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Abstract 

 Chlamydia trachomatis is the most common sexually transmitted bacterial infection 

worldwide (CDC, 2017, Newman et al., 2016) and can lead to a multiplicity of problems for pa-

tients, increased burden for clinics and emergency departments, and excessive costs to the 

healthcare system for treatment and hospital visits. This quality improvement project was devel-

oped to augment screening procedures in a nonprofit, community based outpatient clinic. This 

paper details a comprehensive plan for addressing patient knowledge deficits about chlamydia, 

examining antecedents to disease acquisition, providing evidence-based education, conveying 

care and compassion through provision of psychosocial support, and finally, restoring a sense of 

dignity and worth to patients. Disseminating evidence-based patient education regarding 

chlamydia and assessment via psychosocial counseling to those most at risk for chlamydia 

proved to be beneficial as evidenced by patient responses demonstrating advanced comprehen-

sion of risk factors. This innovative multidisciplinary approach augments delivery of care and 

proved invaluable in advancing patient knowledge. 
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Chapter I: Introduction 

Advanced Nurse Practitioners (APRNs) are at the forefront of a rapidly changing health-

care field and are in a unique position to effect change in the lives of their patients and families. 

Envisioning better outcomes in the community health clinical setting commences at the practice 

level. Creating solutions to problems is a constant, evolving process that enables the APRN to 

transform healthcare. This paper will present a practice problem in a nonprofit and gynecologic 

outpatient community based clinic and outline a viable solution with scientific underpinnings and 

the application of core competencies for the APRN while utilizing an interprofessional approach 

(AACN, 2006). 

 In the community based health clinic, the question of how to address the high rate of pa-

tients presenting with sexually transmitted infections (STI’s), but specifically, Chlamydia tra-

chomatis (chlamydia), is a challenging one due to the volume of cases. Because chlamydia infec-

tion presents a detriment to patient health, the objective to diligently assist patients being 

screened for infection has great merit. 

 Conversations surrounding STI’s and sexual health are challenging for patients due to the 

delicate nature of the topic.  Patients experience shame, denial, self judgment, anger, and embar-

rassment with suspicion of, or diagnosis with, chlamydia. Further, patients must then have forth-

coming dialogues with partners after diagnosis which places strain on relationships. Those who 

opt to conceal the diagnosis from partners experience guilt and more interpersonal conflict. The 

infectious process not only impacts the physical body but emotional and spiritual health as well. 

This project is designed to shed light on chlamydia, its transmission, risk factors, course, and se-

quelae in order to avert frustration, extremes, and imprudence in decision making for women. 
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 Through the proposed quality improvement measures, it was hoped that modification of 

screening procedures with inclusion of enhanced patient education would naturally contribute to 

a reduction in adverse effects that infection has on patients overall. Another hoped upon outcome 

of the project was that, by contributing to patient welfare with the added elements of education 

and counseling to clinical practice, there would be an increase in patient uptake in screening and 

enhanced conversations with patients. 

 Female patients receiving the screening tool and counseling were provided with an op-

portunity for mindful reflection on their individual holistic health and sense of well being. It was 

hoped that the provider and patient interface could have more quality injected into the visit so 

that the patient could examine her safety, personal relationships, and emotional health more pur-

posefully.  

 Through implementation of the interventions in this program, practitioners found many 

positive outcomes in working with patients being screened for STI’s. Ultimately, the financial 

burden for patients and the healthcare system can be impacted as a result of a reduction in com-

munity chlamydial infection rates through a project such as this. In effect, downstream conse-

quences will change as patient knowledge, patient behaviors, and patient decisions change. Fur-

thermore, restoration of dignity is possible on an individual basis through the foundation this 

type of a program provides. 

Background and Significance 

 Chlamydia is one of the most widespread of infections that are transmitted sexually in the 

United States (CDC, 2017). In its 2015 Surveillance Report, the Centers for Disease Control and 

Prevention (CDC) reported 1,526,658 cases of chlamydia infections in the United States and Dis-
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trict of Columbia. This figure represents an increase in infections of 5.5% from the previous re-

porting year. Globally, chlamydia has far reaching implications and is the most common sexually 

transmitted disease worldwide (Newman, et al., 2016). 

  Subjectively, women experience pelvic pain, vaginal discomfort, odor, discharge and 

symptoms of dysuria and pyuria. Complications of untreated chlamydia for women include 

pelvic inflammatory disease (PID), infertility, abdominal pain, chronic pelvic pain, ectopic preg-

nancy, and threatened and/or spontaneous abortion (Rekart et al., 2013).  Additionally, other as-

sociated complications from chlamydia include cervicitis, urethral syndrome, urethritis, oophori-

tis, parametritis, peritonitis, salpingitis and other inflammatory disease of female pelvic organs 

and uterus; neonates can experience a deadly form of pneumonitis or conjunctivitis (Rekart, et 

al., 2013; Youngkin, Davis, Schadewald & Juve, 2013).  

