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Abstract

Objective This study examined campus and clinic factors that may influence likelihood of implementing sexual
violence (SV) prevention for college students seeking care in campus health and counseling centers.

Methods Campus-, clinic-, and student-level data were collected from both intervention and control campuses
as part of a 28-campus cluster randomized controlled trial. A case series exploratory data analysis assessed differences
in the implementation of an SV prevention intervention by campus characteristics.

Results All large schools were in the top quartile for reporting positive prevention policies regarding SV. At the clinic
level, the presence of SV protocols and procedures varied widely with no clear correlation with school size. Students
at intervention schools where providers received instruction and tools to facilitate these discussions reported more
discussions with providers about SV. Only school size appeared to be associated with positive SV policies on campus
and student-reported receipt of SV prevention intervention. Large schools performed well on campus-level policies,
yet students reported some of the lowest levels of intervention receipt in the clinics at these larger schools.

Implications Consistency between campus and clinic environments and implementation of the intervention
was not observed. Our findings suggest that high performance regarding SV policy and prevention on a campus
do not necessarily translate to implementation of appropriate SV prevention and care for students seeking care
on campus, including assessments, resources, referrals, and services.
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Contributions to the literature

» This case series analysis found some patterns between
school size, campus-level policies, and performance
in delivering a campus health center-based sexual vio-
lence intervention.

» Small schools delivered the one-on-one interven-
tion to students more consistently, while large schools
reported more formal SV policies, procedures, and
resources.

o Research is needed to determine if these patterns are
evident across larger datasets and to determine strate-
gies to improve intervention implementation.

Introduction

Sexual violence (SV) and intimate partner violence (IPV)
are complex, common, and often co-occurring public
health issues facing colleges and universities [1, 2]. Sexual
violence—inclusive of rape, sexual assault, online and in
person sexual harassment, and other sexual contacts or
attempted contact without consent—occurs with alarm-
ing frequency on campuses [2]. One large multicampus
study found approximately 1 in 5 women, 1 in 20 men,
and 1 in 4 gender minority students reported SV during
their college career [2].

Health care systems have been identified as key loca-
tions for providing prevention efforts and support for
survivors of both IPV as well as SV [3, 4]. While survivors
often do not seek care specifically for violence, the like-
lihood that they will seek care for the myriad of health
concerns resulting from violence is high [3]. Interven-
tions in healthcare settings are effective in increasing
patients’ understanding of SV and available resources
[5, 6]. Thus, campus health centers are ideal settings to
engage students regarding SV prevention and supportive
care.

Addressing violence as a public health issue requires a
multi-level approach [4, 7]. Although emphasis is placed
on training health care providers to implement clinic-
based interventions, such interventions are influenced
by policies and other programs and services available to
patients that are beyond the control of providers them-
selves (i.e., clinic protocols, limited access to victim ser-
vices) and often external to the health center itself (i.e.,
local policies, resources for SV prevention, response of
investigators) [8, 9]. Interventions situated within cam-
pus health centers operate within the context of policies
and prevention efforts across the campus and commu-
nity [10]. Implementation of trauma-sensitive practices
and policies by campus security, provision of training
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and support for faculty, and institution of campus-wide
policies that support survivors during an investigation
or adjudication process are outside the control of cam-
pus health. Campus-level policies and practices may not
directly impact the healthcare system or provider’s ability
to implement trauma-sensitive interventions in their own
practice, yet without structural supports, it may be chal-
lenging for students to actually receive trauma-sensitive
services and connect to resources [8].

A quality improvement (QI) tool was used as part of a
campus health center SV intervention, intended to guide
health centers in implementing policies and protocols to
facilitate connecting students to appropriate supports
and services. Such tools are used in healthcare settings
to evaluate practice initiatives, identify areas in which a
practice can be improved, and implement changes [11].
By identifying specific protocols, policies, and practices
to support individuals who have experienced SV and
measuring these over time, campus stakeholders can
evaluate facilitators for SV prevention interventions at
the campus and clinic levels. This case series used data
collected about SV on campuses and within the cam-
pus health center to explore potential facilitators to
strengthen implementation of a campus health center SV
intervention.

