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APPROXIMATELY ONE FOURTH OF THE ES-
timated 1 million persons living with hu-
man immunodeficiency virus (HIV) in
the United States are unaware that they
are infected with HIV and at risk for
transmitting thevirus toothers.1,2 InApril
2003, CDC announced a new initiative,
Advancing HIV Prevention: New Strat-
egies for a Changing Epidemic, aimed at
reducing barriers to early diagnosis of
HIV infection and increasing access of
persons infected with HIV to medical
care and prevention services.3 A prior-
ity strategy of this initiative is to make
HIV testing a routine part of medical care.
In April 2004, HIV testing was imple-
mented in one emergency department
(ED) in Los Angeles, California, and one
in New York, New York, to determine
the feasibility and acceptability of offer-
ing rapid HIV testing as a routine part
of health care in EDs. In January 2005,
an ED in Oakland, California, also be-
gan offering HIV testing routinely. This
report summarizes the preliminary re-
sults of integrating rapid HIV testing into
the health-care services routinely of-
fered in the three EDs during January
2005–March 2006. Those results indi-
cated that, of 9,365 persons tested, 97
(1.0%) ED patients had newly diag-
nosed HIV infection, and 85 (88%) of
those 97 were linked after diagnosis to
HIV care and treatment. EDs should con-
sider integrating rapid HIV testing into
their routine medical services to iden-
tify patients who are unaware that they
are infected with HIV and link them to
health and prevention services.

The three demonstration projects
sought to evaluate patient acceptance
and the feasibility of making rapid HIV
testing a routine part of health care of-
fered in EDs and to ensure that pa-
tients with confirmed HIV infection re-
ceived appropriate follow-up health
care. Data from January-December 2005
were analyzed from the New York and
Los Angeles EDs; data from April 2005–
March 2006 were analyzed from the
Oakland ED. These two periods were
chosen because they provided at least
12 months of data when all three test-
ing programs were operating at full ca-
pacity. Testing protocols at the three
sites were similar. All sites placed post-
ers and brochures in waiting rooms and
registration areas advertising the avail-
ability of free rapid HIV screening. Per-
sons who, when asked, told project staff
members that they were HIV negative
or did not know their HIV status and
who met project consent require-
ments (i.e., aged �18 years in New York
and Los Angeles or aged �12 years in
Oakland) were offered testing on an
opt-in basis (i.e., patients were offered
testing and had tests performed if they
agreed to be tested and provided spe-
cific written consent). In all three EDs,
preliminary testing was conducted
using rapid HIV test kits (OraQuick�
Advance™ Rapid HIV-1/2 Antibody
Tests [OraSure Technologies, Bethle-
hem, Pennsylvania])* with oral muco-
sal transudate specimens or finger-
stick whole blood specimens. Patients
who had positive rapid tests were given
risk-reduction counseling and asked to
provide a whole blood or oral speci-
men for confirmatory testing by West-
ern blot.

Testing procedures for the three sites
differed by the location within the ED
whereHIVtestingwasofferedandbythe
personnel responsible for testing and
counseling. At the Los Angeles and New
Yorksites, standardpretest information,
HIVtesting,andtestresultswereprovided
exclusivelybyHIVcounselorshiredspe-

cificallytoofferandprovidetheseservices
intheED.CounselorsusuallyofferedHIV
testing (in a private room) to the next
available patient in the ED waiting area
but sometimesprovidedcounselingand
testingtopatientsreferredtothembyED
physicians.

At the Oakland ED, a different model
was used to increase the number of per-
sons offered testing. At intake in the ED,
the triage nurse attempted to offer test-
ing to all eligible patients (i.e., those
who, when asked, said they were HIV
negative or did not know their HIV sta-
tus and who met consent require-
ments). ED staff members (usually
treatment nurses), obtained written
consents from those who agreed to test-
ing, provided pretest information (i.e.,
an informational handout), and admin-
istered the HIV tests, in addition to their
usual responsibilities.

