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Abstract
Intimate Partner Violence, or IPV, is a physically and mentally violent phenomenon prevalent in today’s society. In order to follow guidelines by governing bodies of health care, a four-year university in the southeast wanted to implement a validated, evidence-based screening tool and a subsequent protocol. After a literature review of existing screening tools, the HARK screening tool was chosen and administered to every student. All three students who responded "yes" to the screening questions and wished to know about their options had a corresponding protocol that was correctly filled out. Discoveries included identifying that gender and sexual identities were diverse in those who answered "yes" to one of the screening questionnaires, regardless of their wish to speak further about their options. Another finding revealed that IPV's “humiliation” aspect was the most commonly experienced. This discovery is important because certain existing screenings do not ask about humiliation. These findings support the literature that all students, not just female-identifying patients, should be screened for IPV as everybody is at risk.
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Section 1. Introduction
Background
Intimate partner violence (IPV) is a global matter that spares no age, race, or gender identity (Gonzalez-Pons et al., 2021). The American College Health Association (ACHA) defines this violation as sexual or gender aggravation, stalking, sexual or intimate coercion, sexual abuse or assault, or rape (ACHA, 2016). In a study of college-aged students, 32% of students reported experiencing intimate partner violence, dating violence, or stalking during the collegiate experience (Healing Abuse Working For Change, 2017). A public university in the southeast United States wants to combat this phenomenon by screening every student who visits their student health center for intimate partner violence. Implementing this new screening indicates that a protocol is needed due to the possibility of positive screenings. The protocol must be comprehensive to inform staff and connect the victims to resources to aid the students’ safety and healing.
As an on-campus health clinic available for any student, this project site has a unique opportunity to reach many lives in the name of physical and emotional health (Sutherland & Hutchinson, 2018). Victims usually experience intimate partner violence before the age 25 (Gonzalez-Pons et al., 2021). As this is the average college age, universities must aid in preventing, identifying, and intervening in intimate partner violence on their campuses (Gonzalez-Pons et al., 2021). 
Organizational Needs Statement
	This project site does not screen every patient for intimate partner violence (Lead Nurse, personal communication, June 23rd, 2022). The staff knows to inquire about the patient’s safety if they show signs of physical injury or emotional distress. The nursing staff also screens for personal safety at appointments for sexually transmitted infections via paper questionnaire (Lead Nurse, personal communication, June 23rd, 2022). However, this project site does not have a specific screening tool they reference for that question (Lead Nurse, personal communication, June 23rd, 2022). There needs to be a readily available specific screening tool chosen to aid in any necessary screening for this patient population. A validated, evidence-based tool is needed to screen all health clinic patients appropriately regardless of appointment purpose.
	This university has a thorough sexual violence response protocol. However, this protocol does not include unique aspects of intimate partner violence like stalking or manipulation. Other often overlooked terms include psychological aggression, general coercion, reproductive coercion, financial abuse, and digital abuse (Gonzalez-Pons et al., 2021). The protocol must encompass all forms of intimate partner violence beyond physical or sexual injury.
This project site’s mission is to provide student-centered quality care (Abrons Student Health Center, n.d.). This care should include assessing for barriers to academic success, like intimate partner violence so that the patients can reach their potential as college students. This screening tool may reach students who have never reported their violent experiences and provide an opportunity to disclose this information. This opportunity provides this patient with access to resources that can aid in removing their physical and psychological barriers to academic success. 
	Due to the Clery Act, every university receiving Title IX funding must report crimes on campus annually by law (Gonzalez-Pons et al., 2021). Title IX is a federal law that requires any institution that receives federal grants to prohibit gender harassment, discrimination, and sexual misconduct (National Science Foundation, n.d.). However, instances could have gone under-reported due to students not knowing whom to inform and the lack of screening students (Gonzalez-Pons et al., 2021). Screening every student for intimate partner violence can help reach more students, thus painting a more accurate picture of intimate partner violence on campus. 
Many government task forces prioritize intimate partner violence screening and recommend regular screening of at-risk individuals. The government made it a priority subject for Healthy People 2030. Healthy People 2030 is a national objective to prioritize health goals and improve the health of individuals, communities, and organizations (U.S. Department of Health and Human Services, n.d.-c). Along with the government, many American academic groups, like the American College of Obstetrics and Gynecology (ACOG), cite screening for intimate partner violence as vital to the health and safety of their patients. 
This university is fortunate to have adequate resources and organizations to assist victims of intimate partner violence. These resources are available on and off campus and can help victims receive healing and justice. However, more is needed. As the need for communication between different resources increases, this process must be documented to prevent gaps in care. Breakdowns in communication between these organizations can lead to dire consequences (Gonzalez-Pons et al., 2021). Administrative protocols to prevent these mistakes can save lives and protect the healing of victims. A protocol outlining active steps from the screening tool, potential police reports, and communication between community resources can reduce critical errors and support students' safety. 
Problem Statement 
	This project site is committed to following the governing bodies' recommendations for routine intimate partner violence screening. With evidence suggesting that the current mode for collecting and reporting instances of intimate partner violence lacks the full scope of this phenomenon, this institution has identified the need for a screening tool to use the correct terms and inclusion criteria (Gonzalez-Pons et al., 2021). Currently, the project site does not have a validated, evidenced-based screening tool to address not only sexual violence but all aspects of intimate partner violence. A comprehensive protocol must guide staff members and community resources to ensure appropriate care, communication, and support for victims with a positive screening. The development of this new protocol is vital to the success of this project and organizational goals. 
Purpose Statement
This Doctor of Nursing Practice Project aims to identify and implement a screening tool for intimate partner violence and create a protocol to support students with positive screenings effectively. While screening is essential, it is equally vital to have a protocol in place. Hence, every staff member knows what to do if a student reports an incidence of intimate partner violence. 
Section II. Evidence
Literature Review
The National Library of Medicine's National Center for Biotechnology Information (NCBI) was used for a literature review. PubMed was used to find systematic literature reviews. These systematic reviews were prioritized but were only one of the levels of evidence material considered. Levels of evidence rank the credibility of these studies by the quality, validity, and applicability of their design (Winona State University, 2022). Systematic reviews rank the highest in all three categories, so these studies were preferred (Winona State University, 2022). Inclusion criteria included that it had to be published in the last five years and the English language. No other inclusion or exclusion criteria were needed.
