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Abstract

Objective: To identify key questions for emergency medicine (EM)-based adolescent sexual and 

reproductive health and to develop an evidence-based research agenda.

Methods: We recruited national content experts to serve as advisory group members and used a 

modified Delphi technique to develop consensus around actionable research questions related to 

EM-based adolescent reproductive and sexual health care. Author subgroups conducted literature 

reviews and developed the initial list of research questions, which were iteratively refined with 

advisory members. External stakeholders then independently rated each item for its importance in 

expanding the evidence base (1= not important to 5 = very important) via electronic survey.

Results: Our final list of 24 research questions included items that intersected all sexual and 

reproductive health topics as well as questions specific to human immunodeficiency virus/sexually 

transmitted infections (HIV/STIs), pregnancy prevention, confidentiality/consent, public health, 

and barriers and facilitators to care. External stakeholders rated items related to HIV/STI, cost 

Contact information for corresponding author: Melissa K. Miller, MD, Children’s Mercy Hospital, 2401 Gillham Road, Kansas City, 
MO 64108, mmiller@cmh.edu, 816.302.3142. 

Conflict of Interest: The authors have nothing to disclose.

HHS Public Access
Author manuscript
Acad Emerg Med. Author manuscript; available in PMC 2020 December 01.

Published in final edited form as:
Acad Emerg Med. 2019 December ; 26(12): 1357–1368. doi:10.1111/acem.13809.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



effectiveness, brief intervention for sexual risk reduction, and implementation and dissemination 

as most important.

Conclusions: We identified critical questions to inform EM-based adolescent sexual and 

reproductive health research. Because evidence-based care has potential to improve health 

outcomes while reducing costs associated with HIV/STI and unintended pregnancy, funders and 

researchers should consider increasing attention to these key questions.
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Introduction

Although preventable, sexually transmitted infections (STIs), human immunodeficiency 

virus (HIV) infection, and unintended pregnancy are significant and costly public health 

problems in the United States that disproportionately impact adolescents, especially racial 

and ethnic minorities and those without commercial insurance.1–4 Appropriate and timely 

care can mitigate or prevent these outcomes, but many adolescents do not receive preventive, 

evidence-based care.5–7 Access to care also may be limited due to insurance barriers or 

geography. This limited access results in reliance on emergency departments (EDs), with 

those at highest risk for HIV/STIs and pregnancy—minority and uninsured adolescents—

now over-represented in this setting.

Adolescents account for almost 19 million annual ED visits, most of which are non-urgent 

and many of which are related to sexual health complaints.8–10 Furthermore, several million 

high-risk adolescents use the ED as their only or primary contact with health care.9 

Adolescents in the ED frequently report behaviors that increase their risk for HIV/STI and 

unintended pregnancy.10–15 Among adolescent ED patients, rates of infection with 

chlamydia and gonorrhea are up to seven times higher than the general adolescent 

population.16–19 Furthermore, female adolescents accessing the ED for care have a risk of 

pregnancy within the next 12 months that is three times greater than adolescents in the 

general population.22–23

The Society for Academic Medicine recognizes the ED as an “effective site for preventive 

care,” evidenced by organizational conferences, consensus statements, and specialized 

training opportunities to reduce disparities stemming from social determinants of health.
24–28 Further, national organizations recommend that all clinicians capitalize on any health 

visits to provide key preventive sexual health services.29–30 While the ED represents an 

important location for reaching large numbers of sexually at-risk adolescents, it is 

underutilized as a setting to improve adolescent sexual health outcomes.31–34 Achieving 

behavior change among providers or adolescents is complex and generally requires 

comprehensive, multi-level approaches.35 As such, we need research to guide diverse efforts 

in order to achieve optimal outcomes. Some interventions to improve HIV screening have 

been successful, but these are mostly designed for adults. ED-based interventions to address 

adolescent-specific needs are central to increasing access to 1) contraception, 2) HIV/STI 
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detection and treatment, 3) behavioral risk reduction counseling, and 4) linkage to ongoing 

care.

Goals of this work

Despite the significant individual, societal, and public health costs of HIV/STIs and 

unintended pregnancy, only a limited body of rigorous ED-focused adolescent sexual health 

research exists. More evidence is needed to inform best clinical practices and quality 

initiatives, shape support for policy decisions, and foster EM-based educational guidelines. 