In New York and Los Angeles, both
negative and positive rapid test results
were provided to patients by HIV coun-
selors; in Oakland, negative rapid test
results were provided by nurses, but
positive rapid results were provided by
HIV counselors (on weekdays) and ED
physicians (during nights and on week-
ends). At all three sites, confirmatory
specimens were collected immedi-
ately upon receipt of a positive rapid test
result; confirmatory results were pro-
vided approximately 1 week later by
HIV counselors either in the ED (Los
Angeles and New York) or at hospital-
affiliated clinics (Los Angeles, New
York, and Oakland). At all three sites,
persons with confirmed positive HIV
test results were provided further HIV
risk-reduction information, partner
counseling and referral services, and
medical care appointments. Consent
forms, counseling, and other services
were made available in English and
Spanish. Staff members assisted pa-
tients with referrals to providers and
services elsewhere if the patients were
not local residents or requested ser-
vices at other facilities. In New York and
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Los Angeles, project staff members per-
formed chart reviews to collect fol-
low-up data. In Oakland, information
was collected through an active fol-
low-up process involving project staff
from the ED and a linkage coordina-
tor from an affiliated HIV clinic.

During the studyperiods,HIV testing
wasofferedto34,627(18.6%)of186,415
personswhosoughtcareat thethreepar-
ticipatingEDs.TheproportionofEDpa-
tients offered HIV testing varied by site:
47.7% in Oakland, 3.6% in Los Angeles,
and 2.1% in New York. Overall, 19,556
(56.5%) of those offered testing agreed
to be tested; however, the proportion of
persons accepting testing varied by site:
98.3%inLosAngeles,84.0%inNewYork,
and 52.8% in Oakland. The proportion
of patients actually tested during the ED
visit among those who agreed to testing
also varied by site: 99.8% in Los Ange-
les, 99.4% in New York, and 38.5% in
Oakland. Among the 97 patients with
newlydiagnosedHIVinfection,85(88%)
were then linked tohealth-care services,
defined as having at least one medical
follow-upvisitforHIVcareandtreatment.

Theproportionof testedpatientswith
newlydiagnosedHIVinfectionvariedby
site: 0.8% in Los Angeles, 1.0% in Oak-
land, and 1.5% in New York. Patients
tested at the three sites differed by sex,
age, race/ethnicity, and HIV test result.
Overall, by racial/ethnic group, among
the 97 with newly diagnosed HIV infec-
tion,50(52%)werenon-Hispanicblack,
28 (29%) were Hispanic, 12 (12%) were
non-Hispanic white, four (4%) were
Asian/Pacific Islander, and the race/
ethnicityforthreepatientswasunknown.
Risk information was available for 95
(98%)ofthosewithnewlydiagnosedHIV
infection; 49 (52%) of those persons re-
ported having at least one of the follow-
ingrisks forHIVtransmissionduringthe
previous12months:male-to-malesexual
contact, injection-druguse, commercial
sex work, or a sexually transmitted dis-
ease (STD) diagnosis.

Reported by: EE Telzak, MD, F Grumm, J Coffey, MD,
Bronx Lebanon Hospital Center, New York, New York.
DAE White, MD, AN Scribner, MPH, Alameda County
Medical Center, Oakland; S Quan, MPH, A Martinez,
Rand Schrader Health & Research Center, Los Ange-
les; M Esquivel, R Merrick, County of Los Angeles Dept

of Health Svcs, California. B Boyett, MS, JD Heffelfin-
ger, MD, J Schulden, MD, B Song, MS, PS Sullivan, PhD,
Div of HIV/AIDS Prevention, National Center for HIV/
AIDS, Viral Hepatitis, STD, and TB Prevention, CDC.

