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Implementing Universal IPV Education Within a FQHC Women’s Health Center: A Quality 

Improvement Project 

Problem Description 

Intimate partner violence (IPV) is a concern that providers share with their patients; 

however, many feel inadequately prepared to screen for and respond to IPV disclosures. The 

World Health Organization defines IPV as “any behavior within an intimate relationship that 

causes physical, psychological, or sexual harm to those in the relationship” (World Health 

Organization, 2012). The WHO further elaborates what constitutes IPV as acts of physical 

violence, sexual violence, psychological violence and controlling behaviors (World Health 

Organization, 2012). The Center for Disease Control echoes a similar definition while adding 

stalking to the list of categories that constitute IPV (Center for Disease Control, 2019).  

 Intimate Partner Violence in the United States is a common problem with 1 in 4 to 1 in 3 

cis-women and 1 in 10 cis-men experiencing some form of IPV in their lifetime (CDC, 2019). 

The prevalence for physical violence, stalking and rape is greater for Black, Native American, 

Alaskan Native, and transgender/gender non-conforming populations (Singh, Peterson, & Singh, 

2014). Furthermore, IPV is often associated with health complications such as depression, 

chronic disease, low birth weight babies, anemia, fractures, substance use, suicide, unintended 

pregnancies, chronic pain and many more long term consequences (American College of 

Obstetricians and Gynecologists, 2012,) (Singh, Peterson, & Singh, 2014).  

The acute and chronic impacts of IPV place large financial and logistical burdens on the 

health care system. After exposure to IPV, survivors have an approximately two-fold increase in 

healthcare use compared to people without exposure (Singh, Paterson & Singh, 2014). In the 

United States, the cost of health care during the first year after an incident of IPV is estimated to 

be somewhere between 2.3 and 7 billion dollars (Singh, Paterson, & Singh, 2014). The annual 
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healthcare cost for women who have experienced physical IPV is 42% greater than those who 

have not (Lee et. al, 2019). 

The sum of this evidence points to the need for healthcare providers to routinely address 

IPV during their clinical work. Clinicians are often the touch point for IPV disclosure and in a 

prime position to be able to connect patients with long term resources (Kalra, Tanna, & Gracia-

Moreno, 2017).   However, many barriers to addressing IPV exist including lack of training, time 

constraints, and not knowing how to respond when someone disclosed IPV (Lee et. al, 2019). 

Additionally, qualitative literature demonstrates that patients want their providers to ask about 

IPV and provide them with options (Dienemann, Glass, & Hyman, 2005). There is a window of 

opportunity to reduce the harmful effects of IPV that begins with healthcare providers direct 

interaction with patients, the provision of resources and universal IPV education.  

Summary of What is Known About the Problem: What is the Role of Healthcare 

Providers? 

Survivors of IPV have stated that healthcare providers screening for IPV alone is 

therapeutic as it communicates that they care about the person’s safety; however, they also 

express that screening without provider response can be harmful (Decker et. al, 2017). Most 

medical governing organizations support some form of screening for IPV specifically for cis-

gendered women. This is most likely due to the disproportionate amount of violence that cis-

gendered women face compared to their cis-male counterparts, however, it neglects to address 

the high prevalence of IPV that transgender and gender non-conforming patients face (Singh, 

Paterson, & Singh, 2014). While the timing of screening differs, all major healthcare governing 

bodies acknowledge the importance of IPV screening by healthcare providers. The WHO 
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recommends targeted screening, the United States Preventative Services Task Force recommends 

screening all women between 14 and 46, and the American College of Obstetrics and 

Gynecology recommends universal screening with additional screening in pregnancy at the first 

prenatal appointment, once per trimester and in the postpartum period (Singh, Paterson, & Singh, 

2014).  Qualitative research demonstrates that the vast majority of women support universal IPV 

screening (Dienemann, Glass & Hyman, 2005). Additionally, screening and brief counseling is 

part of the required free preventative services in the Affordable Care Act (Miller, McCaw, 

Humphreys, & Mitchell, 2015). 

While screening is largely accepted as important, multiple studies have demonstrated low 

percentages for provider screening that range from 1.5% to 12% in primary care settings (Lee et. 

al, 2019). This is largely due to logistical and perceived provider barriers. Provider discomfort 

and fear of inadvertently being offensive is a significant barrier to screening for IPV (Sutherland, 

Fontenot, & Fantasia, 2014). Many providers state that a lack of education about screening for 

and responding to IPV led them away from screening (Sutherland, Fontenot, & Fantasia, 2014). 

