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The flu-related deaths of 30 children by mid-January caused  
particular concern as states continue to see spikes in volume 
and worry that the peak is yet to come

With flu widespread in 
every state except Hawaii, 
frontline providers have 

been busy this year trying to stay ahead 
of what is shaping up to be a robust flu 
season. To cope with spikes in volume, 
hospitals in some regions are canceling 
elective surgeries, restricting visitors, 
opening new treatment areas, and 
scrambling to stay ahead of staff and 
supply shortages. Some are diverting 
ambulances elsewhere to manage 
capacity.

Indeed, the flu arrived early, putting 
many hospitals on their heels by the 
end of December, and with the number 
of flu cases way up, flu-related com-
plications have spiked, too. Hospitals 
in Colorado reported nearly triple the 
usual number of flu-related hospitaliza-
tions in late December. Similar reports 
have emerged from other states.

The Chicago Fire Department 
added five ambulances to handle the 

flu-related surge in the first week of 
January, and hospitals there have been 
reporting much higher volumes than 
what they experienced last year.

Of particular concern is the num-
ber of flu-related deaths confirmed in 
children. By mid-January, the CDC 
noted that 30 children had died from 
flu-related complications.

Push Flu Vaccinations

Most cases of confirmed flu thus 
far have involved the H3N2 strain, a 
cousin to the swine strain that caused 
a big outbreak in 2009, explains 
Bettina Fries, MD, FIDSA, chief of 
the division of infectious diseases at 
Stony Brook Medicine in Stony Brook, 
NY, a health system that includes 
three hospitals and several other health 
centers on Long Island. However, she 
notes there is evidence from Australia 
that there could be some drift in the 
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strains that are circulating. “These 
strains all have so-called segmented 
genomes. That means their genomes 
are made up of eight separate pieces 
of DNA, and they can basically mix 
and change,” Fries notes. “What we 
see a lot of times is that the strains 
change over the course of the flu 
season, and that can sometimes 
make them different at the end of 
the flu season.”

In mid-January, the number of 
flu cases still was on the rise in most 
regions of the country, according to 
the CDC. That is in line with what 
Fries is observing in her own setting.

“Right now, we are having a lot 
more admissions related to flu, and 
whether this is the result of a less 
efficacious vaccine or whether this is 
just a more potent strain, time will 
tell,” she says. “However, even if the 
vaccine is not as efficacious, we still 
want to very aggressively pursue vac-
cinating as many people as possible 
because flu vaccines in general are 
usually only between 30% and 60% 
efficacious, but there is still a huge 
benefit if you decrease the number 
of patients that present with flu and 
the time in which they are infected 
with the flu virus.”

Fries urges providers to be espe-
cially concerned with patients most 
at risk for flu complications.

“The patients with the highest 
mortality are elderly patients over 
the age of 65 and patients that are 
immune compromised,” she says. 
These include patients on chemo-
therapy or other drugs that suppress 
the immune system. Also of concern 
are patients who are obese, very 
young children, Native Americans 
and other ethnic groups known to 
be at increased risk for flu complica-
tions, and patients with underlying 
respiratory problems such as asthma.

The challenge for frontline 
providers is staying ahead of spikes 

in flu-related volume because flu 
spreads very quickly, Fries observes. 
“The big problem with flu from a 
public health point of view is that 
once the genie is out of the [bottle], 
it is extremely difficult to contain 
because patients are infectious about 
24 hours before they present [with 
symptoms],” she explains. “That is 
why in 2009, when we had this big 
pandemic, [the flu] popped up in a 
few places in New York and then all 
of a sudden everybody had it.”

Clinicians at Stony Brook 
University Hospital are aggressively 
screening patients with upper 
respiratory symptoms for viral 
infections so that they stay on top of 
their own numbers.

“We are not only seeing flu. We 
are seeing other respiratory infec-
tions as well,” Fries adds.

Add Treatment Areas

Sharp Grossmont Hospital in 
La Mesa, CA, began seeing a steady 
trickle of patients with the flu before 
Christmas, but that quickly turned 
into a deluge immediately after the 
holiday.

“We came back on [Dec.] 26 
to an ED that was inundated with 
patients with flu symptoms,” ex-
plains Marguerite Paradis, BSN, 
RN, MHA, the director of emer-
gency services and critical care at 
the hospital. “We usually don’t have 
patients waiting in the waiting room 
in the morning because we usually 
can get everyone seen. When we 
came in on the 26, there were 50 pa-
tients waiting in the waiting room, 
which we had not seen in a very 
long time.”

There were even more patients 
in the waiting room the following 
morning, and that opened every-
one’s eyes to the challenge that lay 
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EXECUTIVE SUMMARY

By mid-January, flu was widespread in every state except Hawaii, posing big 

challenges to frontline providers doing their best to stay ahead of the deluge 

in patients . Hospitals are using an array of strategies to manage spikes in 

volume . Some are canceling elective surgeries and limiting visitation, while 

others are creating additional treatment areas in their EDs to manage the 

demand .

• With higher volumes, hospitals also have been seeing more complications 

and flu-related deaths . On Jan . 13, the CDC reported that 30 children had 

died from the flu thus far this season . 

• Hospitals in Colorado reported nearly triple the usual number of flu-related 

hospitalizations in late December, and other regions are reporting similar 

statistics .

• Sharp Grossmont Hospital in La Mesa, CA, set up a surge tent to manage 

spikes in flu-related volume just after Christmas .

• The predominant strain circulating this year thus far is H3N2, which is similar 

to the swine strain that caused a big outbreak in 2009 . However, experts note 

there is evidence from Australia that there could be some drift in the strains 

that are circulating as the season progresses .

ahead. “We knew we were not going 
to decompress. We couldn’t even 
decompress from the day before,” 
Paradis recalls. “Our average daily 
visits are around 280 or 290, and 
that week, starting on the 26, we 
went up to about 360 visits.”

To manage the surge, ED person-
nel fully leveraged a rapid treatment 
center that had been implemented in 
the department to take care of lower 
acuity patients.

“It became basically our flu clinic 
at the peak of the flu season for 
patients who were not severely ill 
from the flu,” explains Julie Phillips, 
MD, FACEP, the medical director 
of the ED at Sharp Grossmont. 
“We had been seeing 30% to 38% 
of patients in the ED in that area, 
but during the peak of the flu we 
probably saw about 50% of patients 
there, and most of these patients 
didn’t require anything other than 
rapid treatment and diagnosis.”

Additionally, on Dec. 27, the ED 
constructed a surge tent in which 
staff assembled a second rapid treat-
ment area.

“We were worried that we would 
not be able to assess all these patients 
in a timely manner without an extra 
treatment space,” Phillips observes. 
“We were seeing things other than 
flu there, but it went up and we 
needed the extra space because of 
the volume of flu patients we were 
seeing. It became a second minor 
treatment area.”