In order to develop prioritized research recommendations to fill this void, we aimed to 

establish an expert working group to review the existing literature, identify knowledge gaps, 

and use consensus techniques to develop a research agenda for adolescent sexual and 

reproductive health in the ED setting.

Methods

Study design

All consensus processes were conducted between May 2017 and October 2018. We recruited 

an advisory group of content experts and used a modified Delphi technique to identity the 

most pressing emergency medicine (EM)-focused adolescent sexual and reproductive health 

research questions. We obtained Institutional Review Board approval from the lead author’s 

institution to conduct this work.

Authorship group formation

In 2015, a pediatric EM-based Adolescent Sexual Health Working Group was formed to 

expand the breadth of adolescent sexual and reproductive health research in the acute care 

setting. Working group membership included 23 volunteers from 12 institutions who 

regularly participated in scheduled meetings. The group discussed development of a research 

agenda as a one of multiple projects and in May 2017, nine members volunteered to form 

the authorship group conducting this work. Three authorship chairs (MKM, LC, and CJM) 

moderated authorship team meetings, led data analysis, and recorded detailed notes.

Selection of expert advisory group members

We recruited individuals with expertise in adolescent health, emergency medicine, public 

health, infectious disease, and/or health services research to serve as advisory group 

members for the consensus process. Between November 1 and December 1, 2017, we 

identified experts by reviewing previously published peer-reviewed adolescent sexual health 

research, leadership/membership rosters for related research and/or medical professional 

societies (e.g., Society for Adolescent Health and Medicine), and personal recommendations 

from leading investigators in the field. Potential members (N=42) were recruited via email. 

The final group consisted of 18 members (Appendix).

Selection of external stakeholders

We introduced this work at a quarterly meeting of the Pediatric Emergency Care Applied 

Research Network (PECARN), the first federally-funded multi-institutional network for 
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pediatric EM research in the US. We sent email requests to solicit feedback from all 

members serving as leaders at the local or regional level (i.e., principal investigators).

Consensus methods

We used a modified Delphi technique to develop consensus around actionable research 

questions. This technique involves a systematic method for collecting and analyzing data 

and developing consensus among a small group of content experts.36 The process consists of 

successive rounds of questionnaires and summarized responses to attain consensus on an 

issue.37–38 The initial steps are designed to elicit a wide range of responses. A common and 

acceptable modification of the Delphi process is to use a structured questionnaire in the first 

round that is based on current literature.37 The Delphi process is considered complete when 

there is convergence of opinion or when a point of diminishing returns is reached. The 

process can include between 3–5 rounds of iteration.

These consensus methods are particularly useful as a means of synthesizing information 

where unanimity of opinion does not exist, often owing to insufficient evidence. Strengths of 

this method include avoidance of individual dominance by using private survey responses 

and providing controlled feedback to the group’s responses and using the round-robin 

process which allows individuals to change their opinions. To address potential limitations 

associated with the technique, we utilized an experienced team leader (CJM) and ensured 

consistent participation from advisory members and authors.

For Phase 1, the authorship group met in person and via conference calls. We emailed survey 

links to advisory members and non-chair authors (Phase 2) and to external stakeholders 

(Phase 3). Reminder emails were sent at 1 and 2 weeks after the initial email for those who 

had not yet responded.

Phase 1 (May-October 2017): Structuring the process and generating initial 
questions with authorship team—The authorship team met in May 2017 to begin 

structuring the process. We selected two over-arching questions to guide this work: “What 

are the current knowledge gaps related to improving adolescent sexual health outcomes in 

the emergency department setting?” and “What are the highest priority research questions 

related to improving adolescent sexual health outcomes in the emergency department 

setting?” Among the nine authors, we formed three subgroups to review the literature on 

broad EM-based research categories (i.e., pregnancy prevention, HIV/STI, and other topics) 

to facilitate participation and thinking around a more refined area. Each subgroup then 

generated a brief summary of the literature (with key references) and an initial list of 

research questions. Literature summaries and initial lists were shared among the authorship 

team. Authors then provided edits and suggestions to all items in written format and during a 

conference call. Authorship chairs then consolidated all suggestions into a first draft that 

included revised items.
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Phase 2: Iterative refinement and establishing priority

