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Abstract
Objectives—Of the 1.1 million people in the United States infected with human
immunodeficiency virus (HIV), more than 20% are unaware of their infection. To increase early
diagnosis and treatment, New York State recently passed legislation mandating that HIV testing
be offered to all patients, ages 13 to 64 years, receiving health care services. Implementation of
this legislation is complex, especially in the emergency department (ED). This study explores ED
providers' perceptions of the factors affecting the implementation of the law.

Methods—The authors conducted six focus group sessions and three in-depth interviews with
ED health care providers from two New York City teaching hospitals. Sessions were audiotaped
and transcribed. Data were coded and summarized thematically through an iterative process after
each session.

Results—A total of 49 providers participated and data saturation was achieved. Six factors were
identified that predispose a provider to offer an HIV test: 1) self-efficacy, 2) behavioral intention,
3) the testing process, 4) provider knowledge of the legislation, 5) type of HIV test, and 6) follow-
up procedures. Five factors were identified that enable providers to offer an HIV test: 1) resources
related to time, 2) space, 3) staff, 4) type of test, and 5) timing of the offer. Improving access to
HIV testing, linkage to care, and public health were all key factors in reinforcing providers' desire
to offer HIV tests. Concerns regarding overall cost saving and coverage for the test were indicated
as barriers that needed to be resolved in order to reinforce the providers to offer an HIV test.

Conclusions—Understanding the factors influencing the practice of ED providers charged with
carrying out this mandate is critical. Despite earlier research that indicated that offering HIV
testing to ED patients is largely influenced by cost, this study found additional factors that are
important to consider to effectively implementing HIV testing in the ED.

INTRODUCTION
Recent estimates suggest that 1.1 million people in the United States are currently living
with human immunodeficiency virus (HIV).1 Despite intensive public health initiatives,
approximately 25% of HIV-positive people in the United States remain unaware of their
HIV status.2,3 Early identification of persons living with HIV is critically important because
it decreases HIV transmission and avoids treatment delays, which can compromise life
expectancy.4 For over a decade it has been acknowledged that the emergency department
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(ED) visit may provide an important opportunity to initiate screening services for millions of
Americans who have no other source for these services.5,6 In 2000, the Society for
Academic Emergency Medicine (SAEM) Public Health and Education Task Force (PHTF)
published a set of recommendations that supported offering HIV screening as part of routine
emergency care.5,6,7 Despite these recommendations, most EDs do not routinely offer HIV
testing.8

In recent years there have been a number of policy changes and recommendations aimed at
increasing HIV testing. In 2006, the Centers for Disease Control and Prevention (CDC)
published revised recommendations for rapid HIV testing in health care settings, including
EDs.9 The CDC called for non-targeted rapid HIV screening in locations where prevalence
rates are estimated to be greater than or equal to 0.1%. Additionally, the CDC
recommended: 1) incorporating informed consent for HIV testing into the general medical
consent process using an opt-out approach (i.e., notifying patients they will be tested for
HIV unless they specifically decline), and 2) uncoupling prevention counseling from testing.

In response to these recommendations, in 2010, New York State enacted legislation (S.8227/
A.11487) aimed at increasing HIV testing and promoting linkage of HIV-positive persons to
appropriate medical care. A key provision of the legislation states that HIV testing must be
offered to all persons (universal) between the ages of 13 and 64 years receiving health care
services, including care in the ED.10 Implementation of this legislation is difficult,
particularly in the ED, given the acute sporadic nature and often lack of structured follow-
up.11

A number of studies have previously identified potential barriers to HIV testing
implementation including lack of resources.12,13 In addition, others have noted that ED staff
buy-in13 and linkage to follow-up care for newly diagnosed cases14 are necessary for
successful implementation.15 Given the current legislation, it is important to understand the
factors necessary for successfully implementing a mandatory offer for HIV testing in the
ED. Our study seeks to use qualitative methods to explore ED providers' perceptions of the
factors that predispose, enable, and reinforce the provision of offering universal HIV testing
in the ED.

METHODS
Study Design

This was an exploratory, qualitative study using focus groups. Institutional review board
approval was obtained prior to recruitment of ED providers and all participants provided
written informed consent before focus groups or interviews were conducted. Participants
were compensated for their participation. The nurses and residents were given $50 for their
participation, and the attendings were given a $10 coffee gift card.