During peak times, the ED was 
seeing more than 20 patient arrivals 
per hour, Paradis says.

“Probably at least one-third of 
our patients were impacted by the 
flu,” she says, noting they were not 
all low-acuity patients. “We saw a 
lot of very sick patients affected by 
the flu, and of course many patients 
were admitted to the hospital, so we 
were holding two or three times the 

[usual] number of admitted patients 
waiting for beds in the ED.”

Stay Alert  

to Complications

Many of the more severe cases in-
volved elderly patients who were just 
too sick to be cared for at home.

“What happens when the flu 
becomes quite severe is patients may 
become very short of breath and 
they can get secondary pneumonia,” 
Phillips notes. “Some of them may 
need a ventilator because they can’t 
breathe anymore. Some of them may 
need oxygen because they are just 
not getting enough into the lungs.”

A second problem that can occur 
is patients will become dehydrated 
and their blood pressure will de-
crease, leading to a cascade of other 
problems.

“Once you have low blood pres-
sure, that is when things really start 
to get out of control really quickly, 

and that is when patients can be-
come septic,” Phillips explains.

While it is not clear yet to Phil-
lips if this year’s flu is actually more 
severe than in a typical year, she 
knows that it seems worse because so 
many more patients are getting sick.

“I am not sure if each patient 
is much sicker than they would be 
with other strains. It is just that the 
volume has added more sick patients 
to the ED and more sick patients in 
the ICU than what we typically see,” 
she says.

However, there are promising 
signs that the peak of this year’s flu 
season, at least for Sharp Grossmont, 
has passed. By mid-January, flu vol-
umes were roughly one-third of what 
they had been earlier in the month, 
although clinicians certainly expect 
to see flu patients for many weeks to 
come. 

“We still have patients coming in 
with the flu continually. Some will 
be very, very sick, and some will be 
more minor,” Phillips shares.
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While the flu surge may be over 
for Sharp Grossmont, Phillips believes 
that the array of strategies the hospital 
used to manage flu-related capacity is-
sues can work for other hospitals, too. 
In particular, her advice to clinicians 
is to take appropriate steps to protect 
themselves.

“Providers need to know that this 
is a pretty nasty strain of flu, and they 
need to stay healthy so that they can 
continue to help take care of the com-
munity,” she explains. “You need to 
wear a mask.”

Also, consider added steps to 
protect patients. For instance, Sharp 
Grossmont has been offering hand 
sanitizer and a mask to everyone com-
ing into the ED, Paradis notes.

“When you have these 
overwhelming volumes, patients are 
in close proximity to each other, and 
you have flu patients combined with 
non-flu patients,” she says. “I think 
trying to keep these groups segregated 
is helpful.”

Working with the hospital com-
munications team to keep the com-
munity well-informed about flu 
outbreaks can help manage both 
volume and patient expectations. For 
instance, Sharp Grossmont used news-
letters, social media, and interviews 
with local news outlets to keep area 
residents informed about all aspects of 
the outbreak, including what a typical 
flu course involves, who is most at 
risk, when a visit to the ED is neces-
sary, prevention tips, and what to 
expect when patients do present to the 
ED. Further, the hospital translated 
its flu-related messaging into multiple 
languages for diverse communities.

“We also had to educate about 
hospital visitors,” Phillips explains. 
“Children aged 12 and under were to-
tally restricted. Also, if anyone had flu 
symptoms, they were not permitted to 
visit a patient in the hospital.”

If an ED is going to be busy with 
lower-acuity patients, opening addi-
tional treatment areas can work well in 

managing the volume, Paradis advises. 
She notes that the strategy worked 
well for Sharp Grossmont, first when 
staff set up a second rapid treatment 
area in the surge tent, and then later 
when they created a second treatment 
area within the main ED.

“We just replicated our accelerated 
care process,” she adds.  n
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ED-based Screening Efforts Help Identify Patients 
With HIV, Reduce Risk of Transmissions
Strong linkage-to-care mechanisms ease the burden on frontline providers to care for newly 
diagnosed HIV-positive patients

There is no question that the 
country has made significant 

strides in identifying patients who 
have been infected with HIV. The 
CDC reports that 85% of HIV-
positive people in the United 
States are aware of their condition. 
However, that still leaves more than 
160,000 people who do not realize 
they are infected and could be 
transmitting the virus to others.

“Persons unaware of their HIV 
infections account for approximately 
40% of ongoing transmissions in the 

United States and represent missed 
opportunities to improve health 
outcomes and prevent transmis-
sions,” according to Brooke Hoots, 
PhD, MSPH, an epidemiologist in 
the division of HIV/AIDS preven-
tion at the National Center for HIV/
AIDS, Viral Hepatitis, STD, and TB 
Prevention at the CDC.

Further, among patients diag-
nosed with HIV, Hoots notes that 
many have been HIV positive for 
many years before they become 
aware of their HIV status.

“Half the people diagnosed with 
HIV in 2015 had been infected for 
at least three years, and one in four 
had been infected for at least seven 
years,” Hoots notes.

Speaking at a CDC Vital Signs 
Town Hall about the issue in De-
cember 2017, Hoots commented 
that there continue to be many 
missed opportunities for patients at 
high risk for HIV to be tested. For 
instance, the data show that seven 
out of 10 people at high risk for HIV 
who were not tested in the previous 
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EXECUTIVE SUMMARY

Although an estimated 85% of people infected with HIV in the United States 

are aware of their diagnosis, more than 160,000 people remain unaware, 

leaving them without needed treatment and raising the risk of further 

transmissions . Experts note there are many missed opportunities to diagnose 

these patients and connect them to care, as patients at high risk for the virus 

often are not offered tests when they visit a healthcare provider . However, 

ED-based HIV screening programs are making progress in this area, with some 

using new-generation tests to identify more cases, even at the earliest acute 

stage .

• The HIV screening program in the ED at Ben Taub Hospital in Houston 

has been in effect for more than 10 years, and experts there note they are 

beginning to see a positive effect on the prevalence rate of undiagnosed HIV 

in the region .

• The approach at Ben Taub involves testing every patient who undergoes a 

blood draw for any reason unless the patient opts out of undergoing the test . 

• The HIV screening program at Desert Regional Medical Center in Palm 

Springs, CA, involves offering every patient who presents to the ED the 

opportunity to be tested through a rapid finger-stick test that delivers results 

in 60 seconds, followed by confirmatory tests in cases in which patients test 

positive .

• Experts from both Ben Taub and Desert Regional note that linkage to care is 

a critical component of any HIV testing program .

year report that they nonetheless saw 
a healthcare provider during that 
period.

