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ABSTRACT

Background: Bullying annually affects 20%-25% of middle- and high-school children. Persistent bullying can lead to feelings of
isolation, rejection, and despair and trigger depression and anxiety. In addition, pediatric patients have presented to outpatient
orthopedic clinics with injuries consistent with physical bullying. Due to the high prevalence and negative ramifications of bullying,
we developed a quality improvement (Ql) initiative to screen for these behaviors. We aimed to increase the screening for bullying in
pediatric orthopedic outpatient clinics from 0% to 60% by the end of 2020 and sustain these levels for 6 months. Methods: Using
the Institute for Healthcare Improvement Model for Improvement QI methodology, including Plan-Do-Study-Act cycles, we devel-
oped a four-question yes/no screening tool that asked patients (ages 5—18) and parents/guardians about bullying experiences in the
preceding 3 months. To increase screening rates, we trained staff, integrated the screening form into the electronic medical record,
initiated interscreener competitions, and shared unblinded data with screeners. Results: The bullying screen rate of pediatric ortho-
pedic patients increased from 0% to a process mean of 80%. In just over 1 year during the COVID-19 pandemic, clinics screened
nearly 8,000 patients for bullying. Two percent of patients reported bullying in the prior 3 months. We offered patients who reported
bullying literature and referrals to social work and/or behavioral health. Conclusions: Implementing a Ql initiative to provide universal
bullying screening and increase bullying awareness in outpatient pediatric orthopedic clinics is feasible and sustainable. (Pediatr Qual
Saf 2023;8:e677; doi: 10.7097/pg9.0000000000000677; Published online August 7, 2023.)

INTRODUCTION
Bullying annually affects 20%-25% of mid-

lead to long-term personal and economic conse-

quences in adulthood.”® Despite awareness of
the broad impact, bullying prevalence has
not significantly decreased.!

Healthcare professionals should identify
children at risk for bullying to avoid long-
term physical and mental health conse-
quences. Bullied children and adolescents
are at least two times more likely to have
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with chronic illnesses or orthopedic con-
ditions, are at higher risk for being bul-
lied.>* Bullied children are likelier to have
adverse health and psychosocial prob- =
lems, such as depression, anxiety, poor e

general health, and suicidal ideation. 256 f\{%’ . psychosomatic complaints, .such as back-
Bullying experienced as a child or teen can %. 4 &,\4’5‘?‘ ache, headache, and abdominal pain, and
{1ynp+ ¥ 30% more likely to be injured than nonbullied
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peers.>”1% Although professional organizations
and experts contend that pediatricians and primary care
providers have an essential role in screening and identi-
fying bullying,'*'* many primary care providers do not
routinely screen for bullying,'*'® which may be due to the
lack of validated and easily implemented screening instru-
ments.'®2° Other screening barriers include the provid-
er’s lack of self-efficacy and negative attitudes regarding
the importance of screening.'® To increase early bullying
detection, nonprimary care providers have implemented
opportunistic screening for bullying exposure in children
with disabilities or injuries.?' Thus, screening for bul-
lying in a pediatric orthopedic setting may be a logical
opportunity.
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Quality Improvement Initiative

This project aimed to increase the screening for bully-
ing in outpatient pediatric orthopedic clinics in patients
5-18 years from 0% to 60% by the end of 2020 and
sustain this level for 6 months. An additional goal of this
project was to raise bullying awareness and prompt inter-
vention when a positive screening response was detected.

METHODS

The Department of Orthopedics has more than 36,000
annual outpatient encounters completed by 12 orthope-
dic surgeons and 11 advanced practice providers at eight
locations as part of one large, urban academic center.
On average, providers encounter 15-60 patients per day
ranging in age from newborn to 18+ years. Patient visits
occur every 10-15 minutes, but a patient may be in the
clinic for an hour or more.