 Social stigma is a concept linked to sexually transmitted infections further still; many 

women and young girls have difficulty being forthcoming during the clinical interview or being 

rigorously honest with health matters of such an intimate nature (Theunissen et al., 2015). Dis-

cussions relative to chlamydia testing and education might be avoided by patients or even by 

medical staff for these reasons. As well, some providers could find it difficult to broach the topic 

of sexually transmitted infections, especially when the patient is of the opposite sex. Lastly, a 

general knowledge deficit on the part of patients in relation to risk factors for chlamydia, trans-

mission modes, and the disease itself plays a part in its being overlooked in settings outside of 

clinics dedicated to sexually transmitted disease testing and treatment (E. Rubio, personal com-

munication, February 22, 2019). 
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 Historically, the state of Arizona has higher than average high school dropout rates com-

pared to the nation (NCES, 2018). Of the patients who come to the chosen setting and are immi-

grants from Mexico, which is close to 30%, there is an average education level below high 

school and at around sixth or ninth grade (E. Rubio, personal communication, February 22, 

2019). It is imperative that providers are equipped to cater education to patients from diverse 

backgrounds and educational levels. 

 Rates of chlamydia cases in the state of Arizona and in Maricopa County for the Phoenix, 

Arizona area provide evidence which supports the significance of this disease. Of four aspects of 

chlamydia examined on the state level, Arizona rates continue to climb compared to other states, 

Arizona has higher rates than other states in the United States, and women in Arizona have per-

sistently higher rates of chlamydia reported than men when compared to other states (AZDHS, 

2018). 

 The total new cases of chlamydia for Maricopa County has risen dramatically by 104% 

since 2004 (Maricopa County AZ, 2018). Acquisition of chlamydia and HPV, the two more 

common STIs, gives way to other STIs and places the patient at risk for gonorrhea, HIV, syphilis 

and herpes infections as well. In 2016, cases of chlamydia, gonorrhea, and syphilis were all 

above the four year average for the time preceding the report (Maricopa County AZ, 2018). This 

represents a growing trend.  

 In summary, it is necessary to consider that the health of a population and community is 

defined by the health of individuals both physically, and certainly, emotionally. This project is an 

ideal way to facilitate introspection for individual patients in the healthcare setting and address 

both of these concerns. 
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Needs Assessment 

 Patients do not always experience symptoms of chlamydia (LeFevre, 2014) which leads 

to screening, diagnosis, treatment, and reporting challenges for patients, healthcare providers, 

and statisticians and lends more utility to this project. The United States Preventive Services 

Task Force recommends chlamydia screening for all pregnant women, for females aged 24 years 

or younger who are sexually active, and for older women who are at increased risk for infection 

(USPTF, 2018; LeFevre, 2014). Pregnant patients experience added strain when compared to non 

pregnant patients due to the potential for improper or ectopic placement of pregnancy due to fi-

brous or scar tissue that replaces normal tissue after infection from chlamydia. There is also  

concern for the wellbeing of the unborn child. Screening efforts must be thorough and address 

the specific needs, questions, and knowledge deficit each individual patient might present. Em-

pirical data which suggests that some patients have no symptoms in the presence of chlamydia 

infection, as mentioned, made this project more vital (O’Connell & Ferone, 2016). 

 A concept map tool (Moran, Burson & Conrad, 2017) was utilized to assess the need for 

this type of program in the organization selected (See Appendix A). The concept map assisted the 

doctoral student in organizing information and demonstrating the complexities needing to be 

considered when formulating a solution. Moran, Burson and Conrad posit that health is not just 

prevention or lack of disease (2017). This concept provided the impetus for the Pro-Woman Ap-

proach project. To illustrate this, one must be familiar with antecedents and other factors apart 

from practicing preventive measures only, taking vaccines, or undergoing screening tests, for ex-

ample. Patient antecedents for chlamydia acquisition include poor/impulsive decision making 

with or without drug or alcohol abuse, an unhealthy or dysfunctional intimate partner relation-
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ship or relationships, domestic violence, sex industry work in which there is disparity in power, 

lack of knowledge about partner and his history, lack of knowledge about partner STI status, and 

knowledge deficit related to chlamydia (See Appendix A). 

 There are three main categories of antecedents to the problem. First, impaired, unin-

formed, poor, or impulsive decision making plays an enormous role in the perpetuation of sexu-

ally transmitted diseases. Second, involvement in an unhealthy relationship that involves dishon-

esty, infidelity, or abuse plays a critical factor in disease transmission. Research demonstrates a 

link between unhealthy, intimate relationships or intimate partner violence and acquisition of 

sexually transmitted diseases (Guttmacher Institute, 2016). Patients who are unaware of a part-

ner’s positive disease status also play a role in the spread of disease. Lastly, little to no evidence 

based education on chlamydia impacts infection acquisition. 