Having no standardized response to positive IPV disclosures often prevented providers from 

screening for IPV (Lee et. al, 2019). All of this demonstrates that healthcare providers need 

additional training, tools, and systematic structures to address IPV.  

While screening for IPV is an important component in addressing this health crisis, 

clinic-based screening efforts alone have yielded mixed results for improving outcomes 

associated with IPV (Decker et. al, 2017). Provider response often focuses on encouraging the 

patient to leave the relationship which may be unrealistic, potentially harmful, and can lead to 

more physical injuries (McKibbin, & Gill-Hopple, 2018). Advocating for leaving as the only 

option puts patients in danger. The first six months after leaving a situation involving IPV 
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presents the greatest risk for severe assault and homicide (McKibbin, & Gill-Hopple, 2018). This 

is especially true when providers advocate for patients to leave without proper resource referral 

and safety planning (Kalra, Di Tanna, Garcia-Moreno, 2017). When providers have not been 

taught how to respond to patients experiencing or disclosing IPV, ill-informed advice can have 

dire and dangerous consequences.  

Population Specific Background Information 

 This quality improvement project took place in Southern Oregon at a clinic that serves a 

large percentage of Latinx patients. Additionally, this community is currently facing two natural 

disasters: the Covid-19 pandemic, and the devastating Alameada and West Obenchain fires that 

destroyed significant portions of the local towns and the surrounding areas.  

According to recent literature, cisgender Latina women in the United States do not 

experience increased rates of IPV; however, when this community experiences IPV, access to 

formal services if often limited due to legal and language barriers which results in more severe 

consequences of IPV such as increased rates of homicide (Alvarez, & Fedock, 2018). Having 

care providers who speak Spanish, are aware of laws regarding immigration and resources, and 

are aware of resources specific to this community is a crucial piece to responding effectively to 

IPV disclosures within the Latinx community (Alvarez, & Fedock, 2018). Overall, there is a 

general dearth of research on how to provide culturally humble, and linguistically appropriate 

care to this population and other marginalized communities and specific calls for additional 

formal research have been made (Alvarez, & Fedock, 2018). Given the specifically high 

percentage of patients who fall within the category of Latinx at the project site, implementation 

of the intervention necessitated strong community partnerships with Latinx resources. 
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Additionally, all materials were duplicated in Spanish with referrals to Spanish resources with 

Spanish speaking personnel.  

The Covid-19 Pandemic has created an increased need for a robust clinical IPV strategy. 

Previous studies suggest that IPV increases during times of emergencies, such as the Covid-19 

pandemic (Moreira, & da Costa, 2020). According to the Secretary General of the United 

Nations, on a global scale there has been a “horrifying surge” of IPV cases as stay-at-home 

orders are placed, kids are no longer in school, physical and social isolation has increased, 

employment has become scarce, and underlying and overt stressors have heightened (Zero, 

2020). As time at home has increased, so has increased exposure to IPV and there is a greater 

risk of more severe health related consequences of IPV (Zero, 2020). Times of greater stress 

often leads to increased incidence of IPV (Moreira, & de Costa, 2020).  Social distancing puts 

victims at increased risk as isolation and control are critical tactics used by perpetrators of IPV 

(Moreira, & de Costa, 2020). This isolation has the potential to have even greater effects on 

communities where isolation itself plays a key role in consequences of IPV. This is particularly 

the case for undocumented immigrants who are already at increased risk for more severe 

consequences of IPV.  Anti-immigrant rhetoric that has increased on a national level has created 

an additional barrier for immigrant communities accessing care (Zero, 2020). Communities with 

increased vulnerabilities such as physical and social isolation, fear of law enforcement, language 

barriers, legal status and a lack of linguistically and culturally relevant resources face greater 

consequences when IPV occurs (Zero, 2020).  

 To compound difficulties facing many in this community the Alameda fire destroyed 

somewhere close to 3,000 structures in two small, predominantly latinx and immigrant 

communities (Wilson & Trinca, 2020). After the 2004 Tsunami in India, IPV incidence increased 
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48% in the next ten years, highlighting the lasting destabilizing effects of a natural disaster on 

pieces of life that contribute to IPV (Rao, 2020). Additionally, studies indicate that disaster 

response efforts seldom mitigate the increase in IPV unless they address previously standing 

inequities (Rao, 2020).   