Methods

Overview

Data were collected as part of a 28 site, cluster rand-
omized controlled trial that tested the GIFTSS inter-
vention, a campus health center provider-delivered SV
prevention intervention [12]. As part of the evaluation
for the study, campus- and clinic-level data related to
alcohol and SV prevention and response were collected.
This case series uses available campus- and clinic-level
data from the 28 sites to assess for patterns in imple-
mentation of the GIFTSS intervention. Study procedures
were approved by the University of Pittsburgh Institu-
tional Review Board.

Data collection

Campus-level data: environmental scan

Environmental scan data were collected by trained
research assistants. Research assistants collected data
from multiple sources including structured telephone
interviews with campus staff members (e.g., student
affairs, campus health) and publicly available information
(e.g., online resources, policies), then entered informa-
tion into a secure online database [13, 14]. Environmental
scans were collected prior to intervention implementa-
tion and were collected for all 28 sites (control and inter-
vention). Domains included campus SV data, collection
and reporting, prevention programming, community
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partnerships, SV investigation, accommodations for stu-
dents who have experienced violence, and policies/proce-
dures (Online Supplement A). While this evaluation was
part of a larger RCT designed to determine effectiveness,
and not purely implementation focused, these domains
align clearly with those of the Center for Implementation
Research’s Outer Setting—external policies and incen-
tives, peer pressure, and patient needs and resources [15].

Clinic-level data: quality improvement tool

A QI tool was modified from prior work in family plan-
ning and school-based health and piloted with campus
health providers prior to the study [5, 6]. Clinic-level data
were collected prior to implementation and 6 months
later for each of the intervention sites (# = 12 completed
baseline, n= 10 completed both timepoints). Data were
collected via forms mailed to clinic administrators and
entered into the study database by research assistants
[13, 14]. Key domains covered in this tool included poli-
cies/procedures, assessment, documentation, inter-
ventions and referrals, community partnerships, data
collection, and staff training/support (Online Supple-
ment B). Whereas the campus environment aligned with
the Outer Setting construct, the immediate clinic envi-
ronment aligns with the inner setting—including com-
patibility, relative priority, organizational incentive and
rewards, available resources, and goals and feedback.

Student-reported data: exit survey

Student-level data were collected through student par-
ticipants completed computer-based surveys following
their initial clinic visit. Students were recruited from 26
distinct campuses using in-person, email, and text mes-
sage methods based on clinic structure, function, and
policy. In total, 2789 students were screened for eligibil-
ity, 2486 were eligible and consented to participate, and
2291 ultimately completed the baseline survey measure
and were included in the study. In the parent trial, stu-
dents were surveyed at four timepoints: baseline (prior
to their clinic visit), exit (immediately after their clinic
visit), T2 (4 months after their visit), and T3 (1 year after
their visit). Specific to this analysis, during the exit sur-
vey, students were asked questions regarding aspects of
the SV intervention that were received during their visit.
To assess whether students received the educational
safety card, they were asked: “Today, did your counselor
or student health provider give you one of these palm-
sized cards (pictured below)?”!” To determine if their

1 "Campus safety card has since been updated based on feedback obtained
from students and providers. Current safety card is available for free down-
load from: https://www.futureswithoutviolence.org/sex-relationships-and-
respect-on-campus-safety-card/
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Table 1 Campus level demographics

Control (n =16) Intervention

(n=12)
% (n) % (n)
Undergraduate enrollment
Small (< 5000) 75(12) 66.7 (8)
Medium (5000-15,000) 188 (3) 16.7 (2)
Large (>15,000) 6.3(1) 16.7 (2)
Public university
Yes 66.7 (8) 56.3(9)
No 333(4) 43.8(7)
Religious affiliation
Yes 25 (4) 83 (1)
No 75(12) 91.7(11)
Campus location
Small town/rural 18.8 (3) 83 (1)
Suburban 62.5(10) 75(9)
Urban 188 (3) 16.7 (2)