Study Setting and Population
Participants were recruited from two urban EDs in New York City. Site 1 is tertiary care
center and a Level I trauma center that has 850 inpatient beds and over 83,000 ED visits
(pediatric and adult) annually.16 Site 2 is a tertiary care center with 977 inpatient beds and
more than 130,000 ED visits (pediatric and adult) annually. At the time of the focus groups,
the process of implementing this legislation was already underway at both sites. An order set
for HIV testing had been incorporated into the electronic medical record at site #1 five
months prior to the study. Prior to the legislation, HIV testing had not been previously
available to ED patients at this site. At site #2, HIV testing counselors who offered a rapid
bedside test had been available during regular business hours for four years prior to the HIV
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testing law. At the time of the study, site #2 was transitioning from its previous model to one
similar to the one implemented at site #1.

The population of interest was clinicians at both study sites. To recruit subjects, we
contacted all attending emergency physicians (EPs), residents, and nurses at both sites via e-
mail and offered everyone the opportunity to participate. Recruitment was also facilitated by
a nurse or physician at each site who informed potential participants about the study. For the
EP focus group sessions, we conducted the session following a weekly staff meeting, and for
the residents our session followed a weekly study session. Nurses' interviews and focus
group sessions were conducted at mutually convenient times for the participants.

Our convenience sample included 19 nurses, 17 residents, and 13 EPs. The nurses and EPs
each work only at one site, and the residents rotate at both sites. Each focus group included a
homogenous group of providers (e.g., only residents) to allow for participants to
comfortably share their views. In total, six focus groups were conducted, two each for
nurses, ED residents, and EPs. The number of participants in each focus group session
ranged from 4 to 12, with an average of seven participants per focus group session. Three
interviews were conducted with nurses from site 2.

Study Protocol
Researchers have used qualitative methods to identify factors that influence implementation
of clinical protocols and research protocols among ED personnel.17–19 These same methods
can be used to assess ED providers' implementation of policy initiatives and mandates.
Focus groups and open-ended interviews were conducted with ED providers. The focus
groups allowed for the gathering of a large amount of information in a relatively short
amount of time, and permitted participants to use their own words to answer open-ended
questions and to freely react to each other's responses.20 Individual interviews were
conducted with some participants due to the inability to coordinate their schedules for
attendance at a focus group session. All interviews and focus groups were conducted using
the same questions and by the same moderator (RS). Data collection continued until
saturation of data was reached.

Following completion of the informed consent process, ground rules were introduced to
improve the understanding of the purpose of the focus groups and interviews and to ensure
flow. Each focus group session was moderated by the first author (RS) who has experience
in conducting focus groups; a second member of the study team (RR) recorded field notes.
The interviews were conducted by the first author (RS) in a private conference room. Each
focus group session and interview lasted approximately one hour. The moderator
summarized the key points at the end of each question, which served as member checks.
Peer debriefing among the members of the research team occurred following the sessions.

Development of Qualitative Discussion Guide
The discussion guide included questions covering the opening, introductory, and transition
periods of the session,21 and was informed by the Predisposing, Reinforcing, and Enabling
Constructs in Evaluation (PRECEDE) portion of the PRECEDE-PROCEED model of health
program planning and evaluation.22

Predisposing factors appeal to people's motives for behavioral change and can include
beliefs, attitudes, knowledge, values, self-efficacy, behavioral intentions, and existing
skills.23 Within the PRECEDE-PROCEED model, enabling factors facilitate behavior
change. Enabling factors include resources, conditions of living, societal supports, and skills
that facilitate a behavior's occurrence.24 They can be as simple as available space, materials,
or reminders.25 Reinforcing factors include the incentives and rewards and increase the
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probability that the behavior will recur at the next opportunity.26 Focus group questions are
listed in Table 1.

Audio recordings of the focus groups and interviews were transcribed verbatim into
Microsoft Word documents. Coding began after reading each transcript at least twice and
highlighting the relevant ideas. The informants' words guided development of the codes.
Theoretical saturation was achieved when no new patterns appeared in our data.21 The
PRECEDE portion of the PRECEDE-PROCEED model of health program planning and
evaluation22 was used to guide the coding framework.