 The critical attributes of the problem, as seen in Appendix A, include invasion by bacteri-

al agent, characteristic symptoms and untoward sequelae as evidenced by genitourinary and gy-

necologic manifestations and social stigmatization (Theunissen et al., 2015). Consequences in-

clude long term chronic issues and potentially deadly ectopic pregnancy as mentioned, neonatal 

morbidity (Ditkowsky, Shah, Hammerschlag, Kohlhoff & Smith-Norowitz, 2017) and emotional 

repercussions. For the purposes of this project it was determined that health information should 

be mindfully relayed to patients in the form of education combined with counsel. The need was 

strong for a project that would address potential or present issues surrounding chlamydia and lost 

integrity and dignity for women. 

 The Strengths, Weaknesses, Opportunities and Threats (SWOT) Analysis (See Appendix 

B) was conducted to provide clarification for this quality improvement project (Moran, Burton & 
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Conrad, 2017). Internal and external forces influencing the project, both positively and negative-

ly, were evaluated in order to formulate a strategy and plan of action.  

 One strength of this project was the particular site chosen, where patients who specifical-

ly seek STI testing are seen. The premise of this project strongly aligns with the mission state-

ment at the site and the Medical Director, Executive Director, Board of Directors, and staff were 

open and eager for quality improvement for this patient population. There was great opportunity 

to see a large number of patients who would depart with a wealth of knowledge and psychosocial 

support in addition to routine medical testing and care for STIs. Moving forward, the project can 

be carried into the future with ease in implementation. 

 In terms of threats, the site is a small, non-profit setting with staffing and financial chal-

lenges (See Appendix B). On the other hand, it was important to consider that quality outcomes 

justified resources that were expended in this scenario. Another important cost consideration was 

that there were material resources within the facility that were readily on hand for utilization in 

this program. These materials had never been taken out of the boxes when they were purchased 

and were not being utilized. The utilization of these materials helped offset cost of the project. 

Another weakness of this project was that patients might not always be forthcoming with infor-

mation due to the nature of the topic, but a built in mechanism to counteract this obstacle was 

formulated and will be explored further within the project itself and its methodology. 

Problem Statement 

 Chlamydia is a problem because infection with this microorganism compromises sexual, 

reproductive, and emotional health for women. Individual patients are negatively impacted by 

strain the infection puts on physical and emotional health, as well as by its effects to the geni-
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tourinary and reproductive systems. For the broader community, chlamydia negatively impacts 

communities in terms of the cost for treating infection and complications from infection that both 

individuals and taxpayers must bear. 

 Project Purpose 

 The Pro Woman Approach project was found to augment practice through actively inte-

grating patients being seen for clinical visits into the counseling room for a brief psychosocial 

review via counseling services following the clinical visit. At that interface, the counselor 

screened for substance or alcohol use and abuse, other addictions, domestic violence, sex traf-

ficking, work in the sex industry, or other psychosocial needs the patient may have had. A brief 

survey followed which helped patients assess personal knowledge of risk factors for, and infor-

mation about, chlamydia. This post visit survey was compared to the pre visit survey at the end 

of the project. Project guidelines and processes were clearly articulated for ease of use for clinic 

staff, with focus and objectives clearly identified (Moran, Burson & Conrad, 2017). 

 There were two main objectives. The first objective was to expand patient knowledge 

about chlamydia via reception of tangible educational brochures and verbal instruction at the end 

of a scheduled or walk-in gynecologic related clinic visit at the urban community outpatient clin-

ic. It was hoped that 90% of patient responses on the post visit survey would be reflective of an 

expansion of knowledge when compared to the pre visit survey. 

 The second objective was to provide opportunity for a brief psychosocial review and 

needs assessment with every gynecologic related visit as well. It was hoped that 90% of patient 

responses on the post survey would be reflective of a change after the psychosocial assessment. 
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 This project was designed to restore dignity and worth to women affected by chlamydia 

infection, or suspicion of chlamydia infection. The overall purpose of this project was to improve 

quality of care in clinical practice via enhanced provision of patient education and an opportunity 

for individual mindful reflection involving decisions pertaining to sexual activity. 

Clinical Question 

 The question that was to be answered was, “How do patient perceptions of risk of 

chlamydia trachomatis acquisition, before and after education and psychosocial assessment sur-

vey, differ for adult female patients in an outpatient community clinic?" 

Congruence with Organizational Strategic Plan 

 This project demonstrated perfect alignment and congruence with the organizational 

strategic plan at the selected site. Specifically, and in its mission statement, Life Choices 

Women’s Clinics (S. Gorslin, permission to use name, September 10, 2018) asserts,  

Life Choices Women’s Clinic is dedicated to improving the lives of women and their 
families by providing medical care, counseling and education that affirm the dignity of 
life of the mother and child. Our medical clinics offer a wide variety of medical services 
related to pregnancy and other areas of women’s health delivered in an atmosphere of 
care and respect (Life Choices Women’s Clinic, 2018). 