During each patient visit, clinic staff register patients,
and orthopedic technicians or athletic trainers place them
in rooms. Before provider evaluation and management,
radiology technicians may take radiographs of patients.
Patients may see an orthopedic technician again after
the provider evaluation for durable medical equipment
or immobilization needs. Finally, patients interact with
a nurse or athletic trainer for education and discharge.
Clinic staff may also consult a social worker or psychol-
ogist by phone during or up to several days after the
encounter.
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Members from orthopedics—nurses, advanced prac-
tice providers, technicians, surgeons, and clinic man-
agement—and members from behavioral health, school
health, social work, and a Quality Improvement (QI)
specialist collaborated to create a multidisciplinary QI
team. Using an affinity diagram, the team identified sev-
eral key drivers, including the need for an efficient, evi-
denced-based bullying screening tool, clinic resources to
provide screening, and support for patients with positive
screens (Fig. 1). As a Ql initiative, this project was exempt
from IRB approval.

After an extensive literature review, the team agreed
to use the Centers for Disease Control and Prevention’s
(CDC) widely accepted definition of bullying: “Any
unwanted aggressive behavior(s) by another youth or
group of youths, who are not siblings or current dating
partners, that involves an observed or perceived power
imbalance, and is repeated multiple times or is highly
likely to be repeated. Bullying may inflict harm or distress
on the targeted youth, including physical, psychological,
social, or educational harm.”?> The widespread preva-
lence and detrimental consequences of bullying made this
project a vital undertaking despite the scope being outside
the primary functions of orthopedic care."*-* However,
because our patients have reported injuries from being
deliberately pushed or tripped at school, orthopedic pro-
viders and clinic leaders readily supported the project,
provided clinic flow, and visit times remained the same.

Bullying Screening for Pediatric Orthopedic Patients
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Fig. 1. Key driver diagram for bullying screening for pediatric orthopedic patients.
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Orthopedic clinic providers saw patients weekly for
fracture or wound management; however, only patients
between 5 and 18 years old, had a new orthopedic prob-
lem, and had not been screened within the past year were
screened. The reason for the visit (eg, injury or chronic
condition) was not a consideration. Previously available
screening tools were lengthy and not validated for all
ages. Using the CDC’s definition as a framework and the
American Academy of Pediatrics’ guidelines Connected
Kids: Clinical Guide*® and Bright Futures: Guidelines for
Health Supervision of Infants, Children, and Adolescents,*
key team members from multiple specialties developed a
four-question yes/no screening tool (Table 1). Questions
inquired about bullying experiences in the previous 3
months to focus resources and support on bullied patients
rather than capturing patients’ entire bullying histories.
Patients and parents/guardians could decline the screen-
ing, and their orthopedic visit would continue as before
instituting the bullying screening. For all patients and par-
ents/guardians who consented to screening, the screening
occurred with the patient and parent/guardian in the room.

The QI team created a process map to determine when
to screen patients. We considered whether patients could
complete the screening before or during their visit or if
clinic staff should help complete the screening. Due to
varying patient ages, reading levels, and the need for
interpreters, we determined that clinic staff should screen
patients verbally during the visit. Since patients were
already asked about hospital-wide standard safety ques-
tions and social determinants of health when roomed,
adding the bullying screening to this process was logical.

The first Plan-Do-Study-Act (PDSA) began with two
providers asking screening questions and completing
a paper screening form for several weeks. As a result,

Table 1. Four-question Bullying Screening Tool

Answer/Intervention

[ONo
[OYes—Provide Bullying Helping
Hand AND Bullying: It's Not

Question

1 Patient: In the past 3 mo,
have you been in any
pushing or shoving

fights with a kid who Okay
does not live with you?
2 Patient: In the past 3 mo, [ONo

have you been afraid of
being hurt by any other
kids?