RESULTS
Predisposing Factors

We identified six factors that predispose providers to offer an HIV test. These factors and
representative quotations are presented in Table 2. Individual knowledge, attitudes, and
beliefs that affect a provider's decision to offer an HIV test included: 1) self-efficacy, 2)
behavioral intention, 3) testing process, 4) provider knowledge of the legislation, 5) type of
HIV test, and 6) follow-up procedures.

Participants did not feel that HIV testing in the ED aligned with their personal vision of an
EM provider. For instance, one EP said, “This is not within our scope of practice.” This
sentiment was shared across providers as one nurse explained, “we believe in the true
definition of emergency care.” Perhaps as a result of their attitudes towards this legislation,
some providers described offering the test in a way that patients might refuse to be tested.
One resident reported “I spin it in a certain way,” so that patients will not want to be tested.
Another resident explained, “So if I was doing it in good faith then…I think I would
probably be getting a lot more people that would be like, yes, absolutely, please.” Some
providers reported that they routinely tell their patients the cost of a Rapid HIV test (about
$85), and that it will likely not be reimbursed by their insurance company. In contrast,
providers admitted that they do not routinely discuss the costs of other tests performed in the
ED, which reflects their biased attitude towards performing HIV testing.

In addition to self-efficacy, there were many different views among participants on who
should make the offer for HIV testing to patients. One resident questioned, “But I was
wondering why it has to be the MD, himself?” An EP suggested that “And many other
places, the nurses are the ones that ask… It's done in triage.” Yet, another nurse said, “in an
ideal world, it would be a nurse!” Predisposing factors were also related to provider
knowledge of the legislation, the test, and follow-up. There was a mixed level of knowledge
about the actual legislation. For instance, one resident said “I didn't even realize we had that
law.” The moderator asked participants in each group about the age range for which the
legislation applies. One EP confidently stated “right, up to age 55,” when in fact the
legislation includes persons through age 64 years.

Providers also expressed a lack of knowledge about follow-up after an HIV test. One nurse
questioned, “So who is following up? …Who is making that phone call when the blood test
comes in how ever many days later, to let them know, to counsel them over the phone, in
Spanish?” Overall providers expressed frustration at their lack of knowledge, and as a result
felt ill-equipped to offer HIV testing to their patients.

Enabling Factors
We identified five factors that enable providers to offer HIV tests. These factors and
representative quotations are presented in Table 3. In particular, resources related to time,
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space, and staff were highlighted as enabling factors. Moreover, the type of test and the
timing of the offer have the potential to enable providers to offer HIV tests.

Providers at both sites felt that it was critical to have the proper resources to allow them to
be able to do the testing properly. Participants discussed how patients already have long wait
times, and testing patients for HIV would only lengthen their stays. One resident commented
on the resource of time as being “the biggest complication in the whole thing is…two things,
one, they're waiting longer, and then, two, the time from the ED staff.” There was an
appreciation across disciplines about the value of everyone's time as one nurse said,
“Frankly, our doc's time is valuable. I have a hard enough time getting them to see my
moderately sick patients or a really sick patient.”

Another important resource that would enable implementation of this legislation is staff.
Many participants explained that the EDs are already understaffed. A nurse said, “We're
chronically short of staff.” In thinking of how to enable HIV testing, one EP suggested that a
staff person be dedicated to HIV testing, “I'd rather not even ask the physician or the nurse,
I'd rather have it just be a 100% the staff person.” Another resident had a similar idea: “you
want to have separate state or federal or public health agents in an emergency department
doing public health initiatives and using that as their gateway to the population and vice
versa, I think it's great.”

Two issues related to space included privacy and overcrowding. Participants expressed
concern about the ability to offer an HIV test in a private setting. One nurse explained,
“There is not a lot of privacy out there, and people already get a little offended when you ask
them in an open space in the waiting room.” The other issue related to space is
overcrowding. Participants did not feel that their EDs were resourced with enough space to
enable this legislation to be successfully implemented. Participants expressed their
frustration at already not having enough space in their ED. One nurse said, “We opened a
whole new area, and our ER was still full when we walked in last night.” As a result,
without extra space being allotted for this testing initiative, it would cause even further
overcrowding.