The phrase "intimate partner violence" was used to examine the need for this intervention. As it was still too broad after applying the above inclusion criteria, “intimate partner violence on college campuses” was used to confirm a need for the specific intervention with a defined patient population. This narrowed the 16,474 results to 39. The phrase "intimate partner violence screening tools" was used to find literature that compares existing validated tools. This yielded 144 results. "Intimate partner violence screening on college campuses" was used to find if and how other universities are screening for intimate partner violence. This search yielded four results. The phrase "IPV (Intimate Partner Violence) screening in college health centers" yielded more provider-specific results that proved helpful to this project. This search produced 101 results.
Further evaluation of the initial results was conducted by reviewing abstracts. After reading the abstract or lengthy titles that were not applicable, articles that did not apply to this project were excluded. No other inclusion or exclusion criteria were needed.
Current State of Knowledge
The literature revealed that IPV screening tools are often underused, leaving many patients vulnerable to the physical and mental pain caused by IPV (Sutherland & Hutchinson, 2018). Due to this, the government and the satellite agencies have made recommendations and created initiatives to decrease the incidence of IPV. One of these initiatives, Healthy People 2030, has committed to reducing violence-related injuries in the United States (U.S. Department of Health and Human Services, n.d.-b). IPV is in the developmental stage, meaning it is a high priority but has yet to be fleshed out (U.S. Department of Health and Human Services, n.d.-a). By identifying and applying an evidenced-based screening tool, this university can also commit to this goal.
The Centers for Disease Control and Prevention (CDC), ACOG, and the U.S. Preventative Services Task Force (USPSTF) recommend routine screening of IPV in women (Lutgendorf, 2019). As IPV is not limited to women, screening should include all gender identities (Gonzalez-Pons et al., 2021). 
A screening tool for every health clinic patient will follow the standard guidelines these governing bodies recommend. The protocol will help support the increased screenings so that each positive answer is handled correctly and safely. 
	This university follows ACHA guidelines for recommendations and protocols. ACHA is a leadership organization that advocates for student health and wellness centers across the United States (ACHA, n.d.). The ACHA states that university campuses are responsible to the students and staff regarding health care response development and treatment protocols (2016). This requirement will encourage universities to continue efforts to educate, treat, connect, and support intimate partner violence victims (ACHA, 2016). The ACHA also stresses the importance of trauma-informed treatment protocol so the patient is not revictimized (2016). Because of these recommendations and the university's commitment to following ACHA guidelines, they need a screening tool to help identify these victims and a sensitive protocol that protects the health center and the victims alike. 
Incidence rates affect resource allocation and funding (Gonzalez-Pons et al., 2021). If the incidence of intimate partner violence on a college campus is incorrect, it can affect the funding of organizations assigned to helping these victims find justice (Gonzalez-Pons et al., 2021). College campuses are unique because they are a community that proactively encourages academic and social pursuits. Students should feel free to explore these pursuits knowing their campus has the right resources available if they experience physical or psychological harm. 
Current Approaches to Solving Population Problem(s)
IPV is a prevalent social issue with physical and psychological symptoms (Gonzalez-Pons et al., 2021). It is so prevalent that the initial literature search yielded an overwhelming number of overwhelming results. Selecting the best-validated screening tool may be difficult, as existing tools may leave out essential forms of IPV (Gonzalez-Pons et al., 2021). This can prevent victims from reporting incidents and skew incidence rates (Gonzalez-Pons et al., 2021).
Existing tools may leave out gender identities, sexual orientations, and transgender students in their questions (Gonzalez-Pons et al., 2021). Further research is needed to select the best tool for the unique collegiate environment (Gonzalez-Pons et al., 2021). If a perfect tool does not exist, then the data collected by the screening tool and the education of staff can help aid the future development of a screening tool that encompasses the full scope of intimate partner violence in a collegiate setting (Gonzalez-Pons et al., 2021). The following approaches helped narrow the search to find the right screening tool that addresses the definition of intimate partner violence, the target population, and clinic efficiency. 
The definition of intimate partner violence can be broader than one might think, so it is essential to define it. This definition assists students to have a better understanding of the questions within the screening tool. While reviewing the literature, the definition of IPV was reviewed, and common words and phrases were collected to ensure it was included in the screening and deliverables. To combat this risk, a deliverable item defining IPV will be on a television screen that flashes through events and announcements pertinent to student health. As the patient will be answering the screening tool while waiting to be called back into the clinic, this will allow time for consideration. It will also be referenced on the screening tool so they can find the definition on the screen. 
After reviewing the literature for current screening tools, it was found that there is a lack of gender inclusivity. It is crucial to think about the specific population this project is targeting. Most literature revolved around screening women, especially pregnant women. As this collegiate population has many gender identities, it is vital to find a screening tool that allows for as much inclusion as possible to accurately reflect the incidence of intimate partner violence on a college campus (Gonzalez-Pons et al., 2021). 
Many healthcare providers named the disruption of clinical operations a barrier to IPV screening (Sutherland & Hutchinson, 2018). As the results of this screening will have to be carried out via protocol, staff support and understanding are vital to the success of this project. It is essential to find a brief screening tool that applies to the definition of IPV but does not hinder clinic practice and flow (Sutherland & Hutchinson, 2018). Articles focused on the organization's influences on screening practices were considered high priority. Staff collaboration and buy-in are essential as this will require protocol implementation of sensitive subject matter.
Sutherland and Hutchinson found that hindering patient flow is a barrier to screening for IPV (2018). Providers felt that screening tools required action, and these actions took time. These extra steps can put the provider behind schedule and increase the stress and aggravation of other patients. Another barrier to implementation includes communication (Sutherland & Hutchinson, 2018). Nurses, providers, and other health care staff understand how to communicate with each other, but this screening tool requires communicating with other departments and ensuring continuity of care. 
The literature also emphasized the importance of trauma-informed care (ACHA, 2016). Another barrier includes the possibility of re-traumatization (ACHA, 2016). The screening tool must be presented to encourage answering without pressure and re-traumatization. There are multiple methods to present the IPV screening tool in the clinic. For example, the tool could be on paper, a Quick Response (QR) code, or a verbal questionnaire given by the nurse. Considering the clinic already gives paper questionnaires to patients, adding a screening tool in this format is a concept that has been introduced previously. The literature does not support using one method over the other, so the paper format was chosen to make staff involvement easier.
