REF] Singer | The association between length of emergency department boarding and mortality[END_REF][START_REF] Thibon | Association entre mortalité et attente aux urgences chez les adultes à hospitaliser pour étiologies médicales[END_REF].

Efficient bed management and transfer of patients could decrease both ED length of stay and ED overcrowding. Professionals with specific roles to help decrease admission time and transfer time have been implemented in some EDs. Their principal roles are improving communication between inpatient units and the ED and organizing the movement of each patient through the admission process [START_REF] Barrett | A bed management strategy for overcrowding in the emergency department[END_REF][START_REF] Murphy | Does an ED flow coordinator improve patient throughput?[END_REF][START_REF] Preethy | Impact of an Emergency Nurse Coordinator on Work Flow Optimization in an Emergency Department in Delhi, India[END_REF]. The impact of this specific coordinator on work flow optimization or specific teams has been assessed in general EDs, with significant reductions in the length of stay and number of patients who left without being seen, decreased overall hospital mortality, and increased patient satisfaction [START_REF] Barrett | A bed management strategy for overcrowding in the emergency department[END_REF][START_REF] Murphy | Does an ED flow coordinator improve patient throughput?[END_REF][START_REF] Preethy | Impact of an Emergency Nurse Coordinator on Work Flow Optimization in an Emergency Department in Delhi, India[END_REF]. To the best of our knowledge, the impact of such professionals has not been assessed in pediatric EDs.

A pediatric emergency nurse coordinator and an ED hospital porter were implemented in our tertiary university hospital. The main aim of this study was to assess the impact of the implementation of a pediatric emergency nurse coordinator and an ED hospital porter on the ED length of stay of inpatients. The secondary aim was to assess the other factors associated with ED length of stay.

Methods

Study setting

Our pediatric university hospital is an urban, tertiary care, pediatric teaching hospital with approximately 45,000 ED visits for the year 2019. The hospital has seven specialized units, including a pediatric intensive care unit (PICU) and a pediatric general unit. At the time of the study, the hospital bed capacity was around 150 beds, without neonatology units and day hospitals.

Intervention

A pediatric emergency nurse coordinator and an ED hospital porter were implemented in the hospital in January 2016. The roles of the pediatric emergency nurse coordinator and the ED porter are described in the Table 1. The pediatric emergency nurse coordinator worked every day (Monday to Sunday and official holidays) from 11:30 am to 7:00 pm. An ED hospital porter was available continuously (24 hours a day, 7 days a week). Several persons took turns to allow the continuity of care. A staff of two professionals provided a daily presence on the ED with regard to the pediatric emergency nurse coordinator. These two professionals had the same formation and seniority in the ED. Specific rules to choose the most appropriate ward for each child had been predefined with all heads of each hospital unit. The pediatric emergency nurse coordinator chooses the unit according to these rules. No discussion with physicians of the hospital units was necessary.

Study of the intervention, population and study period

A retrospective pre-post cohort study was conducted in our pediatric university hospital from December 2015 to December 2016 in France. The number of survey days was 31 days in 2015 and 31 days in 2016. We chose a month when ED activity is high (i.e., December). We formulated the hypothesis that an association with the ED length of stay would be easier to show during a busy period. We used the daily activity data collected by the pediatric emergency nurse coordinator to quantify their activity in the first month (January 2016) of the implementation to assume an average inpatient ED length of stay of 5 hours, with a standard deviation of 2 hours. We calculated the number of required inpatients to show a minimum difference of 1 hour between the two periods, with a power of 80% and global α risk of 5% (Bonferroni correction with nine comparisons): 200. The hospitalization rate was around 20% in our ED according to the Regional Urgencies Observatory of Nouvelle Aquitaine (ORUNA). The number of inpatients would be around 600 patients if data were collected for 1 month (20% of around 40,000 visits per day/12 in 2015-2016).

The inclusion criteria were: 1) to visit the pediatric ED during the study period and 2) to be hospitalized. The exclusion criteria were: 1) to be discharged, 2) to leave the ED without being seen or 3) to be hospitalized in the short-stay hospitalization unit. This unit is housed in the ED, and children were admitted for an average of 24 hours before returning home.