An additional enabling factor for implementation of this legislation is the type of test being
offered. Providers felt that to enable efficient testing and proper follow-up then a point-of-
care test was necessary. One EP stated, “There has to be a point-of-care testing or rapid
testing.” In addition, there were concerns over using a blood draw as a means of testing
patients because as one EP said, “They find out it's a needle, they don't want it.” Another
nurse explained, “This population believes if you take multiple tubes of blood from them
you're draining their blood.” Cheek swabs were seen as an enabler in that they are “about
99.9% accurate, so it's not like patients are getting false positives when you're doing that”
[nurse], but other nurses said they would prefer to do blood draws because “I do it all the
time and feel comfortable and won't need to be trained.”

The final enabling factor that we identified is timing of the offer. A resident explained that
“if it's done from the very beginning, then this does not lengthen the patient's ED length of
stay.” However, as one nurse exclaimed, “and not that that is every patient, but it tends to be
that if it's not done with those initial labs, it's much later in the process.” More specifically,
another nurse described, “I've had one or two occasions where the blood was drawn and then
three or four hours later we get around to the question, and then they (patient) say yes, and
that is an annoyance.”
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Reinforcing Factors
We identified five factors that have the potential to reinforce providers to offer HIV testing.
These factors and representative quotations are presented in Table 4. Improving access to
HIV testing, linkage to care, and public health were all key factors in reinforcing providers'
desire to offer HIV testing. Concerns regarding overall cost savings and coverage for the test
were indicated as barriers that needed to be resolved in order to reinforce the providers to
offer HIV testing.

There was an overwhelming sense that this legislation would increase access to HIV testing.
In particular, one resident said that this will “catch the population that would not otherwise
be tested.” Despite the predisposing factor that many ED providers do not want to be
primary care providers, there was an acceptance at least among some; as one resident said,
“We are, as much as we don't like it, at the forefront of primary care for a lot of people.”
Another resident added that “I would think for the public…some people who are
disconnected with medicine would come in and this would be an opportunity for them to be
tested.”

In addition to access to HIV testing, participants reported that this legislation has the
potential to link people to HIV care. One resident recalled, “I just had a person the other day
who I felt he had no clue when he tested positive, and now he's going to be plugged into
CSS (HIV clinic at site 2)…and I just think that for me (that) completely made a difference.”
Another resident acknowledged the potential for improving access to care as she explained,
“If you think about the benefits to people who are randomly getting tested and coming up
positive and getting CSS follow-up here.”

Participants also thought that the legislation had the potential to improve public health. One
nurse said, “This is the way of seeing a public health initiative to really help identify people
and save people from going undiagnosed.” Another resident appreciated that this legislation
had the potential to “control the ripple effect,” which could be achieved because as one
nurse said, “if people know they're HIV positive, like you said, the risky behaviors may
stop.”

Providers wanted to know if this legislation would ultimately be cost-saving. One EP
questioned, “The other thing that we don't talk about is the cost and the cost to society, the
cost to the health care system. And you know for sending all these tests, you know for the
amount you're really going to identify, it clearly is an overall beneficial cost benefit.”
Participants thought that it was important to understand and capture the actual cost savings
involved in implementing this legislation.

Coverage for the testing was a concern among many participants, with a sentiment that if the
test was covered then providers would be more willing to offer the test. A nurse was
concerned over, “So who pays for this? The majority of our patients are not insured. ” There
was an acknowledgement as one resident said, “This idea is actually a great idea if the state
is willing to foot the bill and the resources.”

DISCUSSION
While EDs may have an increasingly important role in mitigating the HIV epidemic,27,28 it
is not clear how best to screen patients. Our study informs current practice and provides
useful information on factors necessary for offering HIV testing in the ED. Findings from
this study demonstrate that legislation alone will not allow for the successful implementation
of a mandatory offer for HIV testing. This is the first qualitative study to examine ED health
care providers' perceptions of factors that predispose, enable, and reinforce the provision of
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offering universal HIV testing in the ED. Future efforts at implementation of mandatory
HIV testing should consider the factors described in this study.

Predisposing Factors
A predisposing factor that will be difficult to address is the lack of self-efficacy that the
providers felt when carrying out this legislation. Many of the ED clinicians felt that this
mandate was beyond their scope of practice, which is to care for patients with emergent or
acute complaints. Providers felt the mandate was distracting and a burden for them, and that
they were already overwhelmed with their current clinical responsibilities. Moreover,
providers described that this effort was best left to primary care physicians who have
established relationships with their patients, and could discuss the issues surrounding HIV in
a quiet and private setting that is not rushed. These findings are similar to those of previous
studies that have found that EPs support this effort as a public health measure as long as it
does not interfere with patient care delivery.29

Another predisposing factor that should be addressed is lack of knowledge on the part of
clinicians. It is unclear whether the lack of knowledge is reflective of ineffective training, or
a lack of “buy-in” and concern that the ED is not the appropriate location for HIV testing.
Future research should focus on how to best motivate ED staff to carry out a public health
initiative of this type.