Other studies have found that natural disasters can offer an immediate protective factor 

against IPV as a community rallies together, but that often there is a dramatic rise in IPV as time 

goes on and community aid dwindles (Bell, & Folkerth, 2016). While the difference between the 

outcome of a natural disaster on IPV incidence is undoubtedly multifactorial, these studies cite 

loss of social networks and cultural integration and poverty/low socioeconomic status as 

aggravating factors (Bell, & Folkerth, 2016).  

This project was planned prior to the devastating Southern Oregon fires of 2020 but 

quickly became more essential in the aftermath. The vast loss of small tight knit communities 

and personal properties often in low socioeconomic living communities without insurance 

policies, the disruption of multigenerational homes coupled with the social isolation, economic 

instability, and undercurrent of stress already in place from the Covid-19 pandemic, has the 

potential to dramatically increase the incidence of IPV in this community. 

Rationale 

Universal IPV Education 

 This project focuses on the concept of universal IPV education and resource distribution 

to all patients regardless of disclosure. The current body of literature that has examined the 

effects of universal education to address IPV within various healthcare settings reports useful 

findings that indicate this approach has a positive effect on both patients and providers. A 2016  
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study assessed 4009 cis-females from the ages of 16-29 that received universal IPV education. 

This study found that found that universal education did not significantly reduce reproductive 

coercion or partner violence, but it did increase patient knowledge of resources and increased 

patient self-efficacy to enact harm reduction strategies (Miller et. al, 2016). There was also 

evidence of increased use of IPV resources (Miller et. al, 2016). A similar but smaller quasi-

experimental study conducted a year later with patients who received universal education and 

were provided a standardized safety card on IPV demonstrated that patients found this 

intervention helpful regardless of IPV history (Decker et. al, 2017). Additionally, patients 

reported that this intervention increased their perception that their providers cared for their health 

and safety and reported increased confidence in their provider’s ability to respond to IPV 

disclosures and provide follow-up (Decker et. al, 2017). The results from both these studies 

emphasize the point that aside from the dichotomy of positive and negative IPV disclosures, 

there are patients who chose not to disclose but would benefit from education and resources, 

whether for themselves or someone they know (Miller, McCaw, Humphreys, & Mitchell, 2015). 

Providing universal education informs patients that even if they chose not to disclose at a 

particular appointment, they can disclose at another date and be met with a knowledgeable and 

supportive provider. Finally, providers and patients alike reported positive responses to a 

universal education response. For example, providers stated that the intervention increased their 

confidence discussing IPV and reproductive coercion and additionally stated that encouraging 

patients to share the information with their friends/community helped facilitate the conversation 

(Miller et. al, 2017). Patients reported that this approach provided them with important 

information while helping them feel supported, less isolated and empowered to help other people 

in their lives (Miller et. al, 2017). 
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  Research supports the CUES intervention from Futures without Violence as a 

standardized way for clinics to implement a universal education approach (Futures Without 

Violence, 2018). The CUES Intervention is a pneumonic that consists of Confidentially seeing 

all patients while disclosing limitations of Confidentiality, providing Universal Education and 

Empowerment through the provision of a standardized safety card and a universal discussion 

about healthy and unhealthy relationships and the health effects of IPV (See Appendix B).  

Finally Support in the form of mental health referrals and warm-referrals to local IPV resources 

(Futures Without Violence, 2018).  

Philosophical Underpinnings   

The philosophical underpinnings that support the implementation of the DNP project are 

universal trauma informed care coupled with shared decision making. In this intervention, the 

provider’s responsibility was to have this discussion with all patients, assuming that it is 

impossible to determine who might need the information themselves or who might not feel safe 

disclosing IPV in order to access resources. The prevalence of trauma, specifically physical, 

verbal and sexual abuse is much greater than demonstrated by patients who elect to disclose this 

information to their healthcare providers (Reeves, 2015). Additionally, a trauma-informed 

approach to address IPV has the potential to meet the unique health needs of those experiencing 

IPV by emphasizing a patient directed response, first and foremost by providing information and 

resources without necessitating disclosure. This principle is based on the concept of shared 

decision making in which an intentional method is used by clinicians to help patients become 

“well-informed, help them develop their personal preferences for available options, and provide 

professional guidance when appropriate” without dominating the decision making process 

(Elwyn, Dehlendorf, Epstein, Marrin, White, & Frosch, 2014). By providing education, 
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resources and creating a patient led environment for provider response and support regardless of 

patient disclosure, the clinician applied both theories of trauma informed care and shared 

decision making by handing autonomy, control, and power back to the patient without 

necessitating any reciprocity of shared information. 