We used the SQUIRE guidelines to write the manuscript [START_REF] Ogrinc | SQUIRE 2.0 (Standards for QUality Improvement Reporting Excellence): Revised publication guidelines from a detailed consensus process[END_REF].

Data collection and variables

We collected data from electronic health records and on the electronic daily activity data of the ED. The primary study endpoint was the ED length of stay of inpatients; that is, the time between the arrival at the ED and installation in the hospital bed of an inpatient hospital unit. This includes the waiting room time before seeing a physician, treatment time, and boarding, which is the time interval between an inpatient bed order and when a patient leaves the ED.

After a literature review and discussion with the ED medical team, we identified variables potentially associated with the ED length of stay of inpatients. The collected data are shown in Table 2.

Data analysis

In the first step, data were described. Quantitative data is information that can be counted, measured, and expressed using numbers. Qualitative data is descriptive information.

Qualitative data can be categorized based on traits and characteristics [START_REF] Monjallon | Introduction à la méthode statistique[END_REF].

Median and interquartile ranges were reported for quantitative data and percentages for qualitative data. In the second step, variables were compared according to the year of the study. We used the Fisher test for qualitative variables and the Wilcoxon-Mann-Whitney test for quantitative variables. We defined significance when the p-value was less than 0.05. In the third step, we compared the ED length of stay according to the different variables in univariate analyses using the Wilcoxon-Mann-Whitney test for qualitative variables and graphic and correlation coefficients for quantitative variables. Finally, multivariable logistic regression was used to determine the variables associated with ED length of stay. We categorized the ED length of stay according to the median of the ED length of stay for the outcome variable. We identified the correlated variables among the explanatory variables. We chose one variable among the correlated explanatory variables in these cases. The fit of the model was verified with the Hosmer-Lemeshow test. SAS software (SAS version 9.3, SAS Institute Inc., Cary, NC, USA) was used for data analysis. We performed sensitivity analyses considering only children who arrived at the ED during the working hours of the pediatric emergency nurse coordinator.

Ethical considerations

The Institutional Review Board of our hospital determined that the study did not meet the definition of research on human subjects. Because of this criterion and the retrospective character, our study did not fall within the mandate of the ethical review committee. However, in accordance with data protection regulation, this study was declared to the data protection officer.

Results

A total of 1,086 children were included in the study. Table 3 describes During December 2016, the ED porter and pediatric nurse coordinator fulfilled their mission as described in Table 1. There was no modification of their rules.

The univariate comparison of the different characteristics according to the years is reported in Table 3. The ED length of stay was significantly longer in 2016 (median: 5 hours and 30 minutes; IQR: [3 hours and 49 minutes, 7 hours and 22 minutes]) than in 2015 (median: 4 hours and 48 minutes; IQR: [3 hours and 19 minutes, 6 hours and 18 minutes]; p < 0.001).

There was no statistical difference between 2015 and 2016 for number of ED visits by day (Fisher exact, p = 0.79), number of ED visits for children younger than 1 years old (Fisher exact, p = 0.14), number of medical investigations for each hospitalized child (Fisher exact, p = 0.53), number of treatments for each hospitalized child (Fisher exact, p = 0.82), and number of hospitalizations by day (Fisher exact, p = 0.21). For 12 days, supplementary beds were opened in 2016 to deal with a bronchiolitis epidemic. No additional beds were opened in 2015 (Fisher exact, p < 0.001). An additional physician worked 6 hours during the evening on 16 days in 2015 and 28 days in 2016 (Fisher exact, p = 0.01). The children in 2016 were significantly younger than in 2015 (median 2015 = 1; IQR: 1 [0, 6]; median 2016 = 1; IQR: 1 [0, 5]; p = 0.03). More blood tests were performed in 2016 than in 2015 (64.4% vs. 55.5%, Fisher exact p = 0.01). More imaging was performed in 2015 than in 2016 (53.8% vs. 42.6%, Fisher exact p < 0.001). Physicians administered aerosols more often in 2015 than in 2016 (33.9% vs. 26.4%, Fisher exact p = 0.01). More wound dressings were performed in 2015 than in 2016 (1.9% vs. 0.2%, Fisher exact p = 0.01).