Round 1(November-December 2017)

Revisions and new questions: Advisory members received the literature summaries 

generated in Phase 1 and were informed about project goals and the two over-arching 

questions driving the process. They were provided with the initial questions generated in 

Phase 1 and asked to suggest revisions for each item. Advisory members were also asked to 

provide additional questions to be included in the research agenda. Authorship chairs 

discussed all suggestions for revisions to initial items as well as all new items generated by 

advisory members. Based on advisory member feedback, the chairs then edited, deleted, 

added, and consolidated items to achieve a revised list of questions. During this phase, the 

chairs noted that additional research categories were needed and certain questions were 

common across categories; thus, we added new categories, including a category for 

“intersecting” questions that were relevant across categories.

Round 2 (February-June 2018)

Revisions and ratings: Advisory members received a summary of changes, including new 

categories, as well as the newly generated list of questions. They were asked to suggest 

revisions to each item and rate the importance of each question as it relates to EM-based 

sexual and reproductive health research overall (1=unimportant to 5=very important). 

Authorship chairs discussed all suggested revisions and achieved consensus around final 

changes to items. All authors reviewed priority ratings and achieved consensus by 

eliminating questions that met pre-determined criteria. Specifically, items with mean scores 

<3 or those with mean scores < 4 but with significant variability (standard deviation ≥ 1) 

were dropped.

Phase 3 (July-September 2018): Feedback from External Stakeholders—These 

stakeholders were asked to rate each item for its importance in expanding the evidence base 

for EM-based adolescent sexual and reproductive health research via electronic survey (1= 

not important to 5 = very important). Stakeholders were not asked to edit, delete, or suggest 

new items. All authors then reviewed these priority ratings and achieved consensus on final 

items.

Results

In Phase 1, we generated 50 research questions. In Phase 2 (round 1), advisory members 

(n=18) suggested nine new questions. After refinement, consolidation, and separation of 

intersecting questions, a list of 30 potential questions remained. In Phase 2 (round 2), 

advisory members (n=15) and non-chair authors (n=6) provided final suggestions for 

revisions and priority ratings. Based on values established a priori, we removed six questions 

and retained a total of 24. These final questions were presented to external stakeholders in 

Phase 3 (n=22, response rate=92%). The questions receiving the 10 highest mean values 

from external stakeholders are indicated with an asterisk (Tables 1–6).
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DISCUSSION

To improve adolescent health outcomes and reduce the burden of HIV/STIs and unintended 

pregnancy, high-quality research is needed to develop the evidence for best practices, 

especially in EDs, where high-risk adolescents frequently seek care. We used rigorous 

methodology to identify key ED-based research questions that address HIV/STI screening 

and diagnosis, promote unintended pregnancy prevention, and support adolescent 

confidentiality, as well as intersecting questions that address broader concerns such as dating 

violence and specific medico-legal issues. With the input of multi-disciplinary stakeholders, 

we propose these research questions as a guide for future investigators and funders. Given 

the national priority of reducing HIV/STIs and adolescent pregnancy as stated by the 

Centers for Disease Control and Prevention (CDC) and defined in the objectives of Healthy 

People 2020,39 increased funding is needed via research networks, federal research 

institutes, and philanthropy to address these urgent public health issues and research 

questions.

As an introduction to this agenda, we present these overarching themes. Barriers to 

accessing and providing sexual healthcare to adolescents in the ED have been fairly well 

described.40–46 However, our understanding of parental perspectives on this care could be 

expanded. We lack knowledge on facilitators to adolescent sexual healthcare and also lack 

studies that are multi-centered or represent geographically diverse populations. For research 

involving aspects of confidentiality and consent, we advise that these topics are investigated 

together, as they are difficult to separate both clinically and within research. We encourage 

investigators to consider inclusion of cost-effectiveness assessment with any intervention, 

especially those outside of HIV screening where some of this work has been published.47–49 

Further, we lack research describing the effect of policies on healthcare provision and best 

practices for implementation and dissemination once effective ED-based interventions are 

identified.

Because we lack high-quality evidence for many areas of sexual and reproductive health, we 

chose to keep many of the research questions broad in order to reflect the need for a wide 

breadth of work. In some instances, published evidence supported more focused questions. 