Evidence to Support the Intervention
Understanding the risk factors of intimate partner violence is essential to help identify victims (Gonzalez-Pons et al., 2021). Risk factors include age, risky sexual behavior, substance use, low income, stress, unemployment, financial uncertainty, mental health concerns, and trauma (Gonzalez-Pons et al., 2021). Due to the culture of college campuses in the United States, many risk factors apply to most students (Gonzalez-Pons et al., 2021). Because of this, it may be beneficial to screen all patients instead of only using risk factors to determine screening potential (Gonzalez-Pons et al., 2021).
The USPTF recommends the HARK (Humiliation, Afraid, Rape, Kick), HITS (Hurt, Insult, Threaten, and Scream), PVS (Partner Violence Screen), and WASP (Woman Abuse Screen Tool) screening tools (American Family Physician, 2019). The WASP screening tool was immediately removed due to only applying to women (American Family Physician, 2019). The PVS tool was removed because it focuses on physical safety (American Family Physician, 2019). The HITS tool was eliminated because sexual abuse was not initially included (American Family Physician, 2019). The HARK screening tool was considered because it asks about physical, psychological, and emotional harm. It also is completed by circling yes or no, which may keep the time filling it out to the minimum required to prevent patient flow. 
Unfortunately, no perfect screening tool encompasses the definition of IPV while also targeting the collegiate population. However, the HARK screening tool was chosen because it best encompasses the expanded definition of intimate partner violence, is efficient without hindering patient flow, and allows for including a specific yet diverse population. Though it is not the perfect tool alone, deliverable items can be created to compensate for its lack.
This screening tool does not exclude gender, race, age, or sexual identity. The screening tool needs to use language that focuses on the inclusion of every patient. They should not examine the screening tool and exclude themselves based on demographic info or exclusionary language (Gonzalez-Pons et al., 2021). HARK leaves out gendered terms like boyfriend or girlfriend, instead using the gender-neutral term partner. This screening tool does not focus on women compared to the WASP screening tool (American Family Physician, 2019). While not necessarily inclusive, it is not exclusive to any particular population group. The HARK screening tool best relates to the target population.
The original HARK screening tool, as seen in Appendix B, was created to accurately assess all aspects of intimate partner violence in four short questions (Sohal et al., 2007). Compared to a 30-item questionnaire during a validity study in 2007, it was comparable in efficacy (Sohal et al., 2007). It also helped identify the victims who would not have spontaneously disclosed their status without the questionnaire (Sohal et al., 2007). Please refer to Appendix B for a screening tool example.
Evidence-Based Practice Framework
Before implementation begins, a training presentation and subsequent survey will be given to staff to aid in understanding and buy-in. Once implementation begins, a meeting will be held every Friday to evaluate staff response using the Plan Do Study Act (PDSA) model of change (Agency for Healthcare Research and Quality, 2020). PDSA is a framework that allows the change occurring to be tested while it is in the implementation phase. This process allows for rapid changes during the implementation phase instead of waiting for the evaluation phase to recognize the weaknesses. This change model allows weekly opportunities for the staff to communicate their concerns or problems while allowing swift troubleshooting and change (Agency for Healthcare Research and Quality, 2020). This process will also allow a weekly evaluation of protocol management. If a concern is brought up after the implementation begins, the process will start over at the planning stage and follow through to the acting stage again. 
The PDSA model of change includes four stages (Agency for Healthcare Research and Quality, 2020). The first stage, planning, includes troubleshooting ideas and ways to solve problems (Agency for Healthcare Research and Quality, 2020). The “do” stage includes implementing the change decided upon in the last stage, while the “study” stage evaluates the new implementation (Agency for Healthcare Research and Quality, 2020). If this is successful, it is “acted” upon and considered changed.
This literature review is used to make four deliverables for this project. First, comprehensive staff education will occur before implementation starts. Second, the IPV paper screening tool will be given to every patient upon check-in for an appointment with a provider at the student health clinic. Third, a protocol will be developed using evidence and the resources available on campus and in the surrounding community. Finally, a poster defining intimate partner violence will be on the television that runs announcements in the waiting room. 
Ethical Consideration & Protection of Human Subjects  
The tool will be given to each student regardless of race, gender, ethnicity, age, sexual orientation, or purpose of visit. Screening every patient who arrives for an appointment with a medical provider drastically increases the number of students screened for intimate partner violence. As intimate partner violence is a prevalent social issue on college campuses, there is a potential that past victims of IPV will be identified during screening. This experience may trigger unexpected anxiety while accessing care for complaints unrelated to IPV. It is essential to avoid creating a scenario of re-traumatization and unexpected barriers to care (ACHA, 2016). With this in mind, a shorter screening tool may be beneficial. 
There are more comprehensive, detailed screening tools, but the resurfacing of negative memories may trigger victimized patients. The HARK letters will also not be included in the screening tool to prevent triggering reactions to the word "rape." The HARK screening tool is still long enough to encompass the definition and patient population without being so detailed that re-victimization, hindrance of care, and patient visit flow are affected.
With the possibility that previous victims will answer this screening tool, it is crucial to allow patients to decline participation in the screening as some victims may not feel comfortable answering. It is also vital that the patient knows that no negative consequences will occur if they do not answer the screening. Providing reassurance that the patient controls any disclosures and responses regarding reporting to the police or other leaders on campus is vital in establishing a therapeutic relationship. Although a protocol is essential to provide quality and consistent care, the victim must be allowed to practice autonomy. This university can only prepare a protocol and offer support based on on-campus resources. However, they cannot force victims to participate.
This screening tool has the potential to access every student at the university. However, the clinic only participates in the university and state health insurance plans. Patients with outside insurance are welcome to be seen, but reimbursement for services rendered is unlikely and not guaranteed. This process presents a boundary to screening every student on campus. However, as the university will only be screening patients accessing health care through student health, patients who do not visit the clinic will also be excluded from the screening opportunity.
Governing bodies recommend that screening protocols should not be limited to individual risk only. Heterosexual females are not the only demographic who experience IPV. However, assessing individual risk may take time and delay patient flow. As the collegiate environment is a notable risk of IPV and something every patient has in common, every student should be screened (Gonzalez-Pons et al., 2021). 
There is no risk of physical harm to patients as this is not a physical intervention. However, the protocol needs to be developed with the victim's desires and needs as a high priority to prevent potential harm by the perpetrator. The physical safety of these patients is a priority; however, clinic staff need to acknowledge that they have the right to navigate their healthcare.