In univariate analyses, the ED length of stay was significantly longer when additional beds were opened (median: 5 hours 25 minutes, IQR: [3 hours 50 minutes; 7 hours 15 minutes] vs. 

Discussion

Our study did not confirm that the implementation of an emergency nurse coordinator and an ED porter was associated with a decrease in the ED length of stay of inpatients in the pediatric ED.

To our knowledge, our study is the first to assess the impact of such professionals on ED length of stay in a pediatric ED. Contrary to our results, the implementation of a patient flow coordinator or team was associated with a positive outcome in the general ED or adult ED (i.e., decreased of length of stay, decreased overall hospital mortality, and increased patient satisfaction) [START_REF] Barrett | A bed management strategy for overcrowding in the emergency department[END_REF][START_REF] Murphy | Does an ED flow coordinator improve patient throughput?[END_REF]. In our study, the effect of the implementation of the two professionals on the ED length of stay could have been compromised because only less than half of the children visited the ED during the time where the two professionals were present.

The different roles of the ED porter could explain in part why the ED length of stay for inpatients did not decrease. The ED porter should not only transport children to inpatient units but also transport children to medical investigations or treatments not located in a separate building, as well as to transport children to radiology when they cannot go alone because of their medical condition. This situation was relatively rare. Our pediatric ED was not a trauma center. Moreover, the ED porter who transported patients to radiology did not take priority over transport to the inpatient units. However, the ED porter could be busy transporting a child to a medical investigation or to radiology when he/she should transport another child to the inpatient unit.

In our study, the ED length of stay of patients admitted in the PICU was shorter than the ED length of stay of patients admitted in the general pediatric unit. This result was expected. The ED length of stay includes the waiting time and the quality of the initial triage process. The sickest children are seen first. Moving the sickest patients is also a priority for the ED. The ED team is trained in the first assessment and initial stabilization of ill patients, but not in specific treatment. A long delay in inpatient bed placement could be responsible for a delay in initiating more specific treatment and poor health monitoring. In addition, children waiting for bed placement could be placed in ED hallways where monitoring is difficult [START_REF] Abbadessa | Call to Action: The Need for Best Practices for Boarding the Pediatric Intensive Care Patient in the Emergency Department[END_REF].

Performing echography, computed tomography or MRI, and aerosol or injectable drug administration were associated with a longer ED length of stay. These different medical investigations or treatments take time and increase the time spent in the ED.

In our study, we were surprised by the longer ED length of stay for admitted children in a general pediatric unit. Hospitalized children in this unit often suffer from epidemic infectious disease, such as bronchiolitis or gastroenteritis. This unit is particularly impacted by the increase of patient flow secondary to these epidemics in comparison to other units. During this period in December, the ward occupancy level is high in this unit. Studies show a close link between ED overcrowding and hospital bed occupancy level [START_REF] Khanna | Unravelling relationships: Hospital occupancy levels, discharge timing and emergency department access block[END_REF]. We suppose that it could explain why the ED length of stay was longer for children admitted to this unit.

In our study, there were more days in 2016 with open additional beds than in 2015, but the ED length of stay was longer in 2016 than in 2015. In addition, we did not find a significant association between periods with open additional beds and ED length of stay in the multivariate analysis. This result was surprising. We expected that an increase in the number of beds would decrease the ED length of stay. However, the opening of additional beds occurs when the bed capacity is already exceeded and the ED saturated.

The periods with an additional physician at the beginning of the night were associated with a longer ED length of stay for inpatients. The added physician was focused on patients able to be discharged. Furthermore, an additional physician is implemented when ED activity is very high (i.e., a large number of ED visits by day responsible for the saturation of hospital bed capacity). The ED length of stay was also long during this crisis period.

Limitations

The external validity of our study is questionable, and multicenter studies are necessary. The impact of the pediatric emergency nurse coordinator means that, when the nurse coordinator calls in a bed request for admission to a unit, it is not possible for ward staff to reject this request. Indeed, the reduction in bed rejection improves the wait time to admission [START_REF] Shen | Improving the wait time to admission by reducing bed rejections[END_REF]. However, the predefined rules to choose the most appropriate ward for each child should be accepted by the entire hospital. Furthermore, this organization could be interesting only for a pediatric hospital of a certain size. Indeed, the communication and knowledge of available beds could be easier for a smaller hospital.