On the front lines of capturing 
these undiagnosed cases are EDs, 
some of which have implemented 
highly successful HIV screening 
programs. With different testing 
platforms available, hospitals 
have taken varied approaches 
toward implementing HIV 
screening. However, some program 
administrators with the longest 
experience in this area are beginning 
to see dividends in terms of regional 
public health improvements.

New-generation Tests

One of the earliest pioneers in 
ED-based HIV screening is Ben 
Taub Hospital in Houston, which 
first implemented routine, universal 
screening for HIV (RUSH) 10 years 
ago. The process still works in much 
the same way it did 10 years ago: 
Any emergency patient requiring a 
blood draw for any reason will be 
tested for HIV automatically unless 
the individual specifically declines or 
opts out of the test. However, mul-
tiple advances in testing procedures 
have streamlined the process and 
improved sensitivity.

While in the early days it could 
take eight hours before the results 
were known, risking the possibility 
that some patients would have been 
discharged from the ED before their 
HIV status was known, advances 
in testing now deliver the results 
within two hours, explains Nancy 
Miertschin, MPH, the grants pro-
gram manager for Ryan White Part 
A-OP Medical Services in the Harris 
Health System.

“The order is made, the blood 
gets drawn, and it goes to the lab,” 
she explains. “The idea is that we will 

get the results back and inform the 
patient if the result is positive while 
he or she is still there in the ED.”

The newer, fourth-generation 
testing that Ben Taub uses is also 
much more accurate than earlier 
tests, capable of detecting acute HIV 
infections — or the initial stages of 
HIV that occur before antibodies 
begin circulating in the blood. The 
newer testing procedures are much 
more sensitive, Miertschin notes.

“We go ahead and inform pa-
tients even on what is considered 
preliminary results because there is 
such a low rate of false positives,” she 
says. Even with confirmatory tests, 
it is a very fast process, Miertschin 
adds.

While identifying patients with 
HIV is important, it doesn’t do 
much good unless these patients are 
linked to appropriate care. Conse-

quently, a hallmark of the approach 
used at both Ben Taub Hospital and 
its sister facility, Lyndon B. Johnson 
Hospital, also in Houston, is the 
presence of trained service linkage 
workers who are responsible for 
communicating HIV test results to 
patients and linking them to needed 
treatment and services.

“The service linkage workers are 
the first people who receive those 
[HIV test] results,” Miertschin 
observes. “Their job is to find the 
patients before they leave the hospi-
tal and get them their results.”

The service linkage personnel 
will spend as much time as needed 
to answer any questions the patients 
may ask and to connect patients with 
appropriate care, Miertschin adds.

“We feel there is not much point 
in having a routine testing program 
if you are not actively linking those 
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patients into care,” she observes. “For 
patients who have acute infections, 
we have a fast-track process so we 
can get them started on medication 
as soon as possible.”

Miertschin notes that the service 
linkage workers are like non-medical 
case managers in that they are very 
knowledgeable and experienced in 
working with patients with HIV.

“The role requires a combina-
tion of being able to understand the 
testing process and what the tests 
mean and being able to explain all of 
this to patients,” she says. “In fact, 
some of our [service linkage work-
ers] have gotten so skilled at the task 
that they often wind up helping the 
physicians interpret the subtleties of 
the test results, so they are the bridge 
between the lab, the physicians, and 
the patients.”

In the early days of the RUSH 
program, the inclusion of service 
linkage personnel was critical to 
getting the necessary buy-in from 
frontline providers to initiate HIV 
screening in the ED.

“Anecdotally we would always 
hear that the physicians didn’t want 
to test because they didn’t want to 
have to give the results or be respon-
sible for linking patients to care, so 
[the service linkage workers] would 
take this responsibility off of them,” 
Miertschin explains. “That was 
one of our real selling points in the 
beginning ... the physicians weren’t 
going to have to give the results on 
their own any more. Our service 
linkage workers would be there to do 
it for them or with them.”

Handle Consent

The laws regarding consent in 
Texas have enabled hospitals like 
Ben Taub to streamline the HIV 
screening  process so that the issue 

of convincing patients to agree to 
undergo HIV testing is not overly 
burdensome. “From the beginning, 
we wanted the flow to be as smooth 
and uninterrupted as possible while 
at the same time adhering to the 
law, which requires that patients 
be informed,” Miertschin observes. 
“It doesn’t require that you have a 
conversation with patients about 
[HIV testing], so there is signage 
posted all over the ED in English and 
Spanish.”

The signage states that the CDC 
recommends routine screening for 
HIV, and that a physician or nurse 
may order an HIV test during a pa-
tient’s emergency visit. Patients who 
wish to decline undergoing an HIV 
test are instructed to inform their 
caregivers of their decision before 
anyone draws the patients’ blood. 
“There is more printed material we 
will give patients if they have ques-
tions, but we just hardly ever have a 
hiccup in that process,” Miertschin 
notes. “What we found is that people 
assumed all along that they were 
being tested for HIV even before we 
started doing this.”

While Harris Health has received 
CDC funding to support the HIV 
testing program for nearly the full 10 
years of the program, precisely where 
that funding is used has evolved.

“Initially, a big part of that money 
went to our lab to pay for the actual 
testing,” Miertschin explains. “Over 
time, particularly as the cost of 
the test has become reimbursable 
by Medicare and Medicaid, it 
meant that there was less need for 
us to reimburse the lab, and we 
hardly pay for any of that anymore 
because the cost of testing is now 
reimbursed in other ways. But the 
startup funding we [received] from 
the CDC to get this all rolling was 
critical before all of the third-party 
reimbursement became available.” 

With reimbursement for testing now 
largely settled, more funding can go 
toward service linkage staffing and 
related services. Further, with 10 
years of experience and data from the 
RUSH program and other efforts in 
greater Houston, there is evidence 
that rigorous screening and testing is 
making a dent in the prevalence of 
undiagnosed HIV in the region.

“We have not done a rigorous 
study, but over the years of looking at 
these numbers we see that the num-
ber of new positives is declining in 
proportion to the numbers we have 
had in the past,” Miertschin observes. 
“That means we are clearing out 
some of the backlog in undiagnosed 
infections ... so we do think that ef-
fect is there.”

Also, Miertschin points to new 
research just out this year showing 
that the newer testing procedures, 
which use combination HIV antigen-
antibody tests, are indeed identifying 
previously undiagnosed HIV cases 
in numbers that exceed the CDC’s 
recommended threshold of 0.1% for 
routine screening in nine EDs in six 
cities that offer HIV screening pro-
grams. The ED at Ben Taub was one 
of the EDs included in this study.1

One other effect of the long-
standing, robust program at Ben 
Taub is that routine HIV screening 
in the ED is part of the culture of 
Harris Health, Miertschin says.

“We find that we don’t have to 
keep selling the program. When new 
residents or new staff members come 
in, it is just expected that we do this, 
and everybody does it,” she says.