The health information of each respondent will never be included. No names, dates of birth, or identifying information will be recorded. However, essential demographic information will be collected. This information includes age, gender, sexual orientation, year in school, and housing accommodations. There is also no potential that the target population will be taken advantage of during this project implementation. As each patient will be given the screening tool at check-in via paper format, it is still their prerogative to fill out the form, and they have the option to refuse.
The Collaborative Institutional Training Initiative (CITI) modules and the university project evaluation tool Qualtrics survey were used to start the approval process. The CITI modules train participants in conducting research and quality improvement efforts with integrity, ethics, and responsibility in mind (CITI Program, n.d.). The CITI modules were completed by the project leader prior to the planning phase of the project. The university project evaluation tool Qualtrics survey was used to determine if this project is research or quality improvement and if the project needs institutional review board (IRB) approval. IRBs are needed to protect the participants in research (East Carolina University, n.d.). Ultimately, this project was deemed quality improvement, and official IRB approval is not needed at the university where this project will occur due to the university’s approval. However, the IRB board at the project site has been made aware of this project as a courtesy to the university.
Section III. Project Design
Project Site and Population
	This quality improvement project will be implemented by administrative staff, nursing staff, and medical providers at a university student health center. The participating staff will administer screening tools to students accessing care at this university health center. This project aims to administer a screening tool and protocol for intimate partner violence for each student entering the health clinic regardless of visit type so that victims can access the available resources. 
Description of the Setting
	The project site is a four-year university on the east coast of North Carolina. As of Fall 2022, the student health center on campus serves all 17,843 undergraduate and graduate students (University of North Carolina at Wilmington [UNCW], n.d.). However, it is designed to support students with health insurance through the school (Lead Nurse, personal communication, June 23rd, 2022). This organization is an integral part of the campus community by treating the mental and physical ailments of the students so they can focus on their studies and reach their potential as scholars. This mission-led clinic aims to provide quality health and preventive services that are student-centered and affordable (Abrons Student Health Center, n.d.). The patients of this health clinic are at a pivotal time in their lives as they pursue higher education and chase their dreams. Therefore it is crucial to help keep students safe through interventions such as IPV screening.
Description of the Population
	The patient population includes students who attend this university seeking medical care from this clinic. This population includes undergraduate and graduate students of all ages. It excludes the patients who access nursing care and counseling visits and students who do not need or choose to access care at this clinic.
Project Team
	The facilitators of this project involved in administering this screening tool and protocol include clerical, nursing, and health provider staff. The clerical staff oversees checking in the patients and giving them the screening tool. The nursing staff includes registered nurses responsible for reviewing the screening tool's answers and initiating the protocol. The health care provider staff includes nurse practitioners, physician assistants, medical doctors, and doctors of osteopathic medicine. They are responsible for completing the protocol according to the answer provided and connecting the student to the appropriate resources. They are also responsible for setting aside the screening tools and protocols to be reviewed by the project leader.
The project team includes a project leader, clerical staff, clinical staff, site champion, and faculty advisor. The lead nurse and medical director also provided additional guidance while participating in this project's implementation. They advocated for the clinic and gave the nursing and provider staff a voice. The Doctor of Nursing Practice (DNP) student is the leader who has created the staff education, surveys, poster, screening tool, and protocol. The project leader is responsible for educating and training the other members regarding their role in this project. The leader is also responsible for collecting and inputting screening responses and demographic information that will be useful for the evaluation phase of the project. The DNP student is responsible for implementing this project during this phase and prioritizing project management.
	The site champion is a clinic supervisor with an advanced degree and experience in research. The site champion aids the DNP student in communicating with clinic staff. The site champion also advocates for the clinic and its’ needs during project development and implementation. The site champion also connects the DNP student to resources inside and outside the clinic to ensure the project is safe, well-rounded, and effective. This process occurs during regular meetings between the DNP student and site champion to update on progress on barriers found during PDSA cycles. The lead nurse helps nursing staff understand their role in the project and effectively communicates nursing concerns to the project leader. The medical director advocates for advanced healthcare providers while keeping the clinic's daily flow and priorities in mind.
	The faculty advisor guides the student during planning, implementing, and evaluating the project. The faculty advisor is a doctorate-prepared nurse with experience performing and evaluating quality improvement projects. The faculty advisor provides scholarly guidance that increases project development and implementation professionalism. 
Project Goal and Outcome Measures
	The project aims to choose a screening tool for intimate partner violence that applies to the collegiate population. The second goal is to develop a subsequent protocol that effectively responds to the incidence of intimate partner violence. The third goal is to improve the staff's understanding of intimate partner violence and their role in the screening process. After the educational training, the staff will be given a survey to ensure an understanding of their role in the project. During the implementation phase, the DNP student will collect weekly screening and protocol checklists. The DNP student will then input demographic and screening data into an Excel spreadsheet to aid in the evaluation phase of the project. While the staff's understanding of this new protocol is the primary outcome of measurement, other information will be available after data collection is complete. This information includes information regarding the occurrence of IPV and the victim's demographic information.
Description of the Methods of Measurement
	After the initial education and training day, the project leader will give out surveys that measure their understanding of their role in this project. It also identifies any barriers to staff understanding and allows the project leader to address them individually. After implementation, the project leader will collect screening tools and protocol checklists to evaluate if they were correctly given out and effectively followed. The project leader will count the number of eligible students daily and then document the number of patients given the screening tool. The responses need to be evaluated to ensure the protocol is accurately followed. The protocol checklist will aid in this process. 
Discussion of the Data Collection Process 