Our study design (before/after study) was not the best to assess the impact of the implementation of the two professionals. Indeed the fluctuations over the period considered could only be linked to external parameters (epidemics for example). Despite our best efforts to take into account all the potential factors influencing ED length of stay, some of them could have been missed or were not measurable. We collected the most information possible to adjust the comparison on the potential confounding factors between 2016 and 2015 as number of ED visits by day or number of hospitalizations by day, but we did not have an indicator of hospital bed saturation. Furthermore, the initial triage to assess acuity level was performed by a pediatric nurse without using a standardized scale but by using vital signs (body temperature, pulse rate, respiration rate, and blood pressure) at the time of our study. So, no number was assigned to indicate the acuity level. However, the method of initial triage did not change between 2015 and 2016.

We chose to compare only the month of December because of feasibility. In addition, we compared only two years. The bronchiolitis season was particularly bad in 2016. However, the monitoring network OSCOUR indicated a comparable number of ED visits in France for bronchiolitis during the epidemic (a period of 22 weeks: from week 41 to week 11) in 2015-2016 (53,590) and in 2016-2017 (53,940) [START_REF] Belchior | Surveillance de la bronchiolite en France, saison 2016-2017[END_REF]. Likewise, the percentages of hospitalizations were comparable (36% in 2015-2016 and 38% in 2016-2017) [START_REF] Belchior | Surveillance de la bronchiolite en France, saison 2016-2017[END_REF]. In contrast, an influenza epidemic began early/mid-December 2016 [START_REF] Belchior | Surveillance de la bronchiolite en France, saison 2016-2017[END_REF]. This could in part explain the association between the year 2016 and the increase in ED length of stay. We also evaluated ED length of stay only during a busy period. It would be interesting to assess the evolution of ED length of stay during a longer period. Choosing several months would permit to better ensure that the difference between the epidemics in 2015 and in 2016 was not the reason for the results. In addition, boarding time would be more affected by the addition of the nurse coordinator and the ED porter. It would be interesting to compare the boarding time between December 2015 and December 2016. Unfortunately, we do not have data on boarding time for December 2015 and December 2016.

Our initial estimation of the average ED length of stay to estimate the number of required inpatients was based only on 1 month and in 2016. It could be better to use a more extensive period and not during the implementation of the pediatric emergency nurse coordinator and the ED porter to have a better estimation. Finally, we did not perform sensitivity analyses according to the identity of the pediatric emergency nurse coordinator or the ED hospital porter because of feasibility. However, this could have an impact on ED length of stay.

Conclusion

In conclusion, we did not show a decrease in ED length of stay for inpatients after the implementation of a pediatric emergency nurse coordinator and an ED porter. Therefore, we did not confirm the advantages of these two professionals in our pediatric ED. Interaction between the ED and pediatric units is important. Global policy should be discussed and accepted by all pediatric departments to make the best use of available resources, particularly concerning hospital bed capacity. Caregivers' satisfaction and health professionals' satisfaction would be interesting to evaluate because of the important role of the nurse coordinator in maintaining communication between the professional team and caregivers.

Further studies are necessary to assess the impact on child mortality and the satisfaction of users and professionals.

TABLE 1 Description of the pediatric emergency nurse coordinator and the pediatric ED porter

Pediatric emergency nurse coordinator Pediatric ED porter

Roles 1) Organization of the movement of admitted patients from the ED to inpatient units.

2) Knowledge of hospital bed occupation, including current and future availability of inpatient beds.

3) Optimization of the patient flow in the ED after initial triage.

4) Communication between the teams of the inpatient units and the ED.

5) Support for families in the ED (i.e., answering questions relative to organization).

6) Helping in crisis management. When there is a lack of hospital beds, the pediatric emergency nurse coordinator informs the head nurse of the ED and the head nurse of the children's hospital to find solutions. Likewise, when the ED is overcrowded, he/she informs the professionals of the inpatient units who must receive patients.