Rurality was determined using the campus ZIP code and 2010 Rural-Urban
commuting area (RUCA) codes data available from: https://www.ers.usda.gov/
data-products/rural-urban-commuting-area-codes.aspx

provider discussed SV/IPV with them during the visit, a
series of eight questions were asked such as “Today, did
your counselor or student health center provider talk to
you about local and national resources available for you
or a friend affected by sexual assault or intimate partner
violence;” “Today, did your counselor or student health
center provider talk to you about having sex when you
don’t want to?” Students were also asked if they had dis-
closed SV/IPV to their provider during their visit. Addi-
tional details on student recruitment and data collection
methods are available elsewhere [12, 16].

Data analysis

Exploratory analyses were used to examine differences
in intervention delivery by campus characteristics such
as undergraduate university enrollment, public univer-
sity (yes or no), religious affiliation, and campus location
(small town, rural, or urban) (Table 1). Campus-level,
clinic-level, and student-level data were analyzed using
proportions of outcomes at each site to summarize
responses. All demographic, environmental scan, Q],
and exit survey data were visualized individually first and
then combined for comparative analysis (Table 2). As the
overall unit of comparison was the campus, and our total
sample consisted of 28 total sites, we did not conduct for-
mal statistical analyses, treating these data as a case series
of multiple data sources.


https://www.ers.usda.gov/data-products/rural-urban-commuting-area-codes.aspx
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Campus-level data: environmental scan data

Responses from each site to each of the items in the envi-
ronmental scan were analyzed in Excel. Each site had
the opportunity to answer each item with “yes,” “no,” or
“not applicable” Only items asked of all schools were
included; some schools left items blank. For analysis, the

total number of yes and no responses were calculated.

Clinic-level data: quality improvement tool

QI data were coded similarly to environmental scan data.
Proportions were obtained for sites that indicated hav-
ing a resource or policy at baseline (e.g., “yes” at baseline)
and those that showed improvement from baseline to fol-
low up (e.g., centers that went from a “no” in the baseline
data to a “yes” at 6-month follow-up) (Table 2).

Student-reported outcome data: exit survey data

Intensity scores were assigned to students based on
whether the student reporting receiving the intervention
as designed [16]. An intensity score of 1 indicated that the
student received both intervention components: (1) the
intervention card and (2) discussion of SV/IPV with their
provider. An intensity score of 0.5 was assigned to those
who received only one component of the intervention,
either discussion with their provider or having received
the card. An intensity score of 0 was attributed to those
who did not receive the intervention. Percentages of stu-
dents with each intensity score were then calculated by
school for comparisons. Scores and proportions were cal-
culated in SAS [17].

Results

Campus-level data: environmental scan

In total, 49 questions were included in this analysis from
the environmental scan. Total number of “yes” responses
ranged from 16 to 31 with a median of 27 (IQR: 24, 28).
The top quartile of schools with affirmative responses
to the environmental scan data, included all three large
universities, one medium, and six small schools—four
of those six were religiously affiliated, and one was a
branch campus of a large university. The bottom quartile
included seven small schools, four of which were branch
campuses of larger institutions, and one of which was
religiously affiliated.

Nearly all (n = 25, 89.3%) schools reported having a
task force or other group that meets regularly regarding
SV to coordinate prevention or response. However, only
17 of those 25 (68%) reported that one of their responsi-
bilities was to review the campus policies regarding SV.
Similarly, almost all schools (n = 26, 92.9%) reported that
their institution’s Clery Act report was easily accessible
to them. After being asked to review the most recent
year’s Clery Act report data, only 8 (29.6%) reported they
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believed the information was an accurate representation
of SV prevalence on their campus. Over half of schools
(n = 16, 57.14%) reported that their campus had com-
pleted a climate survey regarding SV in the past 3 years.
One school reported not having SV prevention educa-
tion available for new students, with 25 schools (92.6%)
stating that SV prevention training was mandatory for
students.