	The project leader evaluated the screening tools and protocols every Friday and solicited staff input. Based on the responses, the PDSA model was utilized weekly to ensure the project was implemented correctly and if the project would benefit from any changes in implementation. All concerns were recorded to keep track of comments. Responses to these comments were also documented to aid in the evaluation phase of the project. Every Friday, the project leader inputted screening tool responses and relevant demographic data into an Excel spreadsheet to ensure the evaluation phase had adequate response data to aid in drawing inferences. The Excel spreadsheet excludes private information but is protected by a password. Only the project leader can access this spreadsheet on a password-protected computer.
Implementation Plan
After completing the literature review, the DNP student chose the screening tool and created the protocol, staff education presentation, staff education survey, and IPV PowerPoint slide displayed on a television screen in the waiting room. The above deliverables were reviewed and approved by the faculty advisor, site champion, lead nurse, and medical director.
The staff education presentation will occur at a staff meeting before implementing the project to address staff concerns. The education survey will be administered after the presentation, and any gaps in understanding will be effectively addressed. The PowerPoint slide will be presented on a television in the waiting area to aid patients in identifying intimate partner violence. After the preparation phase is complete, the screening tool and protocol will be implemented in clinical practice. 
During the implementation phase, there may be an increase in intimate partner violence disclosures. It is important to stress that the patient's initial reason for this visit will still be addressed. However, a collaborative effort and an evidence-based protocol will include additional considerations for this patient's care. This process is why patients visiting the health center for nursing visits like wound care, injections, or rapid lab testing will not be screened. Positive screening results may interrupt clinic flow if nursing care visits become unplanned provider appointments.
During the implementation phase, the screenings received will be compared to the daily schedule to count how many screening tools are missing, blank, incomplete, and filled out correctly. This process allows time for PDSA cycles to identify problems and make rapid changes. The provider, nurse, and chief complaint will be noted to identify any trends in missing surveys so rapid education can be provided to individuals who may need it.
Timeline
	The subject of this project was chosen in May 2022. The faculty and the project site approved this project topic by July 2022. The planning phase took place from August 2022 through December 2022. The project details were discussed with the site and approved by the faculty advisor. Staff education and surveys will occur at the staff meeting on January 9th, 2023. After staff education is complete, a practice run of the screening tool and protocol will be implemented on January 9th, 2023. The clinic is less busy than during the academic school year because classes have yet to start. This gap allows the staff to get used to their new role and allows problems to be solved before the clinic gets busier and stress increases. The official screening tool and protocol implementation will start on Tuesday, January 10th, 2023. The project will continue for ten weeks, ending on March 17th, 2023. Data collection will start on January 9th, 2023, and continue weekly until March 17th, 2023. Evaluation will begin on May 1st, 2023. The project results will be presented to classmates and colleagues on July 11th, 2023.
Section IV. Results & Findings:
Quantitative Results
Two thousand three hundred and eleven patients were eligible to be screened, and 2,131 screenings were received. One hundred eighty patients were not given a screening questionnaire. Of the 2,131 patients screened, 104 answered yes to at least one question on the questionnaire tool. Three of the 104 patients who have experienced IPV in the past year wished to speak about their experience. Subsequently, the number of protocols initiated and completed correctly was also three. Forty-two out of the 104 patients answered yes to more than one question on the HARK questionnaire, indicating that 40% of patients experiencing IPV experience more than one type. Four hundred seventy-two, or 22%, of questionnaires were completely blank. One hundred thirteen, or 5%, of screenings, left some parts of the screening questionnaire unfinished. Four PDSA Cycles and three on-site site champion check-ins occurred. 
Qualitative Results
	Out of the three patients who wished to speak about their IPV experience, one identified as male, one identified as a transgender male and one identified as female. Patient One is a male international graduate student who was 32 years old. He was from Guatemala and experienced violence from a male partner whom he still fears today. He currently lives off campus. Patient Two is a 21-year-old transgender male from North Carolina who is currently a sophomore and lives off campus. He identifies as homosexual and experienced physical violence from a male partner. Patient Three is a 21-year-old female from North Carolina. She is a junior who lives off campus and experienced violence from a male partner. 
	Out of the 104 students who answered “yes” to at least one question on the HARK screening tool, ten are male, 93 are female, zero are transgender female, one is transgender male, and zero are non-binary. Their ages ranged from 18 to 32 years old, with an average age of 20. Twenty-eight freshmen, 32 sophomores, 13 juniors, 30 seniors, and one graduate student answered yes to at least one question. Twenty-four lived on campus, and 80 lived off campus. Ninety-three identified as heterosexual, and 11 identified as homosexual. 
Figure 1
Breakdown of IPV Violence
Note. The chart above indicates the incidence of each HARK question, respectively, out of the surveys with at least one "yes" answer.
Discussion of Major Findings
All three students who answered “yes” to the screening and wished to follow through with the discussion of options had a corresponding protocol checklist that was adequately filled out. No students who wished to speak about their experience or options were left behind. Although only three students wanted to speak about their experiences, three students may not have been connected with the correct resources if they were not given this screening questionnaire. One hundred four other students now know they have a place to go if they change their minds about wishing to connect to helpful resources.
There were not as many "perfect" days as expected, as most days had missing screening tools for patients eligible to receive the screening tool. PDSA cycles occurred to help determine the barriers to successful implementation. Throughout the process, staff was included in identifying any barriers to giving every patient a screening tool. One barrier noted was the influx of paperwork required to give certain patients. They called this “paper fatigue,” or the responsibility of handing out the correct paperwork to the correct patient. Another barrier was that the current clinic protocol for other administrative paperwork of follow-up patients was that these patients do not receive any paperwork after their initial visit. As they were used to this process, many of the missing questionnaires were from follow-up patients. The last barrier was busy check-in times. It was noted that many of the patients that were missing questionnaires had appointments from 1100-1120 and 1300-1500, which are primarily the busiest periods.
When checking the schedule compared to the number of surveys collected each day, several things were noted. The provider, nurse, time of check-in, and chief complaint were noted for each missing, blank, and unfinished questionnaire to find gaps or patterns related to the successful implementation of the project. There was not one provider or nurse who had significantly more missing screening tools than others. However, if there were, these providers and nurses could be respectfully reminded of their role in the project process. Chief complaints were also noted because specific symptoms trigger standing orders, including more paperwork administration. For example, cold symptoms trigger a covid-19 questionnaire, and STI checks trigger a sexual history form. Both forms require time, so the survey may not have been completed due to time constraints. The time of appointment was also noted—the clinic schedule waxes and wanes in terms of the time of appointments. The appointment timing is vital in case patterns arise that could be addressed. This information revealed that 1300-1500 appointment times were the busiest, which may have led to these appointment times having the most missing surveys. 