3 Patient: In the past 3 mo,
have you been bullied
in person or online by

OYes—Provide Bullying Helping
Hand AND Bullying: It's Not
Okay

[ONo

[OYes—Provide Bullying Helping
Hand AND Bullying: It’s Not

any kids who do not Okay
live with you?
4 Parent: In the past 3 mo, [ONo

do you believe your
child has been picked
on by another child
outside of your home?
RN/PROVIDER: Would
patient benefit from
a referral for bullying
(related to being upset
or injured by a bully?)

OYes—Provide 10 Tips to Combat
Bullying, Bullying Helping Hand
AND Bullying: It's Not Okay

[ONo

[OYes—Social Work (for help report-
ing an injury or finding additional
support) AND/OR Behavioral
Health (for coping with emotional
and social impacts)

WWW.pQS.Com

team members adjusted questions and created a script
for a short yet consistent introduction to bullying screen-
ing. After standardizing the script, staff personnel who
roomed patients took on the screener role. Three separate
clinics launched screenings in September 2020, and all
clinics were screening patients for bullying by December
2020. Each clinic had a designated launch day when
project team members held a brief, in-person meeting to
review expectations before starting the clinic. Screeners
independently determined if patients were appropriate to
screen based on age and visit type. Staff submitted com-
pleted paper screening forms weekly to the team’s QI
specialist for data aggregation and analysis. Initial screen-
ing percentages were low, and the team needed greater
engagement from the screeners. We initiated a gift card
competition from November 2020 until March 2021 to
maximize screening. Project leaders awarded $20-$25
gift cards to the two screeners who screened the high-
est percentage of eligible patients every 2 weeks. Sharing
unblinded data with the screeners about their screening
percentages with their colleagues also increased the num-
ber of patients screened.

Once the paper version of the screening tool was
deemed appropriate, IT experts built the questions as
a specialty form within the electronic medical record
(EMR) to enable easy use, improve data collection and
analysis, and allow users to view previous responses. The
test of change cycles identified that screeners had diffi-
culty remembering to perform the screening without the
paper forms as a visual reminder. As a result, IT personnel
added a best practice advisory (BPA) in the EMR to alert
screeners of patients who met the screening criteria. This
advisory helped to capture all eligible patients by prompt-
ing screeners to complete the specialty form.

If a patient had a positive screen, the clinic staff noti-
fied the clinic nurse. The nurse discussed the resources
available with the family and patient, and together with
clinic provider input, they determined what would be
most beneficial. Intervention handouts included: 10 Tips
to Teach Your Kids to Combat Bullying, Bullying: Info
for Parents, and Bullying: It’s Not OK.?>>-*” The nurse,
in conjunction with the clinic provider, referred patients
to social work or behavioral health when appropriate.
Clinic nurses documented handouts and referrals they
provided, initially on the paper screening tool and then
in the EMR.

The project’s outcome measure was the percentage of
bullying screenings completed by eligible patients. We
used a statistical process control p-chart to track biweekly
and monthly progress. Since this process did not previ-
ously exist, the baseline was 0%, and we implemented
multiple interventions and tracked over time to the tar-
get percentage of 60%. Process measures included the
percentages of resources provided and referrals made for
patients. Qualitative measurements included patient and
family feedback. In addition, screeners, providers, and
clinic management monitored the impact on clinic flow
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and visit times with verbal check-ins throughout the proj-
ect. The volume of patients seen in clinics and the length
of time to complete clinics remained consistent through-
out the project.

The three interventions that increased the screening
rate were the gift card competition, the transition from
paper-based screening to the electronic specialty form
with BPA reminder, and sending of comparison data to
screeners. After implementing the gift card competition,
we detected a large increase in screening rates compared
to the prior month. Eliminating paper screening and creat-
ing the EMR specialty form and BPA increased screening
rates since they removed the screener’s need to determine
patient eligibility. Sending comparison data to screeners
likely increased perceived friendly competition among
screeners. In addition, we privately approached individ-
uals with low screening volume or with large percentages
of patients who declined screening to discuss their con-
cerns and limitations. Finally, we retrained two screeners
who recorded the patient/family’s “no” response to bully-
ing as “declines screening.”