While there are signs of improve-
ment, the latest data show that HIV 
screening programs like RUSH con-
tinue to be warranted.

“From January through August 
of [2017], we did 69,000 HIV tests. 
In our EDs, we did 33,000 tests, and 
the rest were done in ambulatory 
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clinics,” Miertschin notes. “In that 
time in the ED, we had 78 new 
positive results and 477 previously 
known positives.”

The new positive results, or 0.16% 
of the total, are above the CDC’s rec-
ommended threshold for continuing 
to conduct routine HIV screening, 
Miertschin observes. Further, investi-
gators found that more than 25% of 
the previously known HIV infections 
involved patients who had fallen out 
of care, giving the hospital an op-
portunity to reconnect these patients 
with needed care and services.

“That is another role for our 
service linkage workers,” she explains. 
“They have access not only to our 
hospital records, but also to the area’s 
HIV patient data system ... so they 
can quickly look to see if a patient 
has had a medical care visit in the last 
three months in Houston.”

Consult With Colleagues

Since Ben Taub was one of the 
first hospitals to initiate a large-scale 
HIV screening process, many other 
hospitals and health systems have 
been in touch with program admin-
istrators there for information on 
how to develop their own screening 
programs.

“We are now an AIDS Educa-
tion and Training Center [AETC],” 
Miertschin explains. “The role of that 
agency, which is funded by [Health 
Resources and Services Administra-
tion], is to train healthcare providers 
in caring for HIV patients, and we 
view that as a platform to help other 
providers start up routine testing 
programs.”

Miertschin acknowledges that 
putting an ED-based HIV screen-
ing program in place is a big lift that 
requires commitment on many levels. 
“The first challenge is having the will 

to do it, and that depends on senior 
level support,” she notes.

As a large, public healthcare entity 
in Harris County, Ben Taub has 
always received considerable support 
for its program, which was seen as 
part of the hospital’s mission. How-
ever, Miertschin has observed that 
administrators at some hospitals face 
a lot of resistance to the implemen-
tation of HIV screening programs. 
Before formulating a screening pro-
gram, Miertschin recommends that 
hospital administrators and clinicians 
thoroughly familiarize themselves 
with the laws regarding consent in 
their states and determine how they 
want to approach that issue.

“Always, it seems like when some 
place wants to start this up, the mat-
ter of consent is a big one,” she says. 
“Get everybody comfortable with 
that.”

With reimbursement for HIV 
testing available from both pub-
lic and private payers, funding for 
screening is not the hurdle it used to 
be. In fact, hospitals with ED-based 
HIV screening programs have found 
themselves ahead of the game when it 
comes to carrying out recommended 
screenings for hepatitis C because the 
same infrastructure and approach can 
be leveraged easily.

“Two years ago, we started work-
ing with a program here at Harris 
Health that is testing for hepatitis,” 
Miertschin notes. “They were looking 
for the vehicle to do it, and we had 
the vehicle in place, so now they par-
ticipate with us, and we go around 
and do training every year, and the 
tests are all done at the same time.”

In the early days of HIV testing 
and screening, both the stigma and 
the clinical consequences associated 
with a positive result made many 
people reluctant to undergo testing. 
Today, with vastly improved treat-
ment regimens and outcomes, this 

resistance has dissipated. “Now, HIV 
patients can expect to live just about 
as long a life as anyone else if they 
manage their treatment,” Miertschin 
observes. “There is a much more 
hopeful message to give patients 
when you are telling them they have 
HIV now than there used to be.”

Consider End Goal

While many hospitals have dupli-
cated aspects of the ED-based HIV 
screening and testing approach used 
at Ben Taub, other approaches have 
proven successful, too. For instance, 
after earlier trials that used blood 
draws to conduct HIV screening, 
Desert Regional Medical Center in 
Palm Springs, CA, now uses an opt-
in approach whereby any patient who 
presents to the ED is offered an HIV 
test toward the end of their encoun-
ter (rapid finger-stick testing, in this 
instance).

“We chose to use finger-stick 
testing because it was the fastest test 
and [best suited] to what we wanted 
to do for our future state,” explains 
Arthur Dominguez, Jr., DNP, 
MSN, RN, CEN, CPEN, TCRN, 
CCRN, CENP, who led the effort 
to implement the ED-based HIV 
screening effort when he served as as-
sistant chief nursing officer at Desert 
Regional. Today, Dominguez is the 
chief nursing officer at Sierra Vista 
Regional Medical Center in San Luis 
Obispo, CA, which also is a Tenet 
Health facility.

 “We knew that eventually we 
wanted to screen everybody, or at 
least offer HIV testing to [everybody 
who presents to the ED], without it 
severely impacting capacity or dis-
charge length of stay, and we wanted 
a test that worked into the process 
flow for the clinicians,” Dominguez 
notes. “It takes 60 seconds for the 
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results to come up.” Identifying 
patients with HIV is an issue of 
particular importance to Califor-
nia’s Coachella Valley, where Desert 
Regional Medical Center is based, 
because health data show that HIV 
prevalence is close to three times the 
national average in the region. Con-
sequently, beginning in 2014, Tenet 
became one of the lead sponsors of 
a $1.5 million initiative to increase 
HIV awareness, point-of-care testing, 
and linkage to care.

Address Provider  

Concerns

In phase one of the implementa-
tion of the HIV screening test at 
Desert Regional, only patients who 
were admitted to the hospital from 
the ED were offered the finger-stick 
test. During this period, the process 
was streamlined and fine-tuned. 
Then, the ED began offering the test 
to any patient who presented to the 
ED.

“It increased our ability to let 
patients know in real time if they 
screened positive,” Dominguez says 
regarding the rapid finger-stick 
test. “If they screened positive, we 
were then able to link them to care 
through the Desert AIDS Project 
[DAP], a community-based, not-for-
profit organization that originally 
began as an AIDS service organiza-
tion, but is now a Federally Qualified 
Health Center.”

For patients who screen posi-
tive on the rapid finger-stick tests, 
blood is drawn and sent to the lab 
for validation, although Dominguez 
notes that the finger-stick tests are 
highly accurate. “The reason we chose 
to use the finger-stick test is because 
it gave us the opportunity to have 
that conversation ... if patients screen 
positive,” he explains. “It allowed us 

to use the physician in the ED to let 
patients know what the screening 
meant.”

In addition, for patients who 
screen positive, a social worker arrives 
to make sure that any additional 
psychological or navigational needs 
of the patients are met in terms of 
transitioning them to an appropri-
ate care and treatment path. When 
determining where in the ED work-
flow process to offer the finger-stick 
test to patients, the main concern of 
physicians was that the screening test 
should not hinder or delay care for 
the issue that brought the patient to 
the ED.