 To that end, this was an ideal place for the project proposed. An added bonus was that the 

project enhanced clinic staff capacity to follow through on the organizational mission deliver-

ables that Life Choices Women’s Clinic hopes to attain via medical care, counseling, and educa-

tion mentioned. Too, clinic staff had the opportunity to address the ongoing public health crisis 

that chlamydia and STIs present. 

 In keeping with the clinic’s singleness of purpose to elevate the lives of women and chil-

dren (Life Choices Women’s Clinic, 2018), the enhanced counseling and education permitted 



A PRO WOMAN APPROACH  17

also the active reach of introspection and reflection needed for one to achieve a healthy state and 

affirm the dignity of one’s life. Thankfully, this particular clinic setting was optimal for the struc-

tural design and function of the Pro-Woman Approach. 

Synthesis of Evidence 

 Literature review employed the use of CINAHL, PubMed, Google Scholar, the Cochrane 

Library and NCBI databases to scan for information pertaining to this topic. Manual searches 

were done as well by utilizing textbook material. The search was limited to research and material 

from within the past five years. Keywords such as chlamydia, sexually transmitted infections, 

PID, prevalence, incidence, risk factors, burden, and global incidence were utilized in the search. 

A total of 20 articles were retrieved. Articles were included that were pertinent to the specific 

focus of the study. Many articles were excluded as they related to men, were outdated, or had a 

heavy focus on evidence based polymerase chain reaction (PCR) DNA amplified testing versus 

other types of sampling and testing. Recommendations from respected authorities such as the 

Centers for Disease Control and Prevention and the United States Preventive Task Force were 

sought in order to provide a foundational base from which to work and familiarization with cur-

rent guidelines for practice.  

 There is an abundance of articles with a plethora of information about the significance of 

chlamydia infection. A rapid critical appraisal (Mazurek Melnyk & Fineout-Overholt, 2015) was 

useful for identifying pertinent, supportive information. In addition, the literature review and 

rapid critical appraisal presented in the Evidence Evaluation Table (See Appendix C) provided 

the backdrop for the plan, affirmed the value of this project, and facilitated a synthesis of the evi-

dence. 
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 It is clear that the burden on lives from damage suffered and costs to individuals and tax-

payers is large as it relates to outpatient visits, inpatient hospitalizations, reinfection, sexual 

health, PID, infertility, infant mortality, and treatment (Aghaizu et al., 2014; Ditkowsky et al.,

2017; Low et al., 2016; Malhotra et al., 2014; O’Connell & Ferone, 2016; Price et al., 2013; 

Rekart et al., 2013). Long term sequelae and cost from chlamydia necessitating emergency de-

partment visit and hospitalizations is quite unfortunate and can be averted. Addressing individual 

health concerns on the front end of the problem and in the community clinic such as in the 

women’s urban outpatient setting, is a solution. 

 Chronic, post infection pelvic pain and discomfort from untreated infection can be pre-

vented with strong screening methods. Post infection diagnoses for complications for women 

listed by Rekart et al. (2017) are serious and affect various delicate organs composing the repro-

ductive system and they are identified as salpingitis, oophoritis, parametritis, pelvic peritonitis, 

and other inflammatory diseases of female pelvic organs and uterus.  

 Undiagnosed chlamydial infection can lead to a host of issues for mother and child. 

Neonatal issues caused by the chlamydia trachomatis infectious agent pose diagnostic and treat-

ment challenges for clinicians, especially if the mother is asymptomatic (CDC, 2019). Children 

born to a patient with untreated chlamydial infection may suffer from neonatal chlamydial con-

junctivitis or a potentially fatal respiratory tract or nasopharyngeal infection, low birth weight, 

prematurity, or they can even be stillborn (Warr et al., 2019). Screening efforts and regular test-

ing programs can help to identify and treat infections in patients before complications develop 

for them or their unborn children. 
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 Numerous efforts have been made to document sequelae but also averted morbidity for 

women and their newborns after prompt diagnosis and treatment of chlamydia (Patel et al., 2010; 

Park et al., 2017; Ditkowsky et al., 2017; Thomas et al., 2017; Warr et al., 2018). Resultant po-

tentially fatal ectopic pregnancy in post pelvic inflammatory disease states is a matter of grave 

concern and challenge for providers not just in diagnosis but treatment. To begin with, success-

fully diagnosing ectopic pregnancy itself presents a conundrum for many skilled obstetric and 

emergency room practitioners. Treatment is not just emergent but costly as it can also in many 

cases necessitate surgery and hospitalization. Alternatively, a patient might require hospitaliza-

tion for management and observation of medication administration in ectopic pregnancy resolu-

tion. It is clear that undetected ectopic pregnancy leads to horrendous adverse outcomes (ACOG, 

2018). 