Pediatric Quality and Safety

RESULTS

Between July 2020 and October 2021, the orthopedic
clinic staff screened 7,939 patients for bullying. The initial
monthly screening rate for three clinics was 8.7%, which
increased to 52.9% after initiating the gift card competi-
tion in November 2020. During PDSA 4, with the rollout
to four clinics and electronic screening implementation,
the capture rate of eligible patients declined to 42.2%. In
February 2021, clinics screened 78.8% of eligible patients
and did not institute any further interventions. Following
high screening volumes, the process mean shifted to 80%
in October 2021 (Fig. 2).

As of October 2021, 2% of patients and families
reported bullying experiences in the previous 3 months.
These reports came from patients/families who responded
positively to any one question (Table 2). Not quite half of
those who reported bullying received handout resources,
while fewer requested or agreed to referrals to behavioral
health or social work. Fifty-six percent of patients screened
were male, with a 2.25% positivity rate. Elementary
school-aged children had higher positivity rates than

.
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Fig. 2. P-chart of completed bullying screenings by month.
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Table 2. Patients Reporting Bullying Experiences

No. Positive Screenings Total No.

Month (Answered “Yes” to any Question) Encounters
2020
July 1 776
August 0 826
September 8 922
October 8 957
November 13 542
December 7 438
2021
January 5 608
February 11 638
March 17 803
April 10 1,030
May 27 1,021
June 19 1,038
July 7 855
August 6 1,027
September 9 1,042
October 13 1,205
Grand total 161 138,728
Table 3. Positive Screenings by Age
Age Positive Screenings Percent
5-6 5 1.16
6-7 15 2.95
7-8 17 3.05
8-9 18 3.38
9-10 19 3.05
10-11 22 3.17
11-12 12 1.66
12-13 18 2.33
13-14 13 1.63
14-15 15 1.97
15-16 4 0.66
16-17 1 0.24
17-18 2 0.53

middle- or high-school children (Table 3). Racial groups
with greater than 100 positive responses were not statisti-
cally different in positive screening rates. Qualitative out-
comes included parents or guardians learning about online
bullying or learning for the first time that their child was
bullied. Staff recorded responses such as “Mother found
out at this appointment that [child] was pushed down at
school” and “Mom had no idea of bullying.”

DISCUSSION

Using QI methodology, a multidisciplinary team imple-
mented a new screening process for bullying in pediatric
orthopedic clinics at a large tertiary children’s hospital.
Bullying is highly prevalent and may have short- and long-
term negative implications. Despite school districts imple-
menting antibullying programs across the United States
over the past several decades, bullying has remained at
20%-25% nationally.'?® Healthcare providers and school
personnel have been unable to identify young children at
risk for adverse sequelae before developing pronounced
symptomatology.!” This secondary prevention QI project
raised awareness about bullying by uniformly screening
patients and parents/guardians during an orthopedic out-
patient clinic visit and connecting families to resources in
a time-sensitive manner.

WWW.pQS.Com

We found an overall 2% rate (161 positive
responses/7,939 surveyed) of bullying experiences in
the preceding 3 months for orthopedic patients ages
5-18, below national averages.'* In contrast, Carrillo
et al. reported that bullying among pediatric orthopedic
patients was 39%.% Different analysis timeframes and
study designs can explain the reasons for this discrepancy.
Our QI study evaluated bullying three months before the
clinic visit in children ages 5-18, whereas many national
averages are annual rates for children ages 12-18. The
Carrillo et al. study surveyed patients over 5 months,
resulting in fewer participants (N = 198 compared to N
= 7,939) and a smaller age range (10-17). In this study,
patients completed paper-based questionnaires, includ-
ing the Child Adolescent Bullying Scale-9 questionnaire
and questions about demographics, orthopedic devices,
and attitudes toward orthopedic devices. Parents also
completed a paper-based questionnaire covering multi-
ple topics. Patients and families who experienced bully-
ing may be more likely to complete longer questionnaires
and opt-in to a study than patients/families who did not
perceive bullying.

