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In recent years, the importance of routine HIV screening in
health care settings has become increasingly evident.

Introduction

Early detection and diagnosis are crucial in managing HIV, improving patient outcomes and reducing transmission
rates. As of 2022 there were an estimated 15,700 people in the state of Colorado living with HIV, and only about
55.5% had achieved successful viral suppression.!

Additionally, approximately 13.2% of people living in Colorado with HIV are unaware of an active infection and can
transmit the virus to others without knowing.!

Over recent decades, people with HIV have been increasingly able to live long, healthy lives due to improvements in
antiretroviral therapy. However, meaningful discrepancies exist in who benefits from the advancements in HIV care,
with ethnic and racial minorities being disproportionately affected.?

HIV screening and linkage to care are critical services that we have the
opportunity to provide to patients in Emergency Departments (ED).

Frequently, ED visits serve as touch points for patients who may not otherwise interact with the medical system.
The University of Colorado Emergency Department cares for over 110,000 individual patients per year presenting
a significant opportunity to offer services that these individuals might otherwise be unable to access due to limited

health care availability.
Historically, HIV screening tests were only ordered by the ED providers*. However, we felt there was an opportunity

to expand screening to a large population by leveraging various strategies outlined in the AMA's HIV, STis, Viral
Hepatitis and LTBI Routine Screening Toolkit, specifically implementation of various clinical decision support tools.

*Providers, according to the University of Colorado for the purposes of this case study, refers to MDs, DO, NPs and PAs.
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Historically, HIV testing was only offered if the patient
requested a test or had a relevant chief complaint that
prompted the provider to offer screening.

However, there was variability in the process and screening was ultimately at the provider’s discretion which led
to missed opportunities for increased testing. During our participation as a member of the AMA's HIV, STis, Viral
Hepatitis and LTBI Routine Screening Toolkit pilot from October 2023 - March 2024, we set out to increase
our departmental HIV testing by automating the ordering process, revamping the HIV pathway, and providing
comprehensive education to staff.

Approach

We utilized various strategies of the AMA
toolkit to facilitate our approach.

The first strategy was designing a flowsheet in the Electronic
Health Record (EHR) with question logic. Our idea was to
incorporate the Denver HIV Risk Score Tool® as the basis for
the flowsheet logic. This is an externally validated scoring
system that considers various demographic, clinical and
social factors to estimate the risk of HIV infection.?# A higher
score indicates a patient may be at a higher risk of HIV
infection, and as a result, should be tested. We chose the

BPA to fire at moderate or high to increase the number of
patients screened.



During initial screening a nurse asks a variety of questions to the patient and captures their response in the EHR’s
flowsheet section (Figure 1). Each question is assigned a value which is summed to give a total score. The next
step involves a Best Practice Advisory (BPA) alert that triggers if patient scores moderate or high on the flowsheet
(Figure 2). This BPA directs the nurse to the HIV pathway where they are given a reference on the next steps of
patient care related to HIV concerns (Figure 3). Pathways are standard tools we utilize in our organization in order
to decrease provider variability and serve as an evidence-based guide for managing a variety of scenarios. The HIV
pathway can be directly opened from the BPA or is accessible through the main screen of the EHR. This allows our
HIV pathway to serve as a central resource for providers and nurses to access and streamline patient care.

The first part of the pathway from the BPA explains why consent is not explicitly needed but the patient must still
agree to testing. The order for the test is linked directly in the pathway and once clicked populates in the order
section of the EHR.

This allows for ease of ordering and limiting the number of clicks. After the nurse agrees to order the test, it
describes the next steps which includes informing the provider. This gives the provider the chance to counsel the
patient about the test and its potential results. If the test is negative the patient can be given resources for the PrEP
clinic as well as access to the patient navigator whose role is to facilitate appointment scheduling and ensure follow
up if the patient wishes.

If the patient has a positive test, confirmatory testing is ordered in addition to a consult with the HIV linkage to care
coordinator. This consult order is directly embedded into the pathway and links to the EHR. In addition, there is a
newly built direct link for a group chat function in the EHR. During normal business hours the primary RN will utilize
this link to message the active linkage to care coordinator to facilitate follow up. Overall, the pathway is diverse and
serves as a central hub for the team to provide the best HIV care by seamlessly interacting with the EHR, including
order placement.