In addition to research exploring these specific questions, multi-pronged approaches that 

include quality improvement, legislative advocacy, and community engagement are needed 

to improve health outcomes. These approaches can be integrated and included as part of the 

systematic investigations to develop evidence for best practices.

Intersecting Themes

While it is well established that adolescent ED patients are a high-risk population, how to 

provide evidence-based sexual and reproductive healthcare in the unique ED setting is less 

clear. Genito-urinary (GU) complaints are common among adolescents presenting to the ED, 

but providers often lack the knowledge, comfort, time, and skills to provide evidence-based 

sexual healthcare.8, 40, 46 Many ED providers do not follow evidence-based STI testing and 

treatment guidelines; further, they lack accuracy in identifying which patients tested for STIs 

need empiric treatment, contributing to under-and over-treatment for STIs .46,33,50–52 Many 

sexually-active females in the ED report recent unprotected intercourse, making them 
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eligible for pregnancy prophylaxis with emergency contraception.15,17 However, this 

opportunity to provide intervention is often missed as many adolescents are not routinely 

asked about recent unprotected sex or offered timely emergency contraception, except in 

cases of sexual assault.53–54 Research is needed on how ED providers can better deliver 

evidence-based care to adolescents with increased risk for STIs and pregnancy.

Central to the feasibility of providing sexual and reproductive healthcare in the ED is 

defining how this care should be delivered and which patients may benefit most. Tailoring 

approaches that identify, diagnose, treat, and refer high-risk patients, such as those 

presenting with complaints related to the GU system, may be more feasible than providing 

key aspects of sexual healthcare routinely to all patients. However, many adolescent patients 

presenting with complaints not clearly related to the GU system also participate in high-risk 

sexual behaviors and could benefit from interventions to reduce their risk of STIs and 

pregnancy.14,18,19 We lack understanding of best practices to reduce sexual risk behaviors 

for these patients and more attention needs to be given to the cost-effectiveness of 

interventions in order to develop our understanding for effective and scalable 

implementation.

For all patients presenting to the ED, especially those with complaints related to sexual 

health, referral to outpatient adolescent-tailored care is essential to health maintenance. 

While referral to care may occur through multiple efforts during the ED visit (e.g., discharge 

instructions, verbal communication), limited data demonstrate that adolescents often do not 

complete such referrals when advised.55–56 Efforts are needed to improve referral and 

follow-up from the ED, ensuring adolescents access to comprehensive sexual and 

reproductive care for needs unlikely to be addressed during the routine ED visit (e.g., 

vaccination) or that require ongoing management (e.g., contraception).

Variations in care can be influenced by state statutes, political influences, and/or differences 

in opinions between administrators and providers at the ED level. Specific for contraception, 

some states explicitly allow all minors to consent for these services, while many other states 

allow consent only in specific circumstances (e.g., minors who are parents).57 In addition, 

regional and professional differences in attitudes towards emergency contraception have 

been documented among ED staff and may limit access to care.41,42 A deeper understanding 

of how these considerations impact care provision is essential to achieve sustained 

improvements in health outcomes. Further, once effective interventions or best practices are 

identified, little is known about best methods for dissemination and implementation across 

EDs that may vary widely in regard to state statues, institutional resources, setting type, and 

expected practices.

Finally, adolescent relationship abuse (ARA), also known as teen dating violence, is a major 

public health concern with wide-reaching and lifelong negative health outcomes. While one 

in 10 high school students report dating violence victimization, prevalence of physical or 

sexual violence in dating relationships among ED adolescent patients may be as high 50%.
58–61 Despite guidelines to provide universal education to reduce ARA during clinical 

interactions, little work describes effective interventions or best models for use in the ED. 