Specific Aims 

This project has two aims: 

• Global Aim: To decrease health consequences of IPV by providing universal IPV 

education and resources regardless of disclosure status. 

• Specific Aim: Between January 1 and April 1 of 2021, there will be documentation of 

universal IPV education delivered to patient’s confidentially in the medical record of 

eighty-percent of well-woman and initial prenatal appointments at the outpatient clinical 

site.  

Context 

This project took place with the midwives at a Federally Qualified Health Center (FQHC) 

clinic in Southern Oregon whose mission is to serve all people in the area with an emphasis on 

patients who have barriers to accessing care. The larger organization offers comprehensive care 

including primary care and dental care. The midwifery group provides women’s health care that 

encompasses puberty to menopause. 

 The patients and population of this project included all prenatal patients and all patients 

seeking care for well-woman exams. The midwifery staff has decided to exclude problem 

oriented gynecology appointments due to the short time frame that they are allotted for those 

visits as well as simplifying the first run through this intervention. In addition, parts of the 
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project involved staff education including front desk, medical assistants, mental health 

practitioners, midwives, and nursing staff. Seventy-seven percent of patients at this clinic qualify 

as low income and receive discounted health-care services, fifty-four percent are on OHP, 

twenty-three percent are uninsured, seven percent have Medicare, and sixteen percent have 

private insurance. This clinic serves a large percentage of the Latinx community, twenty-nine 

percent of their total patient population. 

Intervention 

 The evidence-based CUES intervention established through IPVhealth.org and 

Futures Without Violence was implemented. This intervention contains 4 steps to creating a 

clinic wide response to IPV. The first step is Confidentiality. Confidentiality includes ensuring 

that each patient is seen alone for at least part of the visit and that providers disclose their legal 

limits on confidentiality before beginning any discussion about IPV (Futures Without Violence, 

2018). Ensuring that patients are seen alone is a key component to effective universal education 

and effective IPV screening. While the clinic had been seeing all patients alone for the past 

several months due to Covid-19, they recently started allowing support people back into exam 

rooms for well-woman and prenatal care visits. Additionally, the clinic had never had a 

workflow to see patients confidentially before this quality improvement project. The clinic 

currently uses the 5 P’s screening tool to screen for drug and alcohol abuse as well as IPV at all 

initial prenatal visits. The 5 P’s screen is still handed to each patient on a clip board with a dry 

erase marker to be filled out without a confidential space to do so (Enhanced 5 P’s Behavioral 

Risk Screening Tool, n.d).   

 Implementing a confidential workflow started with adding a line to the paperwork that 

was sent out before all wellwoman care visits and initial prenatal visits that stated “at the 
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beginning of your appointment, the medical team will bring you back to the exam room to fill 

out confidential paperwork. Afterwards, we will welcome your support person back for the rest 

of your visit”.  When the patient arrived, they were checked in by the front desk staff who gently 

reminded them that they would be brought back alone initially and then their support person 

would be welcomed back with them. The front desk staff then handed them the IPV resources 

and 5 P’s screening tool and directed them to their room. The front desk staff stated “Please fill 

out this screening tool. We include this safety card at all wellwoman (or initial prenatal) 

appointments because relationship violence is so common. Take a moment to look it over, your 

midwife will talk more about it with you. If you want to take it home, you are welcome to, 

otherwise just leave it clipped to your clipboard”. After allowing a few minutes for the patient to 

fill out the form and read through the card, the midwife came in and had the brief universal 

education conversation with the patient. After this conversation took place, the midwife either 

continued the visit confidentially if a disclosure happened or if the patient expresses an 

immediate need for referral or safety, or the MA brought the patient’s support person back into 

the room for the rest of the visit.  

 The second part of the CUES intervention is Universal Education and Empowerment 

(Futures Without Violence, 2018). IPVhealth.org has free safety cards available for healthcare 

centers to order that are used to talk with patients about the difference between healthy and 

unhealthy relationships as well as the health effects of IPV (See appendix A) (Futures Without 

Violence, 2018). They encourage dispensing more than 1 card so that patients can share the 

information with family and friends. Along with clipping them to the clipboards with the 5 P’s 

screen, these safety cards were strategically placed in all exam rooms as well as in all bathrooms 

so that patients could privately choose whether or not to take one home. Additionally, all 
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providers were given a universal script to use as a baseline on standardizing a universal 

education approach to IPV (see appendix B).  