All but one (n = 27, 96.4%) reported they felt their
institution provided clear reporting options for students
who have experienced SV. Respondents also noted they
believed students knew who to talk to if they want to
anonymously report SV (n = 21, 75%) but were less cer-
tain students were aware of mandatory reporting proce-
dures with 11 (39.3%) stating students understood who
on campus was required to report SV. All 28 schools
reported a designated individual who was responsible
for informing students of their rights and responsibilities
during an investigation; less than half of schools (n = 13,
46.4%) had dedicated full-time Title IX coordinators.

Clinic-level data: quality improvement tool

Of the 10 sites with reported QI data at both baseline and
follow-up, sites varied widely regarding protocols and
procedures within their health center. Of the 89 items,
the median number of items endorsed affirmatively
at baseline was 31 (range: 12-60). All clinics reported
improvement in some items with the median number of
improvements being 11 (range: 3—-22); conversely, clin-
ics also reported areas in which they had a protocol or
procedure in place at baseline and did not at follow-up
(median: 5, range: 1-18).

Specific items in which clinics showed improvements
from baseline to follow-up were having specific contact
people for referral agencies (6 of 10 schools) and having
instructions available for clinicians when making man-
dated reports to law enforcement (7 of 10 schools). Nota-
bly, there were two items in which no clinics reported
attaining. Both related to IPV/SV data collection and
feedback. One item was feedback on IPV/SV assessment
or patient satisfaction surveys, and a second item was
providing regular feedback to providers about IPV/SV
assessment performance.

Student-level data: exit survey

Proportion of students reporting whether their provider
spoke with them about SV (intervention schools, median:
23, IQR: 11, 66; control schools, median: 6, IQR: 2, 10)
or whether they disclosed SV during their visit varied
widely by school (intervention schools, median: 8 IQR:
4, 31; control schools, median: 6 IQR: 3, 14). Unsurpris-
ingly, students at intervention schools where providers
received instruction and tools to facilitate SV discussions
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Society Community
(University/Campus) (Clinic)
Large School Large Schools

Only one school perfomed
in the top quartile for
"already said yes" and "#
of improvments"in the
QA/QI data

All performed in the top
quartile of the
Environmental Scan
Data

Fig. 1 Socioeconomic model of results

reported more discussions with providers, with seven
intervention schools making up the top quartile. How-
ever, for both discussions (# = 2) and disclosures (n = 3),
intervention schools were in the bottom quartile. While
no control schools achieved numbers in the top quartile
for discussing SV with students, four achieved the top
quartile for students disclosing SV during their visit.

Relationships between campus-, clinic-, and student-level
data

When examining potential school level factors, only
school size appeared to be associated with performance
on campus-, clinic-, and student-reported metrics. Small
schools (Table 2) appeared to be the highest performers
in terms of student-reported data (i.e., students respond-
ing receiving SV discussion and card), while large schools
tended to perform well on campus- and clinic-level
measures. Specifically, the three schools that performed
best in student-reported intervention implementation
were small schools (Table 2, #5, 6, 8), while the three
schools that performed worst were two large schools and
one medium enrollment school (Table 2, #3, #7, #11).

QI data were similarly not always consistent with cam-
pus-level or student-reported data. For example, one
large and one medium school (Table 2, #3 and #7), which
both indicated high levels of campus engagement, knowl-
edge, and policies also indicated higher scores on the QI
tool at baseline (60 affirmative responses each). In con-
trast, their student-reported data revealed multiple areas
in which these schools were among the bottom quartile.
Another large school (Table 2, #10), with strong campus

(Patient-Provider)

Small Schools
All performed in the
top quartile for
disclosing IPV/SV at
visit
Large Schools
No large schools
performed in the top
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Individual
(Student)

Large Schools

No large schools

performed in the
top quartile

Relationship

Small Schools
All performed in the top
quartile of student
reported
implementation in the
Exit Survey Data

quartile

level findings, had lower quartile clinic-level findings, and
with only 26 affirmative responses of a possible 89 and
three improvements between baseline and follow-up on
the QI tool.