Rare ED-based interventions, such as SafERteens and Project U-Connect, show promise for 
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reducing dating victimization and perpetration following a single ED visit but have yet to be 

widely disseminated.62–64

Human Immunodeficiency Virus and Sexually Transmitted Infections

Adolescents account for nearly half of the 19 million new cases of STIs each year.65 STIs 

contribute to reproductive morbidity such as ectopic pregnancy, pelvic inflammatory disease 

(PID), and infertility. Adolescents in the ED have especially high rates of STIs: 22–26% 

among those with symptoms and 5–10% among those without symptoms.17–21,66–67 Since 

the ED visit may be the only contact with a medical clinician for many adolescents, EDs 

represent a key site for STI prevention and treatment. However, while adolescent patients 

and their parents have repeatedly demonstrated acceptance of sexual health discussion and 

HIV/STI testing, clinicians have reported less acceptance of directly providing this care.
22–23, 68–69 Further, racial disparities have been demonstrated in ED-based STI testing, with 

Black females nearly four times more likely to be tested than non-Black females.70 With 

CDC recommendations to expand HIV screening to the ED environment, more 

consideration has been given to development of optimal screening strategies across unique 

EDs.71 For common STIs like Chlamydia, use of computerized surveys to assess risk and 

provide decision support to clinicians has shown promise to increase testing among high-risk 

adolescents.18−19 We also need research to eliminate barriers to timely treatment including 

development of novel technologies that could provide rapid (e.g., point of care) and accurate 

test results72 and evaluation of system-level changes to facilitate patient contact to share test 

results.73–74

Rapid HIV screening is well described in the adult literature, though many ED clinicians 

still report poor knowledge of adolescent HIV screening recommendations.20 Some efforts 

have been shown to increase ED-based HIV testing among all ages including use of opt-out 

testing practices75 and educational interventions to increase parental involvement and 

improve adolescent and parental HIV knowledge.76–77 Additional research is needed to 

determine best practices for cost-effective and feasible HIV/STI screening of asymptomatic 

adolescent patients and to facilitate the implementation and dissemination of identified 

practices.

Provision of partner-based interventions for adolescents diagnosed with an STI has been 

largely unexplored in the ED setting. Partner notification involves identifying and informing 

partners of exposure, ensuring partners receive evaluation and treatment, and providing 

prevention counseling.78 Expedited partner therapy (EPT), which is permissible in most 

states, is the practice of providing treatment to patients’ sexual partners without a medical 

evaluation or clinical assessment.79 Specific gaps include stakeholder knowledge, attitudes, 

and beliefs towards partner-based intervention as well as intervention feasibility and 

acceptability.46,80

Pregnancy Prevention

Despite declines in adolescent pregnancy rates over the past several decades, the U.S. has 

one of the highest rates in the industrialized world and reduction of adolescent pregnancy 

remains a top priority for both the CDC and U.S. Department of Health and Human 
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Services.81 The risk of unintended pregnancy among adolescent females seeking care in the 

pediatric ED setting is more than three times greater than the national average.22–23 Frequent 

ED utilization and lacking a primary provider or private insurance are associated with higher 

risk for unintended pregnancy.22–23 Thus, interventions that identify females in EDs at high 

risk for unintended pregnancy are critically needed.

While adolescents are receptive to learning about and initiating contraception in the ED, 

research on best practices to reduce pregnancy risk and optimize contraceptive provision 

remains unclear.22–23,69 Small, single-site studies have demonstrated feasibility and 

acceptability of brief interventions for text-messaging and personalized counseling to reduce 

pregnancy risk and improve access to both point-of-care and referral-based contraception.
82–85

Large studies to evaluate the efficacy and cost-effectiveness of such interventions have not 

been conducted. And ED-based research regarding patient-centered counseling and 

reproductive justice (i.e., the ability of any woman to determine her own reproductive 

destiny) is lacking. Virtually no ED-based work describes how to engage males and parents 

or trusted adults in pregnancy prevention efforts, although there is rich literature from other 

settings describing the important role these referents play in reducing sexual risk-taking.
86–90 Additional knowledge gaps involve understanding provider- and system-level issues 

such as how this work may fit into various provider roles, intervention to improve 

completion of reproductive health referral, and impact on ED work flow.

Emergency contraception (EC) is used by women within 120 hours following unprotected 

intercourse to prevent pregnancy. Many adolescents may be eligible for pregnancy 

prophylaxis as 10–14% of sexually active females reported unprotected intercourse within 

120 hours preceding the ED visit.13,15 Barriers to EC in the ED are well described and 

include provider lack of knowledge and adolescent concerns about privacy.12, 41–42 

Adolescents in the ED are accepting of EC education and prefer to receive education from 

clinicians.91 While many ED directors report support for ED-based pregnancy prevention 

intervention, many ED clinicians do not support screening for recent unprotected intercourse 

and rarely provide EC outside of sexual assault.41–42, 53–54 More research is needed that 

improves our ability to identify eligible patients who may be interested in EC and also 

targets elimination of barriers to provision while connecting these adolescents to regular, and 

more effective, contraception.