1) Transport patients to inpatient units.

2) Transport patients to radiology for X-ray or ultrasound only if patients and his/her caregiver(s) cannot go alone because of a health condition (need for oxygen or continuous perfusion).

3) Transport patients to medical investigations or treatments located in a separate building (i.e., computed tomography, MRI, electroencephalogram, or hyperbaric chamber)

Conditions of employment 1) Specific qualification as a pediatric nurse.

2) The pediatric emergency nurse coordinator should have served at least 10 years in our pediatric emergency department as a nurse.

1) Completed the Certificate of Training in Emergency

First Aid

Pay

The pediatric emergency nurse coordinator is paid as a pediatric nurse in the hospital.

The earning of a pediatric nurse starting his/her career is around 2,000 euros gross per month. The earning at the end of his/her career is around 3,000 euros gross per month.

The earning of an ED porter starting his/her career is around 1,500 euros gross per month. The earning at the end of his/her career is around 1,900 euros gross per month.

Resources needed 1.5 full-time equivalent pediatric nurse coordinators are necessary to provide this service.

4.8 full-time equivalent porters are necessary to provide around-the-clock service.

MRI -magnetic resonance imaging TABLE 2

The collected data

Collected data Description

Age of children Young children were prioritized on our triage algorithm.

We categorized this variable as ≥ 1 year old and < 1 year old for the multivariate analysis.

The number and type of medical investigations in the ED Blood tests, radiology, or other medical investigations were performed. We distinguished blood tests as point-of-care tests or laboratory tests. We distinguished radiology as Xray, echography, computed tomography, or MRI.

The number and type of treatment in the ED

Treatments included the administration of aerosols, administration of continuous perfusion, administration of injectable drugs, application of wound dressings, urinary catheterization, non-invasive ventilation therapy, hyperbaric oxygen treatments, traction for displaced fractures, installation of nasogastric tube, and application of a plaster.

The reason for the ED visit

We distinguished medical, surgical, and psychiatric reasons.

The inpatient unit

The inpatient units were specialized pediatric unit, general pediatric unit, pediatric surgical unit, pediatric intensive care unit, and adult hospitalization unit.

The number of ED visits each day

The number of hospitalized children each day Number of hospitalized children each day after an ED visit.

The date of opening and closure of supplementary beds during a bronchiolitis season or not Supplementary beds were provided in our hospital to improve hospital bed capacity during the intense activity linked to a bronchiolitis epidemic.

The date of implementation of a second senior pediatrician in the ED in the first part of the night Each year, the number of pediatricians is increased during the bronchiolitis epidemic period in our hospital. This added physician was focused on patients anticipated to be able to be discharged from the beginning. 