 Early screening proves invaluable to averting problems for patients, but it is the quality of 

the program that is key. Dunville, Peterson, Liddon, Roach and Coleman (2018) delineate an ef-

fective program implemented in a school setting for screening at risk youth. More beneficial 

programs, such as the Dunville et al. (2018) study detailed, are needed. A successful screening 

approach that has utility but is engaging as well is an added benefit for patients (Denison et al., 

2018; Martin-Smith et al., 2018; McKee et al., 2018; Ricketts et al., 2016; Woodall et al., 2016)). 

In many instances, researchers are looking to social media for dissemination of sexual health in-

formation to enhance screening capabilities (Gabarron & Wynn, 2016). Of note, it was demon-

strated that well coordinated screening efforts in general practice do not increase burden for 

healthcare staff members in one particular study (Ricketts et al., 2016) 
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 In an interesting compilation of data, Gravningen, Simonsen, Furberg and Wilsgaard 

(2013) annotate the gap between self-perceived risk on the part of patients, testing, and screening 

and chlamydia positivity. For this reason as well as others, the need was identified to commence 

the Pro-Woman Project. Erroneous self perceptions about risk were uncovered in this project and 

pre-clinic visit assessment was measured against post-clinic changes to assist the patient in un-

covering these truths.  

 Kang et al. (2014) speak to risk for exposure to chlamydia as it relates to substance use 

and abuse. This is another important area in need of exploration for and by patients. Patients 

should be equipped with personal inventory taking skills regarding substance and alcohol abuse, 

which are especially useful for assessing risk for STIs. Those who deny a problem with illicit 

drug use and alcohol abuse will at least be provided an opportunity to examine how these activi-

ties might play a part in sexual decision making and engagement. 

 Ford, Barnes, Rompalo and Hook (2013) concluded that there is a need for more thor-

ough appraisal of sexual health and more comfortable conversations for healthcare providers in 

an effort to assist patients in achieving sexual health. This project was designed to do just that. It 

was an excellent opportunity to open the dialogue between providers and patients. 

 Lastly, patients who have had past chlamydia and STI infections should be assessed for 

whether past infections have been treated completely (Geisler et al., 2015). To that end, history 

taking in the project implementation phase explored the incidence of past infection with chlamy-

dia and treatment regimen prescribed and whether the patient was compliant. As well, clinic staff 

assessed patients for test of cure application for post treatment evaluation, which is recommend-
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ed between 30 days and 3 months post treatment of infection (Mayo Clinic, 2019), when the pa-

tient had a history of sexually transmitted infection by chlamydia. 

 The findings mentioned directly related to the PICOT question for the Pro-Woman Ap-

proach project. In the proposed project, added education especially about what infection can cost 

the patient in terms of discomfort, infertility, or adverse effects to a newborn, was incorporated 

into the clinic patient visit. This was another element that added value and set the project apart 

from the screening methods employed prior to the project’s implementation. In the end, patients 

gained an improved understanding of chlamydia’s ill effects, and will hopefully be more 

equipped to mindfully approach sexual decisions in the future. 

Theoretical Framework 

 The Interprofessional Education Collaborative’s (IPEC) theoretical framework is that 

upon which the union of professionals from varying disciplines promotes health, and in this case, 

and also integrity for patients as proposed (IPEC, 2016). In addition to the Advanced Practice 

Nurse, the collaborating professions administrative services staff, lay counseling clinic staff, 

medical assistants, and registered nurses. Ancillary front office staff were critical to maintaining 

an even workflow of patients from the outset upon arrival to the clinic and during the clinical 

visit as patients transitioned from the exam room to the counseling room for the psychosocial 

intervention. 

 Combined interdisciplinary values, roles, competencies, communication, and teamwork 

were critical in guiding the process (IPEC, 2016; Joel, 2017). Improving patient experiences 

while honoring cultural sensitivity when discussing intimate matters with patients was a high-

light of this project and the multidisciplinary approach was fantastically ideal. Reducing the bur-
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den of disease became a truly engaging endeavor toward which to work for patients, families, 

and communities via application of the IPEC theoretical framework.  

 The IPEC standards facilitate interactive work between those in different professions 

(2016). There is a three part objective that involves improvement of the clinical experience of a 

medical visit for patients, improving patient health outcomes, and reduction of healthcare per 

capita cost. This is accomplished by following core competencies that encompass ethics, proper 

roles and responsibilities, communication between professionals, and teamwork. 

 Relative to values and ethics, having the sub-competencies guiding the project ensured 

that providers were able to work in a culturally diverse setting and honor differences which were 

seen in patients but also in others on the team. Teammates became more mindful of both staff 

and patient readiness, educational level, and preferences. 