Figure 1: Initial Screening Questions

HIV Risk Questions (Metro Denver Only)

@ Have you ever been tested for HIV?
Yes No Unable to assess FE M

@ Have you ever tested positive for HIV?
Yes No FBZ O

@ Have you ever injected drugs?

9=Yes 0=No Unable to assess O

@ What race or ethnicity do you identify with?

9=Black 3=Hispanic 0=Neither black or hispanic Unable to assess Ea|

@ When you have sex, do you have sex with men, women, both, or neither?

22=Men or Both 0=Women or abstains from sex Unable to assess B

@ Calulated HIV risk score (age and gender automatically included in calculation)




Figure 2: Best Practice Advisory (BPA) Alert
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BestPractice Advisory - Sepsis, Testamc

Attention (1)
(@ HIV Screening Pathway (# 2524)

This patient has a moderate to high Denver HIV risk score or qualifies for other resources. Open the HIV
Screening Pathway below to order the HIV screening test and access other resources for patients. No
additional consent is required.

Tell the patient: "We are an HIV testing site. Based on screening questions we ask all of our patients, | recommend we add the
HIV screen test to your workup today.”

& Open HIV Screening Pathway
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Figure 3: Reference on the next steps of patient care
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Quick Orders Has the patient ever been
tested for HIVZ
« HIV 1/2 Antibody/Antigen J\
Screen test No Yes
No ———————————  DidtheBPAfireforrisk? 4——— No — Does the patient self report a
‘ positive HIV diagnosis?
VYes |
v Yes

+

Does the patient agree to HIV
Test?

Does patient have established  Yes
HIV care? \ ED RN
EDRN + Gonsent not needed

‘ + Recerd in Epic

No
+ Offer additional prevention ¢ 7 \ i
information Ves
o CDC Safer Sex Handout + i
(English, Spanish) ED RN Does patient consent to speak
to the HIV Linkage to Care
Coordinator?
= Order HIV 1/2 Antibody/Antigen Screen test
= Send test in gold top tube ‘
« Secure chat provider on Epic that HIV test was sent e
- If patient has question about HIV test, reach out to provider to 1
support communication to patient
Note: Patient should NOT be discharged before test resut returns — s it M-F, 8a-4p? —  Yes
J No
ED Provider Whatis the resuit of the HIV EDRAN ‘ ‘ EDRN
Test?
+ Discuss PrEP clinic with 4—— Negative + Consult ED Social Worker for New HIV * Gonsult HIV Linkage to Care
patient, AND diagnosis Goordinator
« If patient is interested, OR « Epic Secure Chat the group
consult patient navigator . *AMC HIV Linkage and
s Conech ;?jg;‘ﬂ'“‘jv Frkaron oW HIV Retention Services Staff" and
cc ED provider
o Incude:
« Patient name, AND
+ MRN, AND
ED Provider Social Worker
« reason for message:
“HIV positive without
« Directly give HIV-positive preliminary test results and inform the + Meet with patient established care' OR
patient that a confirmatory test is being sent . i “Positive HIV screen
Use dotphrase .hivdx i

Patient Navigator

Consult HIV Linkage to Gare Goordinator
Obtain CD4 and HIV-1 RNA (viral load)

Confirm patient contact information
Inform patient that a HIV Linkage to Care

: ;:ﬁ‘é‘s:: TEP Goominator o Note: HIV Linkage to Care Coordinator willfollow up on labs Coordinator will contact them within the fl'ﬁﬁ?if&??ﬁ?a

P — « Secure chat ED RN that consult has been placed and to complete next business day the patient's phone
el the next steps of the HIV Pathway - Route note to *P AMG INFECT DIS Sacial number (or emergency

N Services OP" contact if they don't

have a phone number)

!

HIV Linkage to Care Coordinator

- Report new HIV diagnosis to CDPHE

« Give patient the confirmatory test results
and link to patient medical care

Zoom in or print for an easier review A
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Challenges & Solutions

We faced a number of challenges during implementation ranging
from care team discomfort with screening to ongoing monitoring
and editing of our EHR tools.

At the University of Colorado Emergency Department, patients go through an intake process and, as a result, not
every patient receives all screening questions. This limits the number of patients who are receiving the Denver HIV
Risk Score Tool questions. However, providers are still free to order HIV testing on anyone interested in the ED.