Blank and unfinished surveys were also noted. This information is important to note because there are several potential reasons a survey can be blank. As mentioned above, due to other paperwork, there may not always be enough time to fill out the survey. Another reason is that they may choose not to fill it out. A statement at the top of the screening tool states that this is not a mandatory screening tool and that they will not be penalized if they do not fill it out. Many screening tools were not finished. The exact reasons are impossible to find out, but the assumed reasons include time, privacy concerns, or the patient accidentally skipping specific questions. 
Forty-Eight percent of positive responses cited humiliation as their experience of IPV. As this aspect of IPV is not included in other screenings, such as WAST, this result is essential when deciding on a screening tool to use in the future. The HARK screening tool encompasses the entire definition of IPV, so these students could recognize humiliation as violence. 
Evidence and Support of Findings
The results were surprising regarding the gender identities of the patients who indicated follow-up questions after a positive screening tool. Other IPV screening tools not used in this project only focused on screening people assigned the female gender at birth. In this project, there was diversity in the gender identity of the three patients who wished to continue the conversation about IPV. This diversity supports that other screening tools need to be more inclusive in qualifying individuals, as IPV is experienced in all gender identities.
As the literature suggests, screening patients based on their risk factors is worthwhile. The collegiate population comprises many people who come with their own risk factors. The risk factors identified in the literature are commonly found in the average college student, so screening every patient for IPV is worthwhile. 
Providers and nurses involved in a positive screening tool were questioned via an online survey about their experience. They were allowed to reveal what was successful and what hindered the process. All providers stated that this screening interrupted their schedule and put them behind. The literature noted this as a barrier to screening initially. However, the protocol checklist and the nurse adding twenty minutes to the visit expedited this process. 
Section V. Interpretation & Implications:
Cost and Resource Management
Financial 
This project site did not require this researcher to provide the paper or ink for the screening tool. However, it did cost the site paper and ink that would not have been used if this project did not occur. The personnel’s salaries were not the researcher’s responsibility, and they would have been paid their fair compensation regardless of the project status. The administration staff was responsible for administering the survey, which added to their workload. They get their supplies from Walmart, so the correct brand was assessed for the average cost of the supplies below. The total number of papers given was 2,131 sheets. The current cost of one 500-count Hammermill Printer Paper is $7.38. The total paper cost is $36.9. This office uses HP 67 Black Original Ink. The current cost of this is $16.89. Based on a page prints calculator that finds out the usage of cartridges, one cartridge of ink supports 560 pages. This amount equals about four cartridges used and a total cost of $67.56. 
The labor cost, had this not been a DNP project, would be the same as it is with the student. The time spent planning, implementing, and managing this project would be during work hours and require no extra cost. However, if overtime is needed, the nurse evaluating this project gets paid $25 an hour and $40,165 annually (Lead Nurse, personal communication, June 23rd, 2022). If this nurse is removed from the floor to review this project, a temporary nurse will cover them for $25 an hour or $200 a day. Refer to Appendix A for an itemized budget.
Time
This screening tool increased the time of check-in, which could delay care. This process also required that nurses take the time to read the screening tools and initiate protocol appropriately. Positive screenings required nurses to extend the visit time by 20 minutes. This extension could prevent a new patient appointment, costing the clinic monetary compensation. 
Research Time
It took two hours to search for a topic of interest and guarantee there was sufficient literature to support this project. Reviewing this literature took six hours to complete. The development of the project based on this topic took three hours. Presenting this idea to the professor and project site took two hours combined. The staff education took three hours to plan and one hour to complete. Staff helped develop the plan with suggestions and guidance, which combined eight hours, including PDSA cycles and staff meetings. Surveys were given to staff after the education session and after each positive protocol initiation. These took two hours to develop and one hour to review. Discussions with the staff occurred at the initial education presentation, project updates, and email discussions. For example, there was a discussion with staff about whether patients who have been at the clinic at least once should receive the screening tool again. At first, it was decided that they should not receive the screening tool again to prevent barriers to care. However, after the nature of IPV was discussed, it was noted that IPV status could change from one day to another. It was decided that every patient, even follow-up patients, would receive a screening tool. 
If the DNP Student were not implementing this project, then a nurse would be leading this project. This change would inevitably remove this nurse from patient care or require overtime work. This process would require a temporary nurse to fill in for the full-time nurse, costing the organization $25 an hour or $200 a day.
Implementing occurred all day at the clinic. All patients seeing a provider for a medical appointment were given a survey. These surveys were evaluated by nursing staff, and the protocol was carried out by the providers. Management occurred when the researcher was at the clinic site. The researcher was available via phone and email for correspondence. Initially, weekly updates were emailed to staff as changes occurred and barriers were discovered. Updates were also given at staff meetings to keep participants invested and involved. These updates included how many missed surveys were counted and any changes that would be made to reduce the number.
Revisions were made using the PDSA model. If an obstacle occurred, the researcher initiated the process of change. One modification included adding the provider and appointment time to the screening tool to help identify patients without including names and birthdays. This change is needed in case follow-up communication is needed due to a missed positive screening. Another revision included adding a disclaimer to the top so patients did not feel pressured to fill out the screening tool if they did not want to. It also helps past victims of IPV who do not wish to continue reading the screening tool avoid re-traumatization and gives them control of their reaction. Another revision included adding a question assessing whether the patient has been to the clinic since implementation started and if they answered the screening tool before. This change helps this researcher note that the same patient may fill out the questionnaire multiple times.
The analysis of this project did not stop when implementation stopped. Surveys are reviewed multiple times to note patterns or weaknesses in the implementation process. The schedule was compared to the screening tools collected every day so potential roadblocks to successful implementation could be identified swiftly using the PDSA model of change. 
Summary 
While only three patients who had positive answers to the screening tool wished to follow through with guidance and resources, there were still 104 who answered yes. These patients know that campus health is a place they can go to if they wish to be connected to resources.