 Relative to roles and responsibilities, one sub-competency that guided the project was 

respect for the part each team member played (IPEC, 2016; Joel, 2017; Mazurek Melnyk & Fi-

neout-Overholt, 2015). The role of complementarity in the Pro Woman Approach set the stage 

for improving clinical practice but also perhaps for public health policy in the future should the 

program expand. Those involved in the team’s work were able to work well in a concerted effort 

that was both illuminative and unitive for the patient and for team members.  

 The Essentials of Doctoral Education for Advanced Nursing Practice (AACN, 2016) call 

for increased interprofessional partnerships, communication and collaboration in delivery of pa-

tient centered care. There is a treasure that resides in the interface between a patient and the Ad-

vanced Nurse Practitioner and in the interface between the patient and her counselor. It is incum-
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bent upon the Advanced Nurse Practitioner to utilize evidence based methodologies and to in-

corporate partnerships in order to advance and enhance each patient interaction.  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Chapter II: Methodology 

 There were two key assumptions for this project. It was assumed that patients presenting 

for STI screening had some knowledge about chlamydia and knowledge of risk. It was assumed 

that patients also desired care that included education as part of their visit and  treatment. 

Project Design 

 This doctoral project is a quality improvement endeavour that was designed to augment 

practice protocols in the area of STI screening. Quality improvement translates to a high standard 

delivery of care process via an approach that encompasses key elements of patient safety and en-

hancement while utilizing innovative methods (Harris et al., 2016).  

 Team members. This project utilized an interprofessional team composed of Nurse As-

sistants, Registered Nurses, Counselors, and Advanced Practice Nurses. A protocol was devel-

oped for the project utilizing input from team members at the chosen project location. Oversight 

was demonstrated by the DNP Project Team Agreement, which provided evidence of coordina-

tion and efficiency by competent and prominent members of the medical community. The doc-

toral student collaborated with the Team Chairperson and two mentors to guide all phases of the 

project.  

 Methodology. The initial phase of the project utilized a concept map (See Appendix A) 

and collection of retrospective data via the literature search to support the problem. This prelimi-

nary information aided the compilation of surveys that were the major focus of the methodology 

and which were designed to enhance the patient-provider visit. By assessing differences in pre 

and post visit surveys it was possible to glean differences in patient knowledge of risk of infec-

tion.  
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Setting 

 The practice setting was two outpatient clinics situated in two inner city neighborhoods in 

Phoenix, Arizona. Specifically, the clinics are located in the North Phoenix Sunnyslope neigh-

borhood and the West Phoenix 35th Avenue/McDowell area which offers access for patients liv-

ing in north and east Phoenix and Glendale and south Phoenix. The clinics provide services for 

young girls and women with ages ranging from 12 to about 75. The average number of patients 

seen per clinic day, per clinic, is approximately 20-35, and approximately 7,000 patients visit the 

clinic every year. 

 Organizational assessment and evaluation revealed there was room for improvement. 

Clinical staff members reported a collective concern that testing and treatment only does not do 

enough. There was a large gap that existed between what patients receive from screening pro-

grams and disease, as evidenced by upward trends for chlamydia rates. For the clinic where the 

proposed plan was implemented, this project was an adjunct to the current process of screening, 

laboratory testing, and prescription writing which staff believed was not sufficient to provide all 

of what patients might have needed to effect personal change. Staff, management, and stakehold-

ers at the chosen setting were in support of life affirming programs to support the care of women, 

and this project aligned nicely with objectives of the clinic’s mission. 

 The clinic is a private, nonprofit organization largely funded by private donations. An av-

erage of 7,000 patients per year visit one of the three clinics which includes a mobile clinic that 

provides limited services at universities, health fairs, community events and other public do-

mains. Patients present for testing for sexually transmitted infections, such as chlamydia, gonor-

rhea, trichomoniasis, HIV, syphilis, herpes simplex, hepatitis, and/or human papilloma virus, 
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which made the setting chosen an ideal location and one which demonstrated great need. About 

50% of all STI related visits at the clinic result in either a diagnosis of, or treatment for an STI. 

Approximately one-third of patients for whom chlamydia and gonorrhea testing is performed re-

ceive positive results for chlamydia (E. Rubio, personal communication, February 22, 2019).  

 The organizational culture lent itself very well to the project implementation. Indeed, 

staff members in the past voiced repeated concerns that patients would receive what appeared to 

be mechanical diagnosis and treatment for STIs prior to implementation of this project. That re-

flection led them to conclude patients needed more and staff were therefore eager for change. 

This project was conceptualized to ameliorate those concerns. There was support from front of-

fice and ancillary staff including receptionists, medical assistants, nursing assistants, nursing, 

Advanced Nurse Practitioners and both the Medical and Executive Directors. As a result, key 

participants were readily in place. As an added benefit, there were not any anticipated staffing 

issues at the time of implementation. 

 A final note on the organizational culture is in relation to the gap analysis which included  

consequences to the particular antecedents which arose from concept mapping. The gap analysis 

was  created at the project site and for the project site, ensuring its applicability to the organiza-

tion and the organization’s applicability to the project (See Appendix B). 