“They wanted to make sure that 
we weren’t ignoring or putting [a 
patient’s] chief complaint second,” 
Dominguez notes. “They wanted 
to treat the acute reason why the 
patients were there and make [HIV 
screening] a secondary addition.”

Consequently, a standardized pro-
cedure was developed to carry out the 
HIV screenings at the end of patient 
encounters in the ED, just prior to 
discharge. Dominguez notes that 
most of the work actually falls on 
the nursing staff members who had 
to go through competency training 
for both performing and talking to 
patients about the test.

“They aren’t having to interrupt 
the physician that many times,” he 
says. “They just let [the physician] 
know if a patient screened non-
reactive or reactive.”

For patients who screen reactive 
(positive) for HIV, the physician 
talks with those patients just like they 
would with any abnormal lab result, 
Dominguez explains. The physician 
details what care and treatment is 
required, whether it is on the in-
patient side or if patients are being 
discharged, and he or she will make 
sure patients are linked to care either 
through the DAP or their primary 

care physician. In fact, during busi-
ness hours, the DAP will send a 
representative to the ED to speak 
with the patient before he or she is 
discharged. The arrangement is con-
venient because the DAP facility is 
less than one mile from the hospital, 
Dominguez adds.

Between April 2014 and May 
2017, Desert Regional performed 
461 HIV finger-stick tests, of which 
13 were reactive. In addition, the 
hospital performed 2,572 blood-
drawn HIV tests, of which 65 tested 
reactive (one tested indeterminate).

Map the Process

For other hospitals considering 
the implementation of ED-based 
HIV screening, Dominguez advises 
that it is crucial to get administra-
tive support for the effort from all 
levels of the hospital, including risk 
management, quality, the clinical 
staff, and social services. Also key is 
a thorough understanding of com-
munity needs as well as organizations 
that can help fulfill the mission of 
connecting patients to care. Putting 
a process together that works well 
for everyone involved may take some 
time, Dominguez acknowledges.

“We went through various, mul-
tiple committees to make sure we 
didn’t lose the linkage to care for pa-
tients who screen positive because we 
know how important it is for them to 
get care and treatment,” he explains. 
“I’ve literally got this huge, two-page 
value-stream mapping process that 
the facility specifically follows.” 

In Desert Regional’s process, 
patients must opt-in for the HIV 
screening, but Dominguez notes that 
patients have been very open to the 
test.

“Actually, one of the first patients 
was a heterosexual female in her 90s. 
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She had never been tested before. She 
came back positive and had no idea,” 
he says. “That painted a picture that 
it is not just the LGBTQ population 
that is at risk or HIV positive. It is the 
heterosexual population as well.”  n
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EXECUTIVE SUMMARY

A new study by investigators from Rutgers New Jersey Medical School’s 

department of emergency medicine suggests that concussions are “grossly” 

underdiagnosed in pediatric patients who present to the ED, but it is not clear 

why or what the ramifications are for patients who do not receive an explicit 

diagnosis of concussion . The single-center study involved chart reviews of 

patients who presented to the pediatric ED at University Hospital in Newark, 

NJ, during an 18-month study period .

• Out of 627 children who were evaluated for a head injury during the study 

period, 233 demonstrated criteria compatible with a diagnosis of concussion, 

but investigators found that just 87 of these patients were diagnosed with 

concussion, for an overall underdiagnosis rate of 62 .7% .

• Investigators found that children were more likely to be diagnosed with 

concussions if they arrived after a motor vehicle collision, and that they were 

less likely to be diagnosed if they came in after a sports-related injury or they 

received a CT scan .

• Despite the high rate of underdiagnoses, investigators found that providers 

exhibited a 95% compliance rate with Pediatric Emergency Care Applied 

Research Network guidelines regarding when children presenting with head 

injuries require a CT scan . 

Lack of Concussion Diagnoses in Dedicated  
Pediatric ED Raises Concerns
Is there a misunderstanding about precisely when a specific diagnosis of concussion is 
appropriate? Or could it all boil down to semantics?

A provocative study conducted by  
 investigators from Rutgers New 

Jersey Medical School’s department 
of emergency medicine suggests that 
pediatric concussion is “grossly” 
underdiagnosed in the ED, a curious 
finding given all the attention focused 
on head injuries in recent years. 
Investigators found that more than 
60% of the children who presented 
with signs of concussion during an 
18-month period in the dedicated 
pediatric ED at University Hospital 
in Newark, NJ, did not receive a 
diagnosis of concussion.

Although the results stem from 
just one single-center, retrospective 
chart review, Katie Myers, MD, the 
lead investigator and a third-year resi-
dent, notes that University Hospital is 
a Level I Trauma Center.

“We essentially see all the major 
head traumas that occur in northern 
New Jersey, and that includes pe-
diatrics,” she observes. “The annual 
volume in our pediatric ED is about 
17,000 patients per year.” Further, 
given the low bar for diagnosing 

concussion, spelled out in a consensus 
statement on concussion published 
in 2013, and then later updated in 
2017,1 the study findings are cause 

for concern, Myers observes. “A head 
injury plus a persistent headache 
equals concussion, according to the 
consensus statement,” she explains. 
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“If a child has had a head injury that 
is bad enough that [he or she] comes 
to the ED, we really need to be pick-
ing up these diagnoses.”

Examine Criteria,  

Diagnoses

A different kind of investigation 
prompted the study, according to 
Myers.

“I started off doing a retrospective 
chart review looking to see if we were 
compliant with guidelines regarding 
head imaging of children in the ED,” 
she explains. “As I started looking 
back through charts, I was reading 
these stories about these kids coming 
in with head injuries, and I realized 
there were a lot of kids that I felt met 
the criteria for concussion where I 
wasn’t seeing concussion anywhere in 
the chart.”

Myers decided to assess whether 
providers were adequately diagnosing 
concussion in children. She obtained 
institutional review board approval 
to conduct the study and began col-
lecting data with her team of inves-
tigators. Specifically, they conducted 
retrospective chart reviews on two 
cohorts of patients: one group in-
cluded children presenting to the ED 
between July and December 2013, 
and a second group was comprised 
of children presenting between Janu-
ary and December 2015.

Investigators used the consen-
sus statement published in 2013 to 
determine whether patients met the 
criteria for a diagnosis of concus-
sion, and then determined whether 
the diagnosis was made. Roughly 
two-thirds of the study population 
consisted of boys, and the average 
age of the participants was 11 years.

Among the 228 patients evaluated 
for a head injury between July 
and December 2013, 95 patients 

exhibited criteria indicative of 
concussion, but only 23 patients 
were diagnosed with concussion, 
resulting in an underdiagnosis rate 
of 65.2%. Among the 399 patients 
evaluated for a head injury between 
January and December 2015, 138 
patients demonstrated criteria 
indicative of concussion, but only 54 
received a diagnosis of concussion, 
for an underdiagnosis rate of 60.9%.