The female patient who wished to seek guidance was so grateful for the opportunity, going as far as to say that this was her birthday present. She was connected to resources that could help her navigate healing safely and effectively. This response is worth any cost. 
The project costs would be the same regardless of student involvement. The only aspect of this project that would change is that the researcher would not be evaluating the daily success rate of the administration of the screening tools, so this would add time to a staff member’s daily duties. If this project is continued after the implementation phase has concluded, the demographic portion of the screening tool can be removed. This removal would save time and allow more patients to fill out the screening tool. Also, the disclaimer at the top would not need to be included as this would no longer be a project but a clinic practice. This change would save ink and decrease cost. 
Implications of the Findings
With three students disclosing their IPV status as something they wished to be discussed, it was surprising that only one person who identified as female answered yes. The literature suggested that women experienced IPV more frequently than men. Ten men answered yes to at least one of the screening tool questions. This result highlights the importance of eliminating the female gender identity as a leading risk factor. If this male was not given the screening tool, they might not have been able to access the resources they needed to heal from their experience. The female student did not know the campus had ample support ready to help her twenty-four hours a day and seven days a week. She was grateful for the knowledge and support in her decision to seek help and left the appointment with a weight off her shoulders. Without this screening tool, she could have been in the dark longer. Sadly, she could have suffered a physical or emotional injury, resulting in her hospitalization. This screening tool is designed to remove the victim from harm and prevent catastrophic events. As the resources for patients who have experienced IPV already exist, this screening tool can continue to impact patients' mental and physical health. 
Implications for Patients
This screening tool increases awareness of IPV. It allows patients to identify IPV in their lives or those around them. It also identifies the clinic site as a safe place for help. It can help reach more students who would have never disclosed their struggles. It connects them to counseling, CARE, and legal advice that can change their life. This screening tool is not just to analyze the incidence rates of IPV on a college campus. It is to help this student health clinic follow through with its mission of quality health care for its students. 
Implications for nursing practice.
Screening tools can seem tedious to some. It is another paper to review, adding another step in a hectic workday. However, this screening tool can help identify patients who are suffering. As a nurse, we pledge to devote ourselves to the well-being of our patients. 
Impact on Healthcare System(s)
	On a grander scale, this screening tool could help prevent a catastrophic event requiring inpatient resources. The CDC (2022) states that one in five homicide victims is killed by an intimate partner, and 75% of females and 48% of males have experienced long-lasting injuries. Treating these conditions costs money, and the screening tool to prevent these catastrophic events can identify victims, save lives, and prevent extreme costs to the individual and health care system.
Sustainability
This project is a low-cost high-reward endeavor. The community is already well equipped with the resources to help support victims of IPV. With the protocol checklist there to decrease errors in communication between these resources, this healthcare system can only improve. 
Dissemination Plan
This project will be presented to the College of Nursing faculty and students on July 11th, 2023. After considering their comments, this researcher will decide whether to submit abstracts to the appropriate journals or continue the project in a different form. The site champion has suggested presenting findings at future ACHA conferences, with the next one in Atlanta, Georgia, on May 28-June 1st, 2024. This presentation would highlight the need for other college health centers to implement this screening. However, as no screening tools were garnered for college students, it would be worthwhile to create one. This project can be expanded upon to include other barriers to care and success experienced by college students. These barriers include food security, home safety, depression, and anxiety.  
Section VI. Conclusion 
Limitations and Facilitators
Barriers
Barriers to this project included missing, blank, and incomplete screening tools. New staff members sometimes made mistakes in administering the screening tools. Administrative staff sometimes got "paper fatigued" and did not remember to give every patient a screening tool. Follow-up patients usually do not receive paperwork to fill out, so screening tools are sometimes forgotten. Common chief complaints triggered specific standing orders and paperwork that prevented the patient from having the time to fill out the screening tool. Another lengthy form unrelated to this project was included around week 7, which took up to five minutes to complete. This change affected the number of completed screening tools. 
Facilitators 
Staff buy-in helped prioritize the project. The staff education day was vital to the project's success because it allowed collaboration. It explained why this project is essential and how it can benefit our patient population. Once the first positive answer was identified and the patient showed great appreciation, the staff realized how important it is to educate, screen, and prevent IPV. Once staff realized that the protocol checklist helped prevent significant delays in patient flow, they could see that screening for IPV was feasible. Please refer to Appendix C for the protocol checklist example.
Recommendations for Others
It may also be beneficial to take out the paper in this process and use a QR code or the EMR to assess for IPV. As common health concerns like travel and smoking status are already screened at check-in, it would be less costly to include these in the verbal check-in. The QR code may be a compromise between the two. Since it is non-verbal, the patient may be more likely to honestly disclose their status if they are not face to face with someone. This change could eliminate the "paper fatigue" experienced by front-desk staff and be less hassle for all staff.
Recommendations Further Study
Intimate Partner Violence is only one potential barrier to students reaching their potential as academics, citizens, and humans. Food security and mental health concerns are also impacting the lives of college students at alarming rates. It may be beneficial to include an IPV screening, food security screening, depression screening, and anxiety screening on one paper for every patient to fill out. As brief screening tools that are validated already exist, this would be a simple addition that would reach more students. This university is already equipped with a food bank, counseling center, and mental health professionals, and this would be another way to connect more students to underutilized campus resources.
Final Thoughts
Intimate Partner Violence can be experienced in a variety of ways. It can be witnessed with impressionable minds or experienced as a young person without the tools to navigate their experience. As college students often experience increased stress in all aspects of life, their risk for IPV increases. With this risk in mind, this screening tool was administered, and three young people who wanted help were discovered. Others who were victims in the past but did not want to speak about it now know they have a safe place to go. This university is already well equipped to support its students, but these resources are under-accessed. With this screening tool, more people can be connected to trained professionals who will support them in any way they choose. This simple screening tool helps this clinic accomplish its mission and support its patients.
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Appendix A
Itemized Budget
	