 The final step in the CUES intervention is Support. While Future Without Violence and 

IPVhealth.org emphasize that disclosure is not and should not be the goal of a universal 

education approach to IPV, disclosure will inevitably happen, and a helpful response is required 

(Futures Without Violence, 2018). The clinic’s response consisted of using shared decision 

making to determine what support each patient would like. This response ranged from a safe 

space to confidentially talk about their experience to referral for immediate protection and 

housing. All referrals went through Community Works which is Southern Oregon’s local IPV 

resource. Community Works had expressed enthusiastic support for this partnership and had 

requested that ideally referrals are made by the patient calling the crisis line from a secure phone. 

This secure phone was designated in a confidential area within the clinic. If a patient did not feel 

comfortable calling for themselves, clinic staff would be available to do so. From there, 

Community Works connected the patient with an advocate who conducted a safety assessment, 

discussed patient needs and resources, and then made provisions for connection with these 

resources. Community Works had access to Spanish speaking bilingual advocates who could 

provide culturally relevant and linguistically appropriate aid to the Latinx community and they 

were currently working on hiring another bilingual advocate. Additionally, Community Works 

was able to provide long term shelter with private rooms, 24/7 staffing and a trauma-informed 

approach to care, transitional housing for homeless youth, financial resources, staff who are 

specifically trained to work with law enforcement as advocates for IPV survivors, advocates who 

are stationed in the court house, the local hospitals and within social services sectors. 

Community Works also provided a 24/7 crisis line. After the patient and provider determined 
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what support was wanted and the referral process was complete, the provider documented the 

disclosure, the type of desired support, the referral process made, and any follow-up needs.  

 Additionally, it must be noted that given the high prevalence of IPV in the United States, 

those experiencing IPV or survivors of IPV will not only be patients but also employees who will 

need support. Futures Without Violence detailed a comprehensive support plan for employees 

currently experiencing IPV which was adapted to fit this specific clinic needs. Employees were 

encouraged to reach out for support including resource referral, self-care strategies, and HR 

support. The reality that staff are or have likely experienced IPV was discussed at all meetings, 

trainings, and information sessions. The goal of these discussions is to reduce the shame, 

isolation, and secrecy of IPV as well as providing resources, information and support to staff.   

Implementation and Study of the Intervention 

 The study of this intervention follows the Plan-Do-Study-Act cycle. 

Plan: A new process to address and respond to IPV was addressed as a quality improvement 

need by the midwives at the clinic. It was decided that the clinic would use Universal IPV 

Education. Before starting the first implementation cycle, two provider trainings occurred. The 

first training was provided by this DNP student writer as an introduction to IPV within a clinical 

setting, the universal education approach, the research behind this approach and the project 

specifics. In the second part of the training, the local IPV resource, Community Works, provided 

a more detailed and comprehensive training on how clinics can best support and refer patients for 

IPV services. Both these trainings took place in person with social distancing at bimonthly CNM 

staff meetings. Community Works has a well-established partnership with healthcare settings in 

the community and had funding to provide this training for free. From there, providers were 
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given the Universal Education script (see appendix B) as a template for having these 

conversations. Feedback was solicited and incorporated into the steps moving forward. Safety 

cards and clinic posters were provided from Futures Without Violence (See Appendix A and E). 

Posters were hung in restrooms and safety cards were made available in all exam rooms as well 

as all restrooms. A dot phrase was incorporated into the standardized electronic health record 

templates all the midwives use for both the well-woman and initial prenatal notes and the 

midwives were instructed on its use (see Appendix D).   

 The clinic was previously recommending that any well-woman visit that did not require 

an exam was done via telehealth. Futures without violence had a webinar giving specifics about 

how to deliver universal education via telehealth. Important content from that webinar was 

disseminated to the midwives during the first in person training and in written format but was not 

used as they stopped seeing patients via telehealth by the time the PDSA cycles began (see 

Appendix E).  

Do:The first PDSA cycle took place in January of 2021, the second PDSA cycle took place in 

February of 2021, and the third PDSA cycle took place in March 2021. Each cycle ran three 

weeks with the fourth week in the month being reserved for evaluation, feedback and 

adjustments before the next PDSA cycle.  

Study: Results of each PDSA cycle were gathered during week 4 of each month after a chart 

review of all the well-woman and initial prenatal exams that took place during those three weeks 

was done to determine what percentage of these visits included both confidentiality and universal 

IPV education. The results were shared with clinic staff and providers. Feedback on success and 
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improvement possibilities was gathered through a phone call with the project champion, 

Stephanie Estes, CNM.  