Small schools, in both the intervention and con-
trol condition, dominated the top quartile of student-
reported SV/IPV disclosure and discussion of SV/IPV. In
our limited sample, this finding appears to cross urban
and rural settings, religious and non-religious affiliated
institutions, and campuses that reported all ranges of
campus and clinic-level data (Fig. 1, Table 2).

Discussion

Our results regarding the wide disparity between cam-
pus- and clinic-reported policies and procedures and stu-
dent-reported interactions with providers demonstrates a
key challenge for SV prevention and response on college
campuses. Despite much attention to campus SV preven-
tion in recent years, campus policies do not necessarily
translate into on-the-ground actions.

Our study’s parent trial results found the interven-
tion was effective in facilitating disclosure of violence
and referral to resources when implemented as designed
[16]. However, implementation varied widely and was
not linked to performance on campus-level measures.
Notably, schools that demonstrated high performance on
campus or clinic-level data did not translate to interven-
tion delivery. In many cases, we noted the opposite, with
some of the highest performing schools (#3, #7), one large
and one medium, delivering the intervention to only 8%
of students during the study. Only one of the schools in
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the top quartile for environmental scan data delivered the
intervention as intended to greater than 50% of students.
Schools with health centers that performed best per stu-
dent-reported data (#11, #8) fell in the bottom quartile
of at least one of the climate measures yet delivered the
intervention to more than 85% of students enrolled in the
study.

Barriers to successful implementation of healthcare-
based SV/IPV interventions have been previously evalu-
ated. Consistent barriers reported by providers include
lack of time, knowledge, and support [18-21]. Despite
the resources of a clinical trial, data collected from pro-
viders noted similar barriers, and these barriers were
often felt to be outside the control of the individual
provider [22]. While our data collection methods do
not link the provider data and the school level data pre-
sented here, other health systems’ literature supports that
larger, often more well-resourced systems are those that
are likely to have more complex systems and barriers to
building individual patient-provider connections [23].
Larger campus settings, may be more likely to have elec-
tronic medical records, see higher patient volumes, man-
age more complex health conditions onsite rather than
referring to off-campus providers, and face the burden of
a financial bottom line—billing visits to students’ insur-
ance rather than covering services as part of student fees
(more common in smaller schools). Further investiga-
tion of these barriers may reveal other barriers, as well as
opportunities for improvement.

The finding that small schools performed better on stu-
dent-reported measures while large schools performed
better on campus and clinic level measures merits addi-
tional explication. This finding highlights a significant
gap between the student experiences of services com-
pared to the administration’s perception of services [24,
25]. This indicates that “on paper” policies, at the cam-
pus and clinic level, may not be translated to meaningful
changes in provider-patient interactions, highlighting the
need for multi-level interventions to increase implemen-
tation of such clinic-based SV prevention interventions.

Potential reasons for this finding may include writ-
ten policies not being fully implemented, variations in
resources between campuses (primary campuses vs.
branch campuses), and policies written in a way that pro-
tect schools’ legal interests but limits details on making
services more student-centered and accessible [26-28].
For example, policies may detail formal reporting, inves-
tigative, and adjudication measure, but take control away
from survivors rather than allotting equal time and space
to confidential reporting and help seeking mechanisms
[29]. Similarly, policies tying help for accommodations,
medical care, and counseling to formal reporting can
discourage students from seeking help [24, 25, 29]. Less
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than half of students seek any formal service follow-
ing SV, and students report consequences of reporting
are often worse than consequences of the initial assault
[24, 25, 29]. Likewise, universities that proclaim to have
“solved” SV on campus through policies and procedures
captured in the environmental scan may discourage stu-
dents and providers from engaging in meaningful discus-
sion around their experiences with SV for fear of being
deemed “system failures” or “acting outside the chain of
command”

Another concern is with translation of written policies
from macro to micro environments. Having a written
policy does not equal translation to practice. Individual
provider knowledge and skills vary and may not always
be sufficient to implement the policies as written [22,
30, 31]. Similarly, access to resources (e.g., time, private
space, connections to SV/IPV advocates) is a potential
reason for the variation in small compared to large school
performance that we begin to note in this review of case
data. Importantly, additional work is necessary to deter-
mine whether these conclusions maintain into other
datasets or settings.