Putting both groups together, out 
of 627 children who were evaluated 
for a head injury during the study 
periods, 233 exhibited criteria com-
patible with a diagnosis of concus-
sion, but investigators found that 
just 87 were diagnosed with concus-
sion, for an overall underdiagnosis 
rate of 62.7%.

“We did an analysis to see if there 
was any difference in the diagnos-
tic rate between the two years, and 
there was no statistically significant 
difference, so we combined the data 
to see what factors predicted under-
diagnosis,” Myers notes. “We found 
that kids were more likely to be diag-
nosed with concussions if they came 
in after a motor vehicle collision, and 
they were less likely to be diagnosed 
if they came in after a sports-related 
injury or they had received a CT 
scan.”

Consider Varied  

Terminology

It is unclear why the sports-
related injuries and CT scans were 
predictive of underdiagnoses of 
concussion, but Myers stresses that 
it would be wrong to conclude that 
emergency physicians take these 
types of patients less seriously.

“My initial study was actually to 
see whether or not we were following 
the PECARN [Pediatric Emergency 
Care Applied Research Network] 

guidelines,” Myers says, referring to 
the well-regarded rules for determin-
ing when imaging is recommended 
for young patients who present with 
head trauma. 

“Our overall compliance rate with 
PECARN was 95%, so we appropri-
ately scan and specifically rule out 
clinically important traumatic brain 
injury in children the way that is 
recommended, and that is regardless 
of whether children came in after 
a sports-related injury or a motor 
vehicle collision,” Myers adds.

Myers stresses that the high 
compliance rate with PECARN 
indicates that emergency providers 
demonstrate the appropriate level of 
concern for every patient with head 
injury who walks in the door. But 
why is the underdiagnosis rate for 
concussion so high? Myers speculates 
that it could be related to a misun-
derstanding about precisely when 
a specific diagnosis of concussion 
is appropriate, and that the patient 
does not need to exhibit persistent 
symptoms for 24 to 48 hours to 
meet the criteria. Then again, it 
could all boil down to semantics.

“There are so many different 
words these days for head injury, 
whether it be minor traumatic brain 
injury or head injury or concussion,” 
she says. “Different providers may 
not use the same terminology.”

Facilitate Follow-up

Furthermore, if a patient is not 
diagnosed with a  concussion specifi-
cally, he or she still may receive the 
appropriate information and guid-
ance for a patient with concussion. 
Myers notes that, generally, such 
recommendations would include:

• a delayed return to sports or any 
other activities that could cause head 
injuries;
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 n Accelerating care through 
improved EMS/ED 
communications

 n The evolution in the care of chest 
pain patients

 n Using collaborative agreements 
to expedite care to patients with 
substance use problems

 n The benefits of ED-based care 
coordination programs

COMING IN FUTURE MONTHS
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• brain rest, such as a delayed 
return to school or other cognitive 
activities;

• symptom management for 
headache, nausea, or other effects;

• neurocognitive testing to evalu-
ate the cognitive impact of the head 
injury.

Indeed, the next steps for Myers 
are to work with colleagues to make 
sure that providers are aware of what 
the diagnostic criteria are for concus-
sion and create new ways to facilitate 
the necessary follow-up care that 
patients who present with concus-
sion require.

“We are working with both the 
department of physical medicine and 
rehabilitation at our institution at 
Rutgers as well as the department of 
neurology to establish a concussion 
follow-up clinic where we will be 
able to refer our patients so that they 
get hooked into treatment down 
the road, whether it be for neuro-
cognitive testing or physical therapy 
— whatever they need in terms of 
outpatient care in a dedicated con-
cussion clinic,” Myers explains.

Another focus is to make sure 
that both young patients and their 
parents receive appropriate education 
about what care is needed following 
a concussion.

“That tends to be a big problem 
in our patient population,” Myers 
observes. “We have a very urban and 
low health literacy patient popula-
tion, so we are working on trying to 
provide better education.”

Myers also would like to see her 
study repeated at other institutions.

“If we are underdiagnosing 
concussion here at a Level I Trauma 
Center, then it is most likely be-
ing underdiagnosed at other places 
as well,” she says. “But maybe not. 
Maybe community hospitals do a 
better job of recognizing this.”  n
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1. There is a huge benefit to 

decreasing the number of 

patients who present with flu 

and the time in which they are 

infected with the flu virus, even 

though flu vaccines generally 

are between ____ efficacious, 

according to Bettina Fries, MD, 

FIDSA, chief of the division of 

infectious diseases at Stony 

Brook Medicine in Stony Brook, 

NY.

a . 10% and 20%

b . 20% and 40%

c . 30% and 60%

d . 40% and 50%

2. The big problem with flu from 

a public health standpoint is 

that once the genie is out of the 

bottle, it is extremely difficult 

to contain because:

a . patients are infectious about 

24 hours before they present with 

symptoms .

b . there are no treatments for flu .

c . flu patients do not 

usually follow physician 

recommendations .

d . flu patients delay seeking care 

for their symptoms . 

3. Unless they decline, which 

patients in the ED at Ben Taub 

Hospital in Houston undergo 

HIV testing?

a . Patients categorized as at risk 

for HIV .

b . Patients between the ages of 

20 and 60 years .

c . Patients who are sexually active .

d . Patients who undergo a blood 

draw for any reason .

4. Advances in testing for HIV 

enable patients presenting to 

the ED at Ben Taub Hospital to 

get results:

a . within 24 hours .

b . within eight hours .

c . within five hours .

d . within two hours .
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ED-based Universal Screening Helps Identify 
Patients at Risk for Suicide

With the suicide rate on the increase over the past 
decade, suicide is now the 10th leading cause 
of death in the United States and very much 

on the radar of public health authorities. Further, while 
The Joint Commission (TJC) requires accredited hospitals 
to assess for suicide risk in patients with behavioral health 
issues, studies suggest that a relatively high number of 
patients seeking care for nonpsychiatric issues are at risk 
of suicide as well. Many of these patients 
present to EDs for care, creating the 
opportunity to intervene.

However, can a universal screening 
approach for suicide be implemented 
efficiently in a busy emergency setting 
where taking care of acute problems is 
the primary focus? Parkland Hospital 
& Health System (PHHS) in Dallas has 
demonstrated that it can, and admin-
istrators there believe their approach, 
which also extends to the inpatient and 
outpatient settings, could be adapted 
for use in other hospital systems.