Confidentiality and Consent

Multiple national medical societies consider confidential care for minor adolescents to be 

essential and most states allow minors to independently consent for evaluation and treatment 

of specific conditions.57, 92–93 This varies from state to state but generally includes mental 

health services, treatment for substance abuse and addiction, pregnancy-related care, 

contraceptive services, and STI testing and treatment. While adolescents report that 

confidentiality is critically important in their decision to seek reproductive care, the best 

practices for maintaining confidentiality in the ED are not well defined.94
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Barriers to confidentiality in the ED include provider lack of knowledge, unique work 

environments, and patient flow patterns that make private interviews challenging to conduct. 

ED clinicians must also manage sensitive conversations within newly-formed relationships. 

Adolescent privacy may also be breeched inadvertently by electronic health records and 

billing documents.68,92 In most states, parents have access to their minor children’s medical 

records, which may include sensitive information about gender identity, risk behaviors, and 

test results. Parents are highly accepting of sexual health discussions and services when their 

adolescent children receive ED care, but also express desire to understand the details of the 

visit, including testing results.68–69 ED clinicians are challenged to balance the interests of 

both adolescents and parents, while adhering to state statutes and institutional expectations. 

More research is needed to understand how to best facilitate confidential care in accordance 

with expert guidelines.

Research has potential to advance care and improve outcomes for both individual 

participants and for the larger population. These potential benefits cannot be achieved 

without research participation. However, adolescents have often been excluded from 

participation, in part because of unique challenges involving informed consent, institutional 

review board requirements, and parental involvement.95 Among adolescents in the ED, 

requiring parental consent appears to preclude participation in minimal risk STI research, 

especially for younger non-black females.96 Further, although variation in development 

occurs, many adolescents and younger children are capable of meaningful participation in 

complex decision-making.97–99 And for mid- and late adolescents, the cognitive abilities to 

understand research and to make decisions about participation are similar to these abilities in 

adults.97

Research with adolescents must balance respect for their emerging capacity for independent 

decision-making with the need for special protections in the context of contemplating risks 

and benefits.100 There is a paucity of ED-based literature and studies that describe parental 

and adolescent views on research participation are needed.

Public Health

As reported in the 2009 Academic Emergency Medicine Consensus Conference focused on 

ED-based public health efforts, integrating proven public health interventions into routine 

ED care requires “disseminating the information, developing then implementing a plan, 

evaluating the success of the initial attempt, and then modifying procedures and processes to 

create sustainability.”101 Further, we must demonstrate that ED-based sexual health 

interventions lead to short- and long-term effects on key outcomes at the patient, community, 

regional, and national levels. To successfully integrate public health practices in to the ED, a 

multi-pronged approach is needed that includes rigorous research, updated educational 

curriculum for health professional trainees, enhanced delivery of preventive services through 

various personnel including public health professionals, and use of clinical information 

systems and digital technology to facilitate screening, intervention, and referral.102

Social emergency medicine is an approach to care that recognizes the ED’s unique position 

within the community and strives to address the social determinants driving medical illness, 

in addition to providing illness-related care.27 Because there is growing support for a 

Miller et al. Page 10

Acad Emerg Med. Author manuscript; available in PMC 2020 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



broader, ecological perspective to amplify and extend efficacy of sexual risk reduction 

interventions, we should consider how to partner with community-based organizations when 

developing or implementing ED-based interventions. Advancing research that considers 

larger public health problems including social determinants may create opportunities to 

reduce adolescent sexual risk-taking on a large scale and lead to improved population health.

Barriers and Facilitators

As described above, barriers to care have been fairly well described, though our 

understanding of facilitators could be broadened. Developing a deeper understanding of 

parental perspectives for both clinical care and research participation may facilitate 

improved outcomes and warrants investigation.

Limitations

Although work utilizing consensus techniques are subject to selection and collective expert 

bias, we attempted to reduce this risk by inviting advisory members with varied expertise 

and by sharing only de-identified data to minimize influence from one or more members. 