Importantly, our findings from this work have allowed
us to begin to work with campus and community part-
ners to continue addressing the barriers noted as most
salient to implementation, sharing successes and strate-
gies from other campuses as starting points, while having
a broad picture of how vastly different the landscape is
between these organizations. Our ongoing work aims to
create more tailored and multilevel strategies for imple-
menting the intervention across campuses to assess their
impact on its adoption. Future clinical trials of behavio-
ral interventions—in which high control over the envi-
ronment, participants, and interventionists may not be
feasible—may consider similar mixed efficacy-implemen-
tation methods to proactively collect and assess imple-
mentation data.

Implications for public health practice

Given the short- and long-term negative consequences of
SV, all levels of prevention and response remain of high-
est concern to public health professionals and campus
administrators alike. Interventions are only successful if
they reach their target audience. Understanding the con-
text around how and why the intervention did not suc-
cessfully reach students can help to inform future work
with campuses in efforts to address this issue. This case-
based analysis found some patterns between school size
and performance. Small schools delivered the interven-
tion to students more consistently, despite large schools
reporting more formal SV policies, procedures, and
resources.
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Per-student resources (e.g., the number of health care
providers per student) that may have allowed individu-
als in smaller schools to spend more time with patients
in which relationships were established was unable to be
observed. A possible benefit for student health and coun-
seling centers in smaller schools may be their ability to
operationalize them with less formality, therefore incor-
porating trauma-sensitive principles. This flexibility may
include not requiring insurance for appointments, allow-
ing students to walk in without set appointment times,
and not having a cap on the number of counseling ses-
sions students can have. Larger schools that service more
students and rely on insurance reimbursement for fund-
ing instead of student fees may be less able to integrate
changes that promote building trusting relationships
between students and providers. Further exploration into
opportunities to support providers is needed to ensure
equitable implementation of this and other public health
interventions based in student health settings. Possible
avenues for exploration based on our findings and prior
work include examination of alternate funding models
(e.g., universal health care or medical home models).

Limitations

As with any study, findings must be interpreted in the
context of its limitations. Of note, we relied on a com-
bination of publicly available data and campus admin-
istrator or staff-reported information to complete the
environmental scans, while the QI tools relied solely on
clinic administrator or staff-reported data. As such, there
were both missing data and areas in which inconsistent
data arose. For example, one institution had QI tool data
in which the 18 items changed from “yes” to “no” dur-
ing the 6-month implementation period. While it is not
impossible for a clinic to have changes in policies that
would create these responses, we question whether 18 is
a true representation of changes, a difference in interpre-
tation of the items, or lack of knowledge to answer the
items (including the tool being completed by another
clinic staff person).

Future use of the tools in research may minimize con-
fusion regarding reporting by eliminating “not appli-
cable” responses from items in which a response is
indicated for all institutions and include options for “I
don’t know” or “decline to respond” in order to capture
a more complete picture of data from the individual
answering. As the tool is designed for QI purposes, it
is also most useful to institutions in which the users
completing the tool have both access to the necessary
information and a vested interest in improving the out-
come. Lastly, while the data presented here allows us
to importantly visualize and compare data from a vari-
ety of sources, the case series method does not allow
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for formal statistical testing, and generalizations from
these findings must be done cautiously.

Conclusion

In this case series, we did not see concordance between
reported campus and clinic environments and the
implementation of a health and counseling center-
based SV intervention. When examining school level
characteristics, small schools did appear to have more
consistent intervention implementation and performed
well among student-reported outcomes including stu-
dent-reported disclosures of SV/IPV and receipt of
resources or referrals. While ample evidence demon-
strates that multilevel intervention strategies are neces-
sary to address violence, our findings in this case series
suggest that high level “on paper” policy changes are
not sufficient to overcome barriers of consistently get-
ting appropriate assessments, resources, referrals, and
services to students in campus health and counseling
centers.
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