Think Creatively

The impetus for developing a 
universal screening program for suicide 
at PHHS stemmed from the clear clinical need for such 
an approach, explains Kimberly Roaten, PhD, CRC, the 
director of quality for safety, education, and implemen-
tation in the department of psychiatry at Parkland, and 
associate professor of psychiatry at the University of Texas 
Southwestern Medical Center. “We know from existing 
research that patients who die by suicide are much more 

likely to be seen by [primary care physicians] and emer-
gency medicine providers in the months and years before 
they die, and that they are much less likely to be seen by 
psychiatrists and psychologists,” she explains.

In addition, during a routine accreditation survey by 
TJC at Parkland in 2014, surveyors found that the hospi-
tal had neglected to conduct a suicide risk assessment for 
a medical inpatient who had a history of substance use. 

“Because he had that existing psychiat-
ric condition, according to a national 
patient safety rule, he should have been 
assessed for suicide risk, and he was 
not,” Roaten notes.

That incident, combined with the 
clinical need for screening, prompted 
administrators to think creatively about 
how they could both stop missing 
patients who were potentially at risk as 
well as pick up on occult suicide risk 
— cases in which patients only disclose 
suicidal thoughts or behaviors if they 
are specifically asked about them.

Guard Safety, Privacy

With more than 250,000 patient 
encounters per year, the ED at Parkland 

offers a rich opportunity for identifying suicide risk, but 
developing a way to implement a universal screen with-
out adversely affecting patient flow or capacity took some 
time. Safety issues also were a big concern.

“We very intentionally decided to put the screening 
questions in the triage process in the ED for a couple of 
reasons. One, we didn’t want patients in the waiting room 
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EXECUTIVE SUMMARY

The ED at Parkland Hospital & Health System in Dallas has implemented a 

universal screening program to identify patients at risk for suicide. A six-item 

suicide screen is administered at triage, with patients stratified into three risk 

groups based on their answers: no risk identified, moderate risk identified, and 

high risk identified. Patients receive specific interventions based on their risk 

group.

• Ninety-six percent of patients fall into the no risk identified group and re-

quire no intervention.

• Patients categorized as at moderate risk are evaluated by a social worker, 

connected to outpatient mental healthcare, and given printed mental health 

resources, including information about suicide warning signs and crisis 

hotlines. 

• For the high-risk group, which includes individuals who are reporting current 

suicidal ideation or a very recent suicide attempt , one-to-one monitoring and 

suicide precautions are implemented. These patients also require evaluation 

by a behavioral health provider.

• The universal screening approach also has been implemented in Parkland’s 

inpatient and outpatient clinical settings.

in the ED with suicide risk that we 
didn’t know about, so we wanted to 
ask them [these questions] as soon 
as possible, but we also wanted to 
pose these questions with a bit more 
privacy,” Roaten explains. “So, as the 
nurse is taking vital signs and asking 
other basic questions, that is when 
these [suicide risk screening] ques-
tions are asked, and more specifically, 
they are asked in the context of other 
psychosocial screening questions, 
such as questions about alcohol use, 
drug use, and domestic violence.”

Parkland uses the Columbia 
Suicide Severity Rating Scale (C-
SSRS), a validated six-item screen 
for patients 18 years of age and 
older. “Everybody gets question one 
and two, but if they respond ‘yes’ to 
question two, then they get ques-
tions three, four, five, and six. If they 
respond ‘no’ to question two, then we 
skip down to question six,” Roaten 
notes. All the questions are prompted 
through the electronic medical record 

(EMR), and it takes about two 
minutes, on average, to conduct the 
screen.

Developing an approach for how 
to respond to the screening results re-
quired some additional work, Roaten 
says. “The piece that was missing 
when we first tried to start this pro-
gram was a way to translate the stan-
dardized screening tool that already 
existed into the EMR in a meaning-
ful way that was user-friendly for 
frontline staff,” she explains. “So we 
created what we call the Parkland 
Algorithm for Suicide Screening. It is 
a weighting system for the screening 
items built into the EMR.”

For example, when the ED nurse 
asks each screening question, which 
she reads verbatim from the com-
puter screen, and then enters the 
responses of “yes” or “no,” the EMR 
will prompt the nurse to take ap-
propriate clinical actions, based on 
three distinct risk categories: no risk 
identified, moderate risk identified, 

and high risk identified. “The vast 
majority of our patients, about 96% 
in the ED, are completely negative. 
They say ‘no’ to all the screening 
items, and they fall into that no risk 
category,” Roaten observes. Most 
other patients fall into the moderate 
risk group, which is a very impor-
tant group in terms of efficiency and 
resource allocation, she says.

“In the past, we were sort of 
throwing the whole ball of wax at 
everybody, and, frankly, not just for 
suicide risk, but anything psychi-
atric,” Roaten observes. “We were 
putting everybody on one-to-one 
[monitoring] and taking away their 
belongings.”

However, under Parkland’s new 
protocol, patients categorized as 
moderate risk are evaluated by a so-
cial worker, connected to outpatient 
mental healthcare, and given printed 
mental health resources, including 
information about suicide warning 
signs and crisis hotlines.

Patients in the high-risk group 
include individuals who are report-
ing current suicidal ideation or a very 
recent suicide attempt such as within 
the past week. “These patients are put 
on one-to-one [monitoring], they 
have suicide precautions in place, and 
they are required to be evaluated by 
a behavioral health provider,” Roaten 
explains. “This could be a social 
worker with suicide risk assessment 
competency, a psychologist, a psy-
chiatrist, or a behavioral health nurse 
practitioner or physician assistant.”

Patients at high risk also would 
receive the same connection to 
outpatient mental healthcare and the 
same printed list of mental healthcare 
resources as the moderate risk group. 
“They could, of course, also be hospi-
talized for their suicide risk, but most 
are not,” Roaten notes.

In a study of the approach post-
implementation, investigators found 
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that 6.3% of patients presenting to 
the ED screened positive for sui-
cide risk at either the moderate- or 
high-risk level.1 Those findings have 
remained stable, with between 6% 
and 7% of all emergency patients 
consistently screening positive for 
suicide risk at either the moderate- or 
high-risk level, Roaten shares.

Notably, the universal screen-
ing program extends to Parkland’s 
inpatient and outpatient care set-
tings, too; however, the study data 
show that the odds of a positive 
suicide screen are higher in the 
emergency patient population. This 
finding could translate to many other 
EDs, but not necessarily all of them, 
Roaten advises. “In general, patients 
who show up in our Parkland ED 
have more psychosocial stressors that 
are associated with suicide risk factors 
than our patients who are traditional-
ly seen in our primary care settings,” 
she says.

For example, Roaten notes that a 
high number of emergency patients 
face financial and social stress. Many 
have limited social support, employ-
ment challenges, primary relationship 
issues, and psychiatric comorbidities. 
“There is just a higher concentration 
of people with these issues in the 
emergency setting than there is in 
other places, particularly at Park-
land,” she says.