Population 

 The focus population was that of the 12-60 year old female patient being seen at the 

community outpatient clinic for a gynecologic visit. Patients being seen for menopausal or breast 

health related visits were excluded. Those who fell in one of or all three categories of antecedents 

for disease and patients who were sexually active and under the age of 24 for whom screening 
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was most recommended (CDC, 2017) were included. This group of women benefitted greatly 

from the Pro-Woman Approach as chlamydia infection is the highest for those in the 15-24 age 

range (CDC, 2017).  

 During the clinic visit, staff did not know if patients were participants or not. When a pa-

tient decided to participate, there was no difference in care delivered to her. Neither was there a 

difference in care given to a patient who opted to not participate in the project. 

 The types of visits represented at this venue were more reflective of patient population 

needed for the project and easier to obtain as compared to that encountered in other outpatient 

clinics where the focus is not on women’s health. Both the population and inclusion criteria were 

representative of studies in the literature (LeFevre, 2014). 

 The recruitment plan was straightforward. All patients meeting the specific criteria were 

given the optional pre-visit survey with the educational brochure at the beginning of the visit 

while waiting for the practitioner. At the end of the visit the patient was asked if she would like 

to answer one question for the post-visit survey, which was voluntary. It was explained that the 

answer would be anonymously recorded and entered into a locked box should the patient desire 

to participate. 

Tools 

 Two tools were used to implement this DNP project. The first tool was a pre-visit survey 

which was administered upon patient’s arrival, along with intake paperwork. The second tool, the 

post-visit survey, was collected along with the first tool and placed in a box maintaining 

anonymity after use. Both are simple tools developed by the author of this project for this project 

specifically. Each employ a Likert scale design. The difference between the two is that the first 
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survey assesses patient knowledge of chlamydia infection and risk for infection. The second sur-

vey assessed whether, and to what degree, patient knowledge changed after the visit.  

 The pre-visit tool was based on risk factors demonstrated in existing literature. There 

were five questions that assessed for 1) violence in the relationship, 2) work in the sex industry, 

having multiple or unfaithful partner(s), 3) suspicion of or knowledge of transmission of infec-

tion 4)  prior infection, and 5) perception/understanding and knowledge of risk; all of which are 

predisposing factors for disease acquisition (Aghaizu et al., 2014; CDC, 2017; Guttmacher Insti-

tute, 2016; Kang et al., 2014; LeFevre, 2014; Malhotra et al, 2014; Price et al., 2013; USPSTF, 

2018). Pre-visit tool questions were derived from the review of the literature; the questions were 

designed to promote personal reflection on specific risk factors for disease that were directly ex-

trapolated from the most current evidence. 

 The last question in the pre-visit survey asked the patient how she rated herself in terms 

of being at risk, whether 1) not at all, 2) some, 3) medium, 4) high, or 5) very high risk. After her 

visit with education and brief psychosocial assessment, the post-visit evaluation assessed 

whether that rating changed as a result. The correlation between the post-visit question and the 

fifth question on the pre-visit survey were reflective of the patient having conducted a true re-

assessment of risk. In other words, after her visit with education and brief psychosocial assess-

ment, the post-visit evaluation determined that the patient’s perception of her risk had changed as 

a result. 
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Project Plan 

 Selection of patients. A convenience-sampling technique was employed for recruitment 

of patients. The rationale for this was that the sensitive nature of the visits required the patients to 

give verbal consent to be participants. Those who were uncomfortable had the option to exclude 

themselves. The option for participation involved giving consent orally and anonymously. All 

patients who met criteria  received the pre-visit survey for personal use along with the education-

al brochure whether or not they opted for participation. 

 Project steps. The step by step project algorithm with intervention implementation was 

delineated clearly in order to provide existing and new staff with education. The algorithm was 

provided at a general staff meeting, or individually for those who could not attend. The email 

communications of this plan were sent prior to the educational meeting along with a Save the 

Date Reminder (See Appendix D). 

 The in-service education meeting accommodated inclusion of all staff members and was 

incorporated into the regular clinic staff meeting, which was mandatory for all staff. Two weeks 

prior to that meeting, messaging was sent to all staff via inner office electronic messaging to re-

mind staff to save the date. A reminder was sent to staff a week before the meeting. Two weeks 

and one week before the staff meeting there were copies of these emails in the two clinic com-

mon staff areas advertising the plan and a promise of a takeaway, chocolate, for those who at-

tended the meeting (See Appendix D).  

 Staff received the Visit Algorithm handout (See Appendix E), the Pre-and Post-Visit Sur-

veys (See Appendix F), and the evidence based educational brochure (See Appendix G) during 
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the staff meeting to prepare for the project. Questions were answered and teaching was complet-

ed with staff to ensure all understood the patient workflow. 