Enabling Factors
Emergency department providers identified a number of enabling factors that would allow
for HIV testing in the ED to be more effective. They identified that the HIV tests should be
offered earlier in the ED stay, perhaps in triage; as many providers forget to ask the patient
until the end of the ED visit when the patient is ready to leave, at which time the patient
almost always declines. Second, ED providers expressed the need for additional resources,
such as dedicated HIV counselors and technicians who could perform rapid testing, which
has been cited in other studies.13 The original SAEM PHTF recommendations for HIV
screening in the ED setting were based on the assumption that sufficient resources were
available to support these activities.6 Despite the mandatory nature of the current screening
program, NY State has not dedicated resources to support HIV screening. Third, use of rapid
HIV cheek swab might be more appealing to patients,30 and could be performed by staff
dedicated for this purpose. Rapid bedside oral testing was not chosen in these two EDs
primarily because of the need to train many providers, including those who rotate through
the ED. As a result, a rapid blood lab testing model was chosen, which eliminated the need
for ordering test kits and providing staff training.14,31

In our study, time was an important enabling factor to implementing routine HIV testing.
Similar to other studies, EPs reported spending less than 10 minutes with each patient at the
bedside, and they used this time to address only acute problems.8 Finally, providers
explained that they did not know what to do about follow-up care if the patient were to test
positive, or what to say to a patient who tests positive. Previous studies have shown similar
results where lack of opportunity for follow-up of HIV test results may prevent EPs from
obtaining the test.32 To successfully implement this legislation, coverage for test kits as well
as for additional staff or provider time is critical, as long waits in the ED have become a
chronic and prevalent problem, especially in large urban settings.33,34

Reinforcing Factors
Addressing issues related to resources is a key factor in successfully implementing this
legislation. There is a widespread perception that funding and reimbursement options do not
exist to cover the costs of routine HIV testing,35 which was echoed by providers in this
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study. The cost of rapid test kits is not currently reimbursed by many private or public
funders, and as a result, providers were concerned about passing the out-of-pocket cost onto
their patients.36

Despite the fact that the providers were in many cases resistant to the concept of routine
HIV testing in the ED, when explored further providers understood the potentially positive
affect of HIV testing in the ED, and its achievement as a public health measure. Providing
ED clinicians with data from their own practice, which highlights the effect of their HIV
testing efforts, has the potential to reinforce providers' screening efforts.

LIMITATIONS
This study was conducted at two large academic urban EDs and the findings may not be
generalizable to all EDs; providers in community, suburban, and non-academic EDs may
have different perspectives regarding this legislation. Our sample was a convenience sample
and the participants may have particular biases about HIV testing, which may have
influenced their decisions to participate in the study.

CONCLUSIONS
Findings from our study illustrate the factors necessary to successfully implement a
mandatory offer for an HIV screening test in the ED. Despite New York State legislation,
which mandates providers to offer HIV testing to all ED patients, there are a number of
factors that need to be addressed before this will be effectively carried out by ED providers.
Particular attention should be paid to providers' self-efficacy related to and knowledge of the
legislation, appropriate supportive resources, and the testing type and process, in order to
allow for effective implementation of HIV testing in the ED.
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Table 1

Focus Group and Interview Questions

1) What is your interpretation of the legislation?

2) What is the current strategy for implementing this law in the ED?

3) What do you perceive as barriers to implementation of the NY State HIV testing law?

4) What are your ideas about strategies for overcoming these barriers?

5) What are some of the ways that the care that you provide might benefit through implementation of the NY State HIV testing law?

6) What are the necessary steps or changes in the old system to achieve higher testing rates in the ED?

7) Can you describe step by step what happens when a patient enters the ED?