Item
	
Cost

	Paper
	$36.90

	Ink
	$67.56

	Temporary RN
	$25 an hour


















Appendix B
Screening Questionnaire
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Protocol Checklist
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Intimate Partner Violence Screening Tool

*s partnering with a Doctor of Nursing Practice student to implement an Intimate Partner Violence
{ screening tool. This questionnaire is NOT MANDATORY. This form will not be put in your medical
record and there are no negative consequences if you do not fill it out. Your personal identifiers (name, date of
birth) will never be used in the data collected.
SRS )
Age: & Date:# = Provider: Time: }i

Gender Identity (circle one):
o Transgender Male
o Male o Transgender Female
o Non-binary

Sexual Ori ion(circle one):
Heterosexual o Asexual

o Homosexual Questioning
o Bisexual o Other (please list):

o

Year of Education (circle one):
o Freshman__
o Sophomore o Graduate
o Junior

Housing (circle one):

Please circle YES or NO. Please flip this form over for more examples of IPV.

1. Have you had an appointment with a health care provider here since January 6%, 2023 and
filled out this screening hefore? S

2. Within the last year, have you been humiliated or emotionally abused in other ways by your
partner or ex-partner?

Ve o>

3. Within the last year, have yQu been afraid of your partner or ex-partner?
YES (

4. Within the last year, have you been forced to have any kind of non-consensual sexual activity

by your partner or ex?
el)

5. Within the last year, have you been kicked, hit, slapped, or otherwise physically hurt by your
partner or ex-partner?

TR

If you answered yes to any of the above scenarios ou want a staff member to help you understand your
resources and options (CARE office etc.)? YES
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Intimate Partner Vioience Protccoi

1. Give every patient seeing a provider (excluding mental health) an intimate partner
violence (IPV) screening via paper at the front desk.

2. The student will fill out the screening tool if they choose to

3. The nurse will review the response.

4. If the student answers no, the nurse will take the completed screening tool to the
nurses’ station for data collection.

5. If yes, complete the following checklist:

initial when indicated. Please put ‘N/A’ when not applicable.

The nurse confirms the patient would like to speak to the provider about screening on
the screening form.

of positive answers. If the provider

The nurse informs the provider;
'® on the chart to inform the provider.

is busy, then the nurse will leave

The nurse extends the appointment 20 minutes if the patient wishes to speak about
positive answers or the resources available to them.

The nurse grabs a records release and a copy of this protocol and puts it with chart for
the provider.

The provider acknowledged the answer on the screening tool with patient.

The provider informs the patient they will first complete their original reason for visit,
and then discuss their intimate partner violence tool.

After initial visit is complete, the provider informs the patient that they are required to
fill out a CLERY report to the school, but it will not mention any patient identifiers in the

report.

The provider informs the patient of their resources, which include CARE, the Counseling
Center, and campus or off campus police.

The provider asks the patient if they want to call CARE, the Counseling Center (call CARE
first), or the police and documents response in the chart.
—— QDeclivey

If they wish to speak to outside sources and wishes they communicate with this clinic,
the provider will have the patient sign a release of information.
e (Do C

If the patient wishes the provider make the calls, the provider will call the resources the
student has chosen to contact. L,U\JJ