Another challenge we faced was continued nursing engagement. Our screening method relies on the nursing staff
to ask sensitive questions regarding sexual practices and racial/ethnic background. A survey was given to nursing
staff who ask the risk assessment questions and it was noted that 27% of respondents felt uncomfortable asking
questions around sexual practices. Specifically, it was noted that they did not always see the relevance of sexual
history to the patient’s overall ED care. They also did not want patients to feel discriminated against or fear that their
care may change based on their answers. It was also noted that 47% of nurses felt uncomfortable asking about race
or ethnicity. They cited similar reasons including not seeing the relevance to patient care.

Our solution to these concerns was focused on improving nurse comfort in asking these questions. We were able to
utilize a toolkit strategy of utilizing sex positive messaging. The language that accompanies the BPA was updated
after receiving frontline staff input. Another concern noted was around requiring additional consent.

By directly calling out this concern in the pathway and explaining the “why” we were able to decrease
apprehension from staff. By providing this to staff they have noted feeling more comfortable when asking sensitive
questions around HIV. We had interdisciplinary champions attend nurse huddles to provide reminders on the
importance of this process as well. In addition, we created educational flyers (Figure 4) that provided more
context to the process.

The flowsheet, BPA, and pathway all require consistent monitoring and edits.
Initially, the nursing flowsheet logic did not include an area for free text. We
felt this was an important area that we wanted to track and determine
specific reasons in real time as to why they may not be able to

assess an answer. In addition, there are regular updates to

the pathway to ensure the most up to date information

is provided.




Figure 4: Educational Flyer

HIV SGREENING
IN THE ED

UC Heallth is one of six pilot sites identified by

the American Medical Association to improve

HIV screening in the emergency department,
and we need your help!

HIV DISPROPORTIONATELY
IMPACTS GERTAIN
GCOMMUNITIES

« Black/African American
individuals aged 13+ make up
around 12% of the US population
but account for 40% of people
with HIV

Hispanic/Latino persons aged 13+
make up 18% of the population
but account for 25% of people
with HIV

7
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Men who have sex
with men (MSM) are

1in 8 people living
with HIV don't know
that they have the
virus

COLORADANS ARE
CURRENTLY LIVING
WITH HIV, AND
FEWER THAN HALF
ARE ON APPROPRIATE
TREATMENT

PEOPLE ARE

ESTIMATED TO BE
Iﬁ“ n“n LIVING WITH
] UNDIAGNOSED HIV IN

THE UNITED STATES

HIV screening at

UC Health - an RN the most affected
based screening group in tr;e Usé
initiative accounting for 70%
Bedside RN of the 32,100

estimated new
infections in 2021

completes HIV

screening questions
a with each patient

HIV screening, prevention,

A patient’s
individual risk is RN is prompted to order Ond treatment are not
calculated based HIV test for medium and H H
onthueDsnverHIV high risk patients eqL“thIy reGChlng people

risk score

who need it most, but we
are trying to change that

Provider follows up
results, links patient to
appropriate prevention or
treatment

Sources
https://www.hiv.gov/hiv-basics/over -and-trends/impact-on-racial-and-ethnic-minorities/
https://aidsvu.org/local-data/united-: Ic




After implementing strategies outlined in the AMA's HIV,
STls, Viral Hepatitis and LTBI Routine Screening Toolkit at the
University of Colorado, we noted a variety of improvements

to our HIV screening process.

First, there was an increase in the number of
patients screened for HIV after presenting to

the ED. Compared to the pre-pilot data there
was a 20% increase in the number of patients
screened. In addition, we had 100% success

in linkage to care as defined in the AMA’s HIV,
STls, Viral Hepatitis and LTBI Routine Screening
Toolkit. Finally, 90% of the nurses surveyed were
in support of the additions to the BPA language
and pathway.

Next Steps

During the pilot, we noted
a high number of patients
with moderate or higher
risk for HIV infection.

Building upon this work, the next logical step is
augmenting our prevention efforts by offering
patients PrEP in the ED. Being able to offer PrEP in

the ED for those patients who scored moderate or
higher on the scoring tool and are at a higher risk for
infection would not only enhance patient care but
also continue to broaden our public health initiative
by attempting to reduce the overall incidence and

transmission of HIV in our community.
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