8) Are there any other thoughts about the implementation of the NY State HIV testing law that you did not get a chance to share that you would
like to share now?
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Table 2

Predisposing factors: individual knowledge, attitudes, and beliefs that hinder offering an HIV testing

Factor Explanation Quotes

1. Self-efficacy HIV testing in the ED is not
aligned with the vision of an ED
provider

• “This is not within our scope of practice (attending physician)”

• “There are too many other fires to put out to take up this preventive
health cause… and none of us signed up for careers in preventative
medicine (attending physician)”

2. Behavioral intention Offering the test in a manner that
patients will decline to be tested

• “I think a lot of us actually ask at the end of the visit because there is a
lot of opposition to this law, like quite a bit from the attendings and the
residents (resident)”

• “And they (residents) want them to decline it because they'll say it at
the end of discharge, and the patient is like, “No, no, I'm good, I'm good,
just get me out of here (nurses)”

3. Testing process Responsibilities for each step of
the HIV testing process

• “The other day I wanted to test a patient for HIV and they [nurses]
wouldn't draw it themselves and they told me I had to do it (resident)”

4. Provider knowledge of the
legislation

Providers knowledge of the
existence and details of the
legislation

• “I didn't even realize we had that law (residents)”

5. Provider knowledge about
the type of HIV test

Knowledge about the types of
available test and their specificity
and sensitivity

• “How many of the positive tests are false-positive? (nurse)”

• “Do a lot of emergency rooms use cheek swabs across the country?
(resident)”

6. Provider knowledge about
follow-up procedures

Knowledge in what to tell a
patient who tests positive

• “I know enough from the discussions in here to be able to say to them
that that's not necessarily a true positive. But I don't really know what
else to tell them. And I don't know where to tell them to go, if they don't
have insurance (attending physician)”
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Table 3

Enabling factors: organizational expertise, structure, resources, and processes that affect an HIV testing offer
to patients

Factor Explanation Quotes

1. Time Developing a model which will
allow for HIV testing and not
increase waiting time

• “It's kind of hard because your time is already limited as it is, and to explain all the…like
he was saying, you come in with a sprained ankle and then you're spending an extra ten
minutes explaining all of the risk factors with HIV (resident)”

• “And that's going to be an extra thing that we have to go to draw the blood. And if that's
the only thing that they're waiting for (nurse)”

2. Staff EDs are already understaffed
and this legislation would
require additional staffing to be
successful.

• “If you had a dedicated person we could potentially discharge them from the emergency
department knowing that this dedicated person in real time had obtained a real phone
number and was going to really call them back an hour later or maybe they could call them
when they were sitting in the waiting room having a snack (nurse)”

• “Or if the state wants to hire their own person and do their own HIV rapid tests and then
could permit some outside facility and just send a letter or phone call or something
(resident)”

3. Space Offering the test and
communicating results in a
private space

• “It's very different than being in the primary care clinic, when you have a closed office
door… (attending physician)”

4. Type of
test

Optimum type of test e.g. point-
of-care, blood draw, cheek swab

• “And a lot of them don't want it unless it's the swab. They find out it's a needle, they don't
want it (attending)”

• “Yes, cheek swab is easy but it requires training, multiple personnel. It's also a quality
issue in point-of-care testing. You know you want to make sure people are doing it right and
not missing anything (attending physician)”

5. Timing
of the offer

When patients are offered the
test during their visit to the ED

• “The easiest thing that could be done, honestly, is when they walk in the door, hand them a
slip of paper, yes or no. By doing that, you can build it into everything (resident)”
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Table 4

Reinforcing factors: rewards and feedback that encourage ED providers to offer an HIV test

Factor Explanation Quotes

1. Access to HIV
testing

This legislation would increase access to
HIV testing

• “There are people in the world who are concerned they have HIV who
do not have a primary care provider and don't know where they can go
for testing (resident).”

2. Linkage to care Providers wanted to ensure that after their
patients tested positive that they were
being linked to HIV care

• “Are there any studies that say the patients or people who have found
out that they're HIV positive, what is the percentage of those that
actually go and get treatment (nurse)?”

3. Improve public
health

The legislation has the potential to
improve public health

• “So I do see the benefit globally (nurse).”

4. Save overall health
care costs

Providers wanted to know if this
legislation would ultimately be cost
saving

• “It would probably save tons of money by doing it. The problem is the
government has to issue some money up front and then get the
investment back in the long-term (resident).”

5. Coverage Providers felt that it was important for
the test to be covered

• “This idea is actually a great idea if the state is willing to foot the bill
and the resources (resident).”
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