Nurture Relationships

Although the universal screening 
program has been in place in the ED 
since 2015, administrators recall that 
in the early days of development, 
there were concerns about adding one 
more screening task to busy frontline 
providers. “The medical director of 
the ED at the time was concerned 
that it might slow them down,” ad-
vises Celeste Johnson, DNP, APRN, 

PMH, CNS, vice president of nursing 
for behavioral health at PHHS.

However, the data regarding the 
rising rate of suicides and the number 
of patients at risk who get missed 
when they visit healthcare providers 
proved convincing. “I think there was 
a basic belief that this was the right 
thing to do,” Johnson notes. “We did 
not believe we would have a large 
percentage of patients that would be 
of high or moderate risk of suicide, 
but we felt like it was worth those two 
minutes to screen.”

Johnson notes that Parkland is 
fortunate that it is a teaching facility 
and that it operates a psychiatric ED, 
but a key element to the screening 
program’s success is targeting resourc-
es in the community for patients who 
screen positive for suicide risk. “There 
is not a wealth of care providers in the 
community for mental health; it is 
always a little bit tougher to get into,” 
she says. “But we have really been 
fostering those relationships.”

With funding for indigent care a 
continuing challenge, the psychiatric 
ED has experienced longer boarding 
times of late for patients in need of 
psychiatric beds, observes Johnson, 
but she notes that for most patients 
who require handoffs to outpatient 
mental health providers, the effort to 
nurture relationships with other agen-
cies has helped tremendously.

Another key pillar of the screen-
ing program’s implementation process 
was education for all staff about 
suicide risk and the program’s com-
ponents. “We created two separate 
education modules — one went to 
the people who would actually be 
administering the suicide screen — 
the nurses and nursing assistants, 
and the other module went to the 
physicians, house staff, and everybody 
else,” Roaten explains. The people 
conducting the screening received 
basic education about suicide risk, 

including the statistics about the 
number of people at risk who are seen 
by primary care physicians or emer-
gency providers vs. behavioral health 
specialists. Further, this group was 
required to view a 30-minute video 
provided by the group that created 
the screening tool instrument, and 
they received some scenario-based 
instruction, including tips on how to 
respond to patients in problematic 
circumstances, such as when patients 
refuse to answer screening questions 
or patients state that they don’t want 
to see a behavioral health provider.

The second education module was 
much simpler, Roaten notes. “We did 
not require this group to view the vid-
eo,” she says. “Instead, it consisted of 
just the basic education about suicide 
risk, why we were screening for sui-
cide risk, and basic information about 
how it would work in our EMR.”

Address Early  

Challenges

One early issue that emerged was a 
small subgroup of patients categorized 
as high risk would want to leave the 
ED before they could be evaluated by 
a behavioral health provider. Some of 
these patients did not meet emer-
gency detention criteria, so the ED 
could not hold them. To alleviate this 
problem, administrators finessed the 
workflow so that behavioral health 
staff could respond to these cases 
quicker.

“We prioritized those activations 
in our ED so that we are very aware 
when those patients are asking to 
leave and need to be seen as quickly as 
possible,” Roaten explains. “We also 
have a very responsive police depart-
ment that will help us convince these 
patients to stay, and we have provided 
additional education for the nursing 
staff about how they might talk to a 
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patient about staying for the evalua-
tion even when they don’t want to.”

Further, there is now a report 
released every morning that identi-
fies any patient who was high risk, 
did not meet emergency detention 
criteria, and insisted on leaving the 
ED. “Then we follow up with those 
patients by phone, so our social 
workers will call them and try to do 
an assessment and make sure they 
have some kind of safety plan if that 
is needed,” Johnson observes. “The 
social worker will find out what the 
patient’s follow-up plans are, and 
sometimes those patients are ready to 
come back and really do need to be 
seen.”

There was some early hesitancy 
from the hospital social workers 
about getting involved in suicide 
screening. “They were fairly resistant 
to the idea of independently doing 
some of the suicide risk assessments. 
They were nervous about it,” Roaten 
notes. “But once we talked about 
what their clinical training looked 
like, and what their true competen-
cies were, we actually came to believe 
— and I think the social workers 
came to believe as well — that we 
were underutilizing their clinical 
skills.”

The social workers are fully 
involved in the screening program at 
this point, and they have embraced 
their role. “Now that we have gotten 
past that initial anxiety, it is very 
much a part of their clinical practice, 
and something they seem to be very 
proud of,” Roaten adds.

Hold Leaders  

Accountable

Now that there are ample data 
about the number of patients who 
screen positive for suicide risk and a 
formalized risk stratification process 

that dictates what the next steps 
are for these patients in terms of 
interventions, administrators hope 
to turn their attention to measuring 
results, a task that is not without 
complications.

“We are looking at a number of 
different types of outcomes. Obvi-
ously, one of the biggest limitations 
with suicide research data has been 
our limited ability to use suicide as 
a true outcome variable,” Roaten ex-
plains. “It is a rare enough event that 
it is very hard to get the power you 
need statistically, but with a program 
this size we can do that.”

Investigators hope to focus on 
what specific elements of the pro-
gram lead to reductions in suicide — 
the screening itself or perhaps specific 
interventions. 

“We are looking at suicide 
outcomes, but we are also looking 
at other things like return visits for 
suicide attempts or other types of 
self-inflicted violence,” Roaten notes. 
“We are looking at ED recidivism 
and connection to appropriate out-
patient mental healthcare, so we are 
definitely taking that next step and 
trying to look at this prospectively.”

Roaten’s advice to other hospitals 
that are thinking about traveling a 
similar road regarding suicide screen-
ing is to first thoroughly investigate 
what the existing behavioral health 
resources are, and how such resources 
might be leveraged into more active 
engagement with the hospital. “If 
you don’t have a psychiatrist on site, 
is telehealth an option?” she asks.

The screening isn’t the issue so 
much as putting the appropriate 
response mechanisms in place. 

“If you approach an emergency 
medicine director with the idea of 
universal suicide screening with no 
idea of how to actually respond to 
patients, you are dead in the water,” 
Roaten cautions. 

Also, put specific people in charge 
of the program, and make them ac-
cessible and responsive to stakehold-
ers, Roaten advises. She notes that 
this approach worked well at Park-
land as she, Johnson, and another 
co-leader who primarily worked in 
IT were very invested in personaliz-
ing their roles in the suicide screen-
ing program.

“If the medical director of trauma 
services had a problem with the sui-
cide screening or felt that something 
was not right with the workflow, I 
wanted him to call me directly to 
figure it out,” she explains. “The three 
of us tried from the very beginning 
to take a lot of responsibility for this 
so that it wasn’t one more thing that 
an emergency nurse or physician had 
to do without a reason and a face at-
tached to it. We tried very hard to be 
consistent with that, and we continue 
to do that now.”  n
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