Act: Feedback was assessed, and a new plan was made for the next cycle that addressed 

improvement possibilities. Areas that required process feedback and improvement were the 

sample universal education script, time restrictions specifically related to the confidentiality 

workflow, provider education and electronic health record dot phrase difficulties. After this 

process occurred, another PDSA cycle was run.  

Evaluation of Intervention Success 

Assumption made: This quality improvement project was based on the assumption that 

the implementation of a universal education approach would improve access to resources and 

harm reduction for victims of IPV. This assumption was based on the randomized control studies 

and evidence listed in sections above. Because, this assumption exists and is supported by high 

quality evidence, evaluation of the intervention was based on whether or not universal IPV 

education occurred.  

Measures 

 During week 4 of each PDSA cycle a chart review took place of all initial prenatal 

appointments and well-woman care appointments. Data collection was done by looking at each 

provider’s schedule for the three weeks of the PDSA cycle and documenting whether or not a 

patient was seen confidentially and whether or not universal IPV education was provided. A 

percentage was calculated by dividing the total number of well-woman and initial prenatal 

appointments where patients were seen confidentially and universal IPV education was provided 

by the total number of well-woman and initial prenatal appointments. No patient identifies were 
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collected or recorded during this process. Trends between PDSA cycles were documented and 

assessed based on changes implemented between PDSA cycles.  

 This measure has high reliability as it is a single reference point legally documented in 

patient charts and is easily reproduced if this project were to be replicated at a separate site. This 

measure has potentially less validity as provider perception of whether or not they delivered 

universal IPV education is somewhat subjective. This subjectivity was accounted for by 

providing a sample script (see appendix B) and by providing standardized IPV education 

material (see appendix A and C) (Futures Without Violence, 2018). Additionally, after each 

PDSA cycle, providers were asked how documentation of universal IPV education went and if 

there were any barriers to accurately documenting the intervention that might be interfering with 

the reliability and validity of the data set. These concerns were communicated through the 

project champion Stephanie Estes. These issues were then addressed before the next PDSA 

cycle. 

Analysis 

Analysis was based on if there is an improvement in percentage of patients who receive 

universal IPV education. No baseline data will be collected as this intervention is not currently in 

place at this clinic. During the evaluation week at the end of each PDSA cycle, feedback on what 

went well and what needs improvement from providers and clinic staff was used to draw 

inferences from the data as well as help determine why the rate of universal education either 

improved, remained the same, or declined.  

Ethical Considerations 
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 The implementation of this project did not pose any ethical concerns for the patients who 

seek care at the clinic. The universal IPV education and CUES intervention from Futures 

Without Violence did not replace any current IPV screening or response system within the clinic 

and therefore did not remove any vetted service from any patients. Additionally, all patients, 

regardless of disclosure, received information on IPV including a crisis number ensuring that 

more patients had access to IPV resources. Furthermore, a universal IPV education approach 

removes barriers such as fear of legal, social or personal repercussions that might result from 

seeking IPV information or personal disclosure. Additionally, all materials were available in 

English and Spanish removing language barriers for a significant portion of patients. For patients 

who did not speak English or Spanish, all universal IPV education was conducted by someone 

who speaks the language or with the use of a certified medical interpreter. No information using 

patient identifiers was gathered and all appointment data was recorded using a number system, 

such as well-woman appointment 1 (PDSA cycle 1). There are no conflicts of interest and no 

formal ethics review was done.  

Implementation of Project 

Each PDSA cycle had new challenges and adjustments that were addressed in real time to 

establish a successful implementation of this project. 

 In PDSA Cycle 1 the main issues were staff not being aware the project was starting and 

what their roles were, Community Works materials not being translated into Spanish yet, and 

clinic workflow changes. Initially, the PDSA cycle 1 start date was pushed back because 

Community Works had not translated and printed their materials in Spanish.  Having both 

English and Spanish versions of the local safety resources was a key component to reaching the 

population of this clinic. When it became obvious that these resources would not be available for 
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months, information in Spanish was pulled off Community Works website and made into 

business cards to be distributed to all patients. This adjustment is currently still in place until 

Community Works has their materials ready.  

 Additionally, some of the midwifery staff and clinic staff was not prepared/aware that the 

project was starting during PDSA cycle 1 despite the staff meetings and packets detailing roles 

and start dates that were passed out. To remedy this, this doctoral student spent time each day 

physically present in the clinic to address questions, describe the project, redistribute packets, 

answer questions and offer motivation for implementation. 