External stakeholders were limited to PEM physician researchers and our work may lack 

generalizability outside of the academic setting. Because the established processes for 

developing consensus involves the use of small groups of experts, some relevant topics may 

not have been identified as highest priority for research. We intentionally did not examine 

the feasibility of conducting any research needed to address these agenda items.

Conclusion

Using validated consensus-building processes, we identified critical questions to inform ED-

based adolescent sexual and reproductive health research. The evidence generated from 

these priority items has potential to inform a multi-pronged approach needed to improve 

health outcomes. Thus, these items may warrant increased attention from funders and 

researchers.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Table 1:

Intersecting emergency medicine-related adolescent sexual and reproductive health research questions

1 How can we optimize referral and follow up care for reproductive or sexual health needs among adolescents treated in the ED?*

2 How can we optimize evidence-based care for adolescents with genito-urinary complaints in the ED?*

3 Which sexual-risk reduction interventions (e.g., STI, HIV, pregnancy prevention) are cost effective in the ED setting?*

4 How can efforts to reduce sexual risk behaviors be optimally delivered as part of ED care?

5 What is the role of the ED in identifying, preventing, and intervening with adolescent dating violence?

6 What are the legal considerations (e.g., local, federal) surrounding provision of sexual and reproductive health care in the ED?

7 How can we optimize parental involvement to promote healthy sexual behaviors for adolescents in the ED?

8 How can we disseminate and implement effective sexual health interventions in the ED?*

*
Question was ranked as one of the top 10 most important items by external stakeholders.
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Table 2:

HIV/STI related emergency medicine–relevant adolescent sexual and reproductive health research questions

1 How do we optimize STI screening for the asymptomatic adolescents across different ED settings?*

2 How can we facilitate implementation and dissemination of best STI screening practices?*

3 How can we optimize HIV screening for the asymptomatic adolescent ED population across different ED settings?*

4 What is the feasibility and acceptability of providing partner-based interventions (e.g., expedited partner therapy, notification) 

when adolescents are diagnosed with an STI in the ED?*

*
Question was ranked as one of the top 10 most important items by external stakeholders.
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Table 3:

Pregnancy prevention related emergency medicine–relevant adolescent sexual and reproductive health research 

questions

1 How can health care providers in the ED optimize contraception provision for adolescents?

2 How can we most effectively identify females with recent unprotected intercourse to discuss pregnancy intentions and need for 

pregnancy prophylaxis (e.g., emergency contraception)?*

3 What are the facilitators and barriers to ensuring reproductive justice (i.e., ability of any woman to determine her own 
reproductive destiny) when offering contraception?

*
Question was ranked as one of the top 10 most important items by external stakeholders.
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Table 4:

Confidentiality/consent related emergency medicine–relevant adolescent sexual and reproductive health 

research questions

1 What are best practices in the ED for maintaining adolescent confidentiality for sexual and reproductive health care (e.g., 
communication with parents/guardians, documentation on gender identity and risk behaviors)?

2 How do adolescents and parents/guardians view issues of confidentiality with respect to participation in sexual and reproductive 
health research?

3 How do adolescents and parents/guardians view issues of confidentiality with respect to clinical care for sexual and reproductive 
health?

4 What are best practices for consenting minor adolescents to participate in sexual and reproductive health research?
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Table 5:

Public health related emergency medicine–relevant adolescent sexual and reproductive health research 

questions

1 What are the short- and long-term effects of evidence-based sexual health interventions on key outcomes (e.g., HIV/STI 

identification, prevention of unintended pregnancy, ED visits for care)?*

2 How can partnerships with other clinical settings and community-based organizations be used to improve health outcomes and 
extend positive effects from evidence-based intervention?

3 How can we assess the impact of evidence-based interventions on health outcomes at a community, regional, or national levels?

*
Question was ranked as one of the top 10 most important items by external stakeholders.
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Table 6:

Barriers and facilitators related emergency medicine–relevant adolescent sexual and reproductive health 

research questions

1 What are the parental attitudes, beliefs, and practices regarding adolescent participation in sexual and reproductive health 
research?

2 What are the parental attitudes, beliefs, and practices and associations regarding adolescent participation in receiving sexual and 
reproductive health care?
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