MRI -magnetic resonance imaging

  the qualitative data of the hospitalized children. We had no known missing data because of the nature of the data and the obligation of traceability when care was provided. The median age was 1 years old (interquartile range [IQR]: [0, 5], mean = 3.3, standard deviation [SD] = 4.5). The minimum of age was 5 days, and the maximum of age was 19 years, with 678 children being less than 3 years old. They were 473 girls (43.6%) and 564 boys (54.4%). The median arrival time was 3:13 pm (IQR: [11:00 am, 7:24 pm]; mean = 2:42 pm, SD = 5 hours and 48 minutes, min = 0:01 am, max= 11:59 pm). The median ED length of stay was 5 hours and 6 minutes (IQR: [3 hours and 33 minutes, 6 hours and 59 minutes], mean = 5 hours and 32 minutes, SD = 3 hours and 19 minutes, min = 2 minutes, max= 37 hours and 37 minutes). The median ED visit number by day was 125 (IQR: [113, 134], mean = 123, SD = 17, min = 84, max = 163). The median ED visit number by day for children younger than 1 years old was 31 (IQR: [24, 37], mean = 32, SD = 7.5, min = 19, max = 50). The median hospitalization number by day was 26 (IQR: [22, 29], mean = 26, SD = 5.9, min = 13, max = 41). Three children underwent electroencephalogram, 14 electrocardiogram, and five ENT endoscopy.
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  hours 59 minutes, IQR: [3 hours 32 minutes; 6 hours 51 minutes]; Wilcoxon-Mann-Whitney test, p = 0.03). Also the ED length of stay was significantly longer when there was an additional physician in the beginning of the night (median: 5 hours 20 minutes, IQR: [3 hours 45 minutes, 7 hours 15 minutes] vs 4 hours 33 hours, IQR: [3 hours 9 minutes, 6 hours 4 minutes]; Wilcoxon-Mann-Whitney test, p < 0.001). Figure 1 shows the comparison of the ED length of stay according to quantitative variables. The results of the multivariate analysis that takes into account all the different variables simultaneously are shown in Table 4. This model determined the variables associated with ED length of stay below the median. The fit of the model was good. The Hosmer-Lemeshow test was not statistically significant (p = 0.33). In this model, in the year 2015, no imaging, no administration of aerosol and IV drugs, number of hospitalizations on the day below the median, absence of an additional physician at the beginning of the night, type of hospitalization unit, and age of children younger than 1 years old were associated with a shorter ED length of stay. The results of the sensitivity analyses considering only children who arrived at the ED during the working hours of the pediatric emergency nurse coordinator were similar. The ED length of stay of the children arriving during the period where the emergency nurse coordinator and the ED porter worked was also longer for the year 2016 than for the year 2015 (median 5 hours 55 minutes, IQR [4 hours 32 minutes, 7 hours 37 minutes] vs. 4 hours 51 minutes, IQR [3 hours 42 minutes, 6 hours 15 minutes]; Wilcoxon-Mann-Whitney test, p < 0.001).

  to number of ED visits in the day (p = 0.68), other medical investigation (p = 0.62), local treatment (p = 0.95), and other treatment (p = 0.93).

TABLE 3

 3 Description of hospitalized children and comparison according to years MRI -magnetic resonance imaging. Other treatment: urinary catheterization, non-invasive ventilation therapy, nasogastric tube, hyperbaric chamber, and traction for displaced fracture.

	Variables

TABLE 4

 4 Probability of having an ED length of stay shorter than the median time

	Variables	Odds ratio 95% confidence interval P-value
	Year		0.01
	2016	1	Reference
	2015	1.6	(1.1, 2.2)
	ED visit between 11:30 am and 7:00 pm		0.65
	Yes	1	Reference
	No	1.1	(0.8, 1.4)
	Age of children		0.04
	≥ 1 year old	1	Reference
	< 1 year old	1.4	(1.0, 2.0)
	Hospital unit		0.02
	Specialized pediatric unit	1.5	(1.1, 2.0)
	General pediatric unit	1	Reference
	Pediatric surgical unit	1.8	(1.1, 3.0)
	Pediatric intensive care unit	2.9	(1.2, 7.5)
	Adult hospitalization unit	> 999.9	(< 0.1, > 999.9)
	Day with additional beds		0.98
	Yes	1.0	(0.7, 1.5)
	No	1	Reference
	Day with additional physician in the		0.02
	beginning of the night		
	Yes	1	Reference
	No	1.5	(1.1, 2.2)
	Day with hospitalization number		0.01
	< 27	1	Reference
	≥ 27	0.7	(0.5, 0.9)
	Blood test		0.44
	No	1	Reference
	Point-of-care test	0.6	(0.1, 2.1)
	Laboratory test	0.8	(0.6, 1.2)
	Imaging		< 0.001
	No	1	Reference
	X-ray	0.7	(0.5, 1.0)
	Echography	0.4	(0.2, 0.8)
	Computed tomography or MRI	0.1	(0.1, 0.3)
	Plaster		0.73
	Yes	1.2	(0.4, 3.9)
	No	1	Reference
	Aerosol		< 0.001
	Yes	0.5	(0.3, 0.7)
	No	1	Reference
	Continuous perfusion		0.76
	Yes	1	(0.8, 1.5)
	No	1	Reference
	Administration of injectable drug		0.02
	Yes	0.6	(0.5, 0.9)
	No	1	Reference
	Reason of visit		
	Medical	0.8	(0.4, 1.4)
	Psychiatric	0.8	(0.3, 2.2)
	Surgical	1	Reference
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