CDC Editorial Note: The findings in
this report suggest that offering HIV
testing as an integrated part of routine
health-care services in EDs, rather than
relying on a clinical- or risk-based ap-
proach to testing, is a feasible strategy
for identifying persons with previ-
ously undiagnosed HIV infection who
might not otherwise access HIV-
testing services. The majority of pa-
tients (56.5%) offered HIV testing at the
three sites agreed to be tested, indicat-
ing that opt-in testing is acceptable in
ED settings. If a risk-based approach to
testing (e.g., testing only those per-
sons reporting male-to-male sexual con-
tact, injection-drug use, commercial sex
work, or STD diagnoses) had been used
in these three ED demonstration
projects, 48% of the persons with newly
diagnosed HIV infection would not
have been offered testing. Overall, 88%
of persons with newly diagnosed HIV
infection were linked to health-care ser-
vices after diagnosis, a proportion that
compares favorably with previous re-
ports.4

Substantially higher proportions of
patients were offered HIV testing and
subsequently tested at the Oakland ED
than at the Los Angeles and New York
EDs. Using a counselor-based ap-
proach to testing resulted in �90% of
patients accepting testing when of-
fered at the Los Angeles and New York
sites; however, the number of persons
offered testing (�4%) in these EDs was
limited by the number of available HIV
counselors. Nonetheless, the use of
dedicated counselors in EDs enabled the
Los Angeles and New York sites to in-
crease the number of patients tested for
HIV infection from 21 in 2003 to 1,709
in 2005 and from 415 in 2003 to 1,288
in 2005, respectively. In Oakland, use
of existing staff members to offer test-
ing resulted in approximately half of ED
patients offered testing; however, only
52.8% of those offered testing ac-
cepted it, and only 38.5% of those who
accepted testing were actually tested,

largely because of limited staff. Per-
sons who agreed to testing but could
not be tested during their ED visit in
Oakland were referred to other hospi-
tal departments, clinics, or community-
based organizations for testing. De-
spite the low acceptance of testing, the
Oakland testing approach was most fea-
sible for maximizing the number of pa-
tients tested. The number of ED pa-
tients tested for HIV infection increased
from 307 in 2004 to 6,368 during April
2005–March 2006.

Revised CDC recommendations for
HIV testing in health-care settings were
published in September 2006,5 5
months after the end of the study pe-
riod described in this report. The re-
vised recommendations call for HIV
testing to become a routine part of
medical services using a voluntary, opt-
out approach to ensure that persons
with HIV infection are identified and
linked to care and prevention services
early in the course of their infection and
to foster improved long-term progno-
sis and reduced transmission to oth-
ers.5 Under the opt-out approach rec-
ommended in the revised guidelines,
patients are notified that HIV testing is
a routine part of services offered to all
patients aged 13-64 years and will be
performed unless the patient declines
to be tested. Such an approach has been
accepted and effective among preg-
nant women.6 Several analyses have
supported the cost-effectiveness of rou-
tine testing in clinical settings, even in
communities with a low prevalence of
HIV infection.7,8 In addition, routine
testing might reduce the stigma asso-
ciated with identifying persons for test-
ing on the basis of actual or perceived
risk behaviors.9,10 Although this re-
port describes HIV testing offered to pa-
tients in EDs on a voluntary opt-in ba-
sis, it provides insight into methods that
could be used to implement testing
using an opt-out approach.

The findings in this report are sub-
ject to at least two limitations. First, HIV
testing was not offered to all patients
or to a statistical sample of patients vis-
iting the participating sites; therefore,
those who were tested might not be rep-
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resentative of all persons seeking medi-
cal care at these or other EDs. Second,
data on linkage to follow-up health care
might not include information for some
patients who sought care outside of the
three EDs described in this report. Ad-
ditionally, some patients might not have
sought care until after data for these
projects were collected. Therefore, the
reported proportion of persons with
newly identified HIV infection who
were linked to care is a minimum es-
timate.