 Finally, after observing the clinic workflow, it became obvious that the front desk staff 

were the people interfacing with patients about the safety cards. The decision was made to 

remove the MA’s from the workflow except to notify the provider when a patient was ready to 

be seen or to bring a partner back to the exam room. Instead the front desk staff  were trained on 

handing out the safety cards and directing patients back to their rooms.  

In PDSA Cycle 2, the main concern addressed was partner wait time while the IPV 

education was being conducted. There was a patient who complained at another branch of the 

project organization that her partner had to wait for a long time to before being brought into the 

visit. This complaint was sent to clinic staff at the project site who were concerned about 

whether or not this intervention was possible if patients were complaining. A few alternatives 

were discussed including putting the IPV education at the second prenatal instead of the first, 

having the MA’s deliver the provider script and IPV education, delivering the IPV education at 

the end of the prenatal visit and asking the partner to leave, or delivering IPV education to both 

the patient and their support person. Eventually, it was decided that the workflow would remain 

the same but that the clinic staff would remind patients of their appointment would emphasize 
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that patients would be seen alone initially. After this alteration, there were no additional 

complaints.  

In PDSA Cycle 3, the main concern was that there was a drop off in specific providers’ 

consistency of delivering and documenting the IPV education. When explored, it was discovered 

that because of the changes in Covid-19 policies after the vaccination roll out happened, some 

midwives had switched back to their pre-covid dot phrases, which did not include the IPV 

education dot phrases. These providers were relying on these dot phrases as both a reminder to 

do the IPV education and to document it. After discovering this, providers were reminded to add 

the IPV dot phrases back into their templates.  

Outcomes 

 Overall, the project was successful and the measurable outcomes improved with each 

PDSA cycle. The final feedback was that the clinic intends to keep the intervention in place 

indefinitely. The percentage of well-woman care visits that included complete, confidential IPV 

education increased from thirty-three percent in PDSA cycle 1 to sixty-eight percent in PDSA 

cycle 2, to seventy-three percent in PDSA cycle 3. This final percentage was seven percentage 

points short of the project’s aim, however, the clinic is on track to eventually meet this goal as 

they progress forward. The percentage of initial prenatal visits that included complete, 

confidential IPV education increased from forty-one percent in PDSA Cycle 1 to fifty-seven 

percent in PDSA Cycle 2, to eighty-eight percent in PDSA Cycle 3 exceeding the project aim for 

initial prenatal visits. The final average of both initial prenatal visits and well-woman care visits 

was 80.5% which is just above the project aim of 80%.  The percentages of visits where patients 

were seen alone but no IPV education was conducted was also tracked.  
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Figure 1: This figure illustrates the total number of patients who received full IPV education and 

the number of patients who received additional, documented, aid because of that education.  

 

Figure 2: This figure illustrates the percentage change of patients there for well-woman exams 

who received full IPV education, patients who were seen alone but received no IPV education, 

and the percentage of patients who had no documentation in their chart about being seen alone or 

receiving any IPV education across the three PDSA cycles.  
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Figure 3:This figure shows the percentage of people seen for well-woman exams who received 

full, confidential IPV education across the three PDSA cycles.  

 

Figure 4: This figure illustrates the percentage change of patients seen for initial prenatal visits 

who received full IPV education, patients who were seen alone but received no IPV education, 

and the percentage of patients who had no documentation in their chart about being seen alone or 

receiving any IPV education across the three PDSA cycles.  
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Figure 5: This figure shows the percentage of people seen for initial prenatal visits who received 

full, confidential IPV education across the three PDSA cycles.  

 

Differences Between Expected and Achieved Results: 

 Overall, the results of the last PDSA Cycle met the project aim. The average of both 

initial prenatal visits and well-woman care visits was 80.5% which is just above the project aim 

of 80%. It is expected that this percentage would increase if data tracking continued as in PDSA 

Cycle 3. One provider’s personal percentage dropped significantly, and when asked why, she 

responded that she had switched back to her pre-covid note templates that did not include the 

IPV dot phrase which she used as her reminder to complete the IPV education. She subsequently 

added the dot phrase into her new notes. The project was successfully implemented in a way that 

not only meets the project aim but will likely exceed it in the future.  
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The bulk of the literature measures success based on whether patients respond positively 

to the intervention and provider comfort addressing IPV. This project did not measure those 

outcomes; however, through informal conversations with providers and clinic staff, feedback 

was obtained. Providers reported an overall positive response from patients. A few stand-out 

comments and stories consisted of one patient describing how her daughter was killed via IPV a 

year ago and how having an intervention like this might have saved her. She was very happy that 

it was being implemented. Another patient told the midwife that she had escaped IPV in her past 

relationship and how this intervention would have saved her a lot of difficulty. The clinic staff 

reported subjectively higher patient annoyance by the intervention; however, their interaction 

was before patients had received the IPV education and this sentiment was not typically brought 

up after patients had a private IPV conversation with their provider.  