Clinic staff in our QI project asked all patients and fam-
ilies presenting with a new orthopedic problem that had
not been screened in the past year four bullying screening
questions during the rooming process. Patients/families
had the option to decline or opt-out. Staff asked questions
verbally in the presence of parents, guardians, caregivers,
and/or siblings. Children may be less likely to report bul-
lying in the presence of others. Screening patients using an
opt-out process in a format that was not anonymous may
have resulted in overall lower rates of reporting. Since
staff administered screenings, the data captured depended
on their comfort with screening and their ability to ask
questions and document responses. Finally, clinic nurses
documented that they provided handouts to less than half
of the patients with positive screens. This number may
be low because clinic staff did not notify clinic nurses of
positive screens, nurses did not document they provided
handouts, or patients declined handouts. Additional staff
and nurse training could increase screening rates, increase
positive responses, and ensure additional families accessed
resources.

Prior studies have found that older children and males
are less likely to report bullying, with middle- and high-
school children demonstrating lower positivity rates than
elementary-aged children.! In our study, genders with pos-
itive screens were not statistically different (P = 0.110).
However, different age groups were statistically different
in positive screenings: 5 to <11 and 15 + (P < 0.001, 95%
CI: 1.76-3.07) and between age groups 11 to <15 and
15 + (P < 0.001, 95% CI: 0.85-2.03) (Table 3). Children
in the 5 to <11 age group reported the highest rates of
bullying, followed by the 11 to <15 age group and 15+
age group. This finding may be because older children
are less likely to report bullying."?® The rates of bully-
ing among racial groups with large numbers of screenings



Quality Improvement Initiative

were not statistically significant (P = 0.056). Given that
many patients presenting to the orthopedic clinic have
injuries, orthopedic patients may be more likely to have
experienced physical bullying than other types. However,
we did not find this to be the case, as rates of physical
bullying (eg, pushing/shoving fights; 0.9%) were similar
to other types of bullying asked in our screening.

Since professional organizations and bullying research-
ers recommend pediatric healthcare providers ask children
starting at age six about bullying rather than use a lengthy
form,'>**?* we developed a short four-question screening
tool. We used the CDCs definition of bullying and revised
it several times. However, we did not test for reliability or
validity. Further testing and development of the screening
tool in future PDSA cycles could improve positive capture
rates and demonstrate a local prevalence more consistent
with nationally observed bullying averages.

Although our institution supports and encourages QI
initiatives, similar resources may not be available at other
institutions. Patients and families where English or Spanish
was not the primary language did not receive written
resources. Attempts to create resources in languages other
than English and Spanish were initially cost-prohibitive.
This QI project was also implemented during COVID-19,
when many children may have attended school virtually
or had limited to no extracurricular activities, reducing
possible interactions with other children. Indeed, some
clinic staff and patient families questioned the relevance
of bullying screening during this time. In response, we
provided education about online bullying, which accounts
for 15.7% of bullying nationally.! One question addressed
in-person and online bullying; therefore, we could not
determine if COVID-19 contributed to overall bullying
rates or types of bullying experienced. Since screenings are
ongoing, examining bullying experiences during subse-
quent years could provide comparison data.

CONCLUDING SUMMARY

Implementing a QI initiative to provide universal bullying
screening and increase bullying awareness in outpatient
pediatric orthopedic clinics is feasible and sustainable. This
QI project resulted in nearly 8,000 screenings in just over
one year. This project answered a national call for health-
care professionals and community members to combat bul-
lying by asking about bullying. Since clinic staff universally
applied this brief screening tool, it did not negatively impact
clinic flow or result in the self-selection of positive individu-
als. Clinic staff provided patients with positive screens with
literature and appropriate referrals. Bullying screening con-
tinues in our pediatric orthopedic clinics to raise awareness
of bullying and connect families to resources.
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