Although the results from these
projects are preliminary, they demon-
strate that integrating HIV testing into the
routine care provided in EDs can iden-
tify persons with previously undiag-
nosed HIV infection. Routine testing
might increase the linkage of HIV-
positive persons to health and preven-
tion services earlier in the course of in-
fection, which might result in improved
long-term prognosis and reduced HIV
transmission. The two testing proto-
cols described in this report had advan-
tages and disadvantages. Use of a coun-
selor-based approach to HIV testing (Los
Angeles and New York) enabled in-
depth assessment of risk behaviors and
discussion of prevention strategies with
patients but limited the number of pa-
tients who could be tested. Use of exist-
ing staff members (Oakland) enabled of-
fering HIV testing to more patients but
resulted in lower acceptance. A com-
bined approach, using dedicated HIV
testing personnel in collaboration with
existing staff members, might increase
testing capacities in EDs, maintain a high
rate of acceptance of HIV testing, and fa-
cilitate implementation of the opt-out
testing approach outlined in the re-
vised CDC recommendations for HIV
testing in health-care settings.5
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*Information regarding sensitivity (99.3%) and speci-
ficity (99.8%) for the OraQuick Advance test is avail-
ableathttp://www.orasure.com/uploaded/398.pdf.The
OraQuick Advance rapid test requires 20 minutes to pro-
cess a specimen. Test results must be read after the 20-
minute processing period has elapsed, but not more than
40 minutes after the test was initiated.
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METALLIC (I.E., ELEMENTAL) MERCURY,
a heavy, silvery odorless liquid, is in
common household products such as
thermostats and thermometers.
Lesser-known household sources of
elemental mercury include certain
antique or vintage items such as
clocks, barometers, mirrors, and
lamps. Over time, the mercury in
these items can leak, particularly as
seals age or when the items are dam-
aged, dropped, or moved improperly.
Vacuuming a mercury spill or vapor-
ization from spill-contaminated sur-
faces such as carpets, floors, furniture,
mops, or brooms can increase levels
of mercury in the air, especially in
enclosed spaces.1 Environmental sam-
pling conducted after releases of
elemental mercury have indicated
substantial air concentrations that
were associated with increases in
blood and urine mercury levels
among exposed persons.2 In 1990, the
Agency for Toxic Substances and Dis-
ease Registry (ATSDR) created the
Hazardous Substances Emergency
Events Surveillance (HSEES) system,
a multistate* health department sur-
veillance system designed to help
reduce morbidity and mortality asso-
ciated with hazardous substance†
events.3 This report describes antique-
related mercury releases reported to
HSEES, all of which occurred in New
York state during 2000-2006.‡
Although none of these spills resulted
in symptoms or acute health effects,
they required remediation to prevent
future mercury exposure. The find-
ings underscore the need for caution
when handling antiques containing
elemental mercury and the need for
proper remediation of spills.

Case Reports
Antique pendulum wall clock, Dela-
ware County, New York. In 2006, as
an antique store employee was clean-
ing, he placed an antique pendulum
wall clock on the floor, spilling
approximately 150 mL of mercury.
The employee then moved the pendu-
lum to a bucket and tried to vacuum
the spill with a household vacuum
cleaner. He dialed 911, and emer-
gency responders were dispatched.
That employee and another employee
evacuated the store as the fire depart-
ment, a hazardous materials (HazMat)
team, and the state environmental
agency responded. The HazMat team
removed carpeting and collected all
visible mercury beads. The carpeting
and vacuum cleaner were discarded as
hazardous waste. Air measurements
taken the next day revealed back-
ground levels of mercury at floor level
in the area that had been cleaned. Air
measurements throughout the room
indicated mercury in the floorboards
beneath a radiator. Plastic was hung
over the doorway to contain the room
air until a second cleanup was con-
ducted. The floor was mopped with a
thiosulfate solution. The cleanup con-
tractor took air samples to confirm
that the mercury cleanup was com-
plete.

Antique pendulum clock, South-
hold, New York. In 2006, a home was
contaminated with approximately 500
mL of mercury when an antique pen-
dulum clock fell and broke on the car-
peted floor in the living room. The ten-
ant called the state spill hotline and was
referred to the county health depart-
ment. The county health department
and a cleanup contractor responded.
The resident evacuated until the
cleanup was completed and con-
firmed by environmental sampling.

Antique clock, New York City, New
York. In 2005, 30-330 mL of mercury
spilled from a 15-inch column in an
antique clock in an antiques store. The
fire department and city environmen-
tal agency responded. As a precaution,
four workers were transported to a
medical facility for evaluation. The
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