 Additionally, the bulk of the literature describes how this intervention benefits providers 

and how providers express increased confidence responding and discussing IPV with their 

patients. The midwives echoed these sentiments, expressing increased confidence after receiving 

the training from Community Works and becoming familiar with the IPV script. Additionally, 

they expressed a new understanding for community resources and how to refer patients to them.  

 This project does not look at data on whether patients came back at later visits and 

disclosed IPV or accessed resources/referrals. Tracking this would have been another way to 

measure the success of the intervention and compare it to the data demonstrated in the literature.  

 

Practice Related Implications and Next Steps 

While the PDSA cycles are complete, there are a few next steps that must be solidified 

before the project is set to be a long-term sustainable intervention. 
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 The first step is for a staff member to be assigned and connected with Community Works 

and Futures Without Violence so that all material orders can be independently accomplished. 

Ideally this person is also a project champion so that there continues to be motivation for success 

from someone physically present in the clinical setting. Second, the dot phrase must be 

incorporated into all post-covid note templates so that if providers start using those templates 

again, the dot phrases are available as documentation and reminder to carry out the education. 

Third, the clinic needs to connect with the auditor (who has not been hired yet) for the 

Reproductive Health Program to ensure that this intervention and the way it is charted fulfills all 

Reproductive Health Program requirements. All project outcomes and recommendations moving 

forward have been discussed with the current project champion who plans to bring the results 

and recommendations moving forward to the other providers and clinic personnel.  She has 

stated that the clinic plans to keep Universal IPV Education indefinitely.  

Conclusion:  

 Overall, this project met its aim, and has been established as a long-term practice that will 

stay in place at the clinic for the indefinite future. Continued success depends on the next person 

to serve as the IPV education champion who further facilitates community resource connections 

and troubleshoots logistical difficulties. Full Universal IPV Education was delivered to 95 

patients over the course of the three project cycles. If this project stays in place, there will be a 

much larger reach in a community that has multiple risk factors for increasing rates and 

consequences of IPV. This project is replicable in any midwifery/OBGYN practice setting and 

has the potential to make lasting differences in the lives of many communities.  
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Appendix A: Provider Sample Script- approximately 1 minute in length-  

 Thank you so much for taking the time to answer all our questions on your intake forms. I 

see that you have marked ***insert answer to IPV screening questions***. I have this 

conversation with all my patients regardless of how they answer that question. In the United 

States, intimate partner violence is really common. We estimate that somewhere between 1 in 3 

and 1 in 4 women will experience it in their lifetime. I know that for many of my patients who 

are experiencing IPV, or have in the past, disclosing that information to me on an intake form, or 

at all, is really uncomfortable and might not even feel safe. I just want to let you know that I am 

someone you can talk to about intimate partner violence and I can work with you to find ways to 

increase your safety or health as well as connecting you with resources. We have these cards in 

every exam room and the bathrooms. They have helpful information and a crisis hotline number 

on them. I encourage everyone to be aware of these cards, you might even want to take one for 

someone else you know. All of the midwives here have this same conversation with all of our 

patients. We are all a resource for you if you want to bring this topic up at anytime in your care 

with us.   
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Appendix B: Safety card from Futures Without Violence –  
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Appendix C: Posters for Bathroom 
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Appendix D: Dot Phrase for charting- Providers will be encouraged to elaborate on 

conversation if patient discloses, requests resources or conversation needs follow-up.  

Was patient seen confidentially: YES/NO*** 

Universal IPV education provided: YES/NO*** 

Follow-up Needed: YES/NO*** 

Resources referred: YES/NO*** 

 

 

 

 

 

 

 

 

 

 

 

 



IMPLEMENTING UNIVERSAL IPV EDUCATION WITHIN AN FQHC WOMEN’S HEALTH CENTER: A QUALITY 
IMPROVEMENT PROJECT   39 
 

 
 

Appendix E: Guidelines for Universal IPV Education via Telehealth from Futures Without 

Violence 
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