 The staff quality improvement project Staff Educational Meeting did not last more than 

20 minutes, which was time usually set aside for special speakers or announcements. There was 

therefore no extra cost associated.   

 At the meeting, the explanation of the initial phase of the actual work with patients was 

given. First patients would go through routine completion of the intake form with patient health 

history upon arrival, as is customary in the office. They would also receive the first survey and 

after completion of both, the evidence-based STI educational brochure would be given to the pa-

tient. The waiting period prior to the actual clinic visit was ideal for the patient to peruse the edu-

cational brochure. It was explained to staff that the Pre-Visit Survey invited mindful, reflective 

time to evaluate psychosocial aspects impacting relationship and sexual activity related choices 

or demands from others. The brochure which provided evidence-based medical facts on chlamy-

dia was reviewed with staff in or to allow them to familiarize themselves with it. 

 The explanation of the second phase of the project involved the patient’s being seen for 

the medical visit as the visits usually transpired in the clinic. During the clinical interview and 

patient education time before and after the exam, the medical assistants, nurse assistants, nurses, 

and Advanced Nurse Practitioners engaged the patient in ongoing patient education relative to 

STI transmission, focusing on information in the brochure. 

 Following the routine clinic visit, the final phase transitioned the patient into the counsel-

ing room with a staff counselor for a brief psychosocial assessment and review of safety and/or 

other concerns. The psychosocial assessment was conducted per the counselor’s usual protocol 
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and included assessment of safety, presence of violence, and/or involvement with human or sex 

trafficking.  

 It was then explained to staff that the counselor would be asking the patient whether she 

would like to submit her answers for the project to the clinic. This would occur at the end of the 

patient visit with the counselor. The Post-Visit Survey was to be given to the patient at that point. 

If the patient consented, her answers to the surveys would be marked anonymously and placed in 

a locked receptacle. The entire process was to take no longer than 20-30 minutes in actual im-

plementation. 

 Rationale for interventions. These interventions were specifically chosen as staff had 

repeatedly expressed concern that not enough was being done to further educate patients and 

provide preventive health care for them (S. Gorslin, personal communication, August 8, 2018). 

These specific tools for the intervention were chosen, as they were, in order to promote facility 

of use and avoidance of high register language that might have been overwhelming for patients.  

 The proposed project information disseminated to patients by survey and educational 

brochure was meant to open a dialogue for the patient and staff during the medical visit. It was 

anticipated that this would invite questions from the patient and further exploration into variables 

or modifiable areas which the patient could reflect upon and change if necessary. 

 SMART Objectives. The hope was to impart new knowledge to patients and ensure well 

being and safety; the Post-Visit Survey assessed whether that had taken place and by how much 

in fulfillment of the SMART Objectives. The question for the patient on Post-Visit Survey was 

about whether knowledge surrounding transmission, risk factors, symptoms, and/or sequelae of 

Chlamydia trachomatis infection had changed and if so, how it had increased. In other words, if 
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the patient answered the question with a response of “1,” they have gained no new knowledge. If 

the patient answered with a “2,” “3,” “4,” or “5,”  it was reflective of knowledge gained respec-

tively from “none,” “some,” “medium,” “high,” to “very high.” Success was measured by evi-

dence that patient responses were above a Level 1 on the Post-Visit Survey as Level 1 indicated 

no change. The outcome to be measured was how much the patient’s knowledge had increased or 

changed, and if it had changed at all. It was hoped that at least 90% of patients would rate above 

a Level 1 to indicate at least some change had been effected and the design of the surveys 

aligned nicely with the SMART objective assay. 

 Data collection procedure. The project administrators who were trained at the staff 

meeting included receptionists, medical assistants, nursing assistants and registered nurses who 

all perform front and back office duties. The front desk administrator of the day administered the 

Pre-Visit Survey at the time that the clinic Intake Form was completed. All staff were prepared to 

answer questions or elaborate on any information in the evidence-based brochure the patient 

might have had. 

 The Nurse Manager collected the forms from the locked box at the end of the day in the 

office conducting the surveys. The Nurse Manager was in charge of collection and she entered all 

data into an Excel spreadsheet manually. It was reiterated to staff and patients that only the num-

ber corresponding to the patient’s responses was entered into the Excel spreadsheet with no pa-

tient identifying information in order to assure patients of privacy. 

 This simple method of in-house data collection ensured ease of data acquisition and in-

put. Clinic staff reported in the planning phases that this particular patient population is often lost 

to followup contact and it was uncertain as to whether they would be able to, or make the time 
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to, access an online survey following their visit. This was one consideration for the in-house post 

survey administration which made for ease in collection of surveys. All surveys that were sub-

mitted were shredded once date entry was complete. 

 The data collection and entry processes were very straightforward for those assisting in 

this phase of the project. To reduce risk that incorrect numbers were entered, surveys were sorted 

according to numbered response and counted and then tallied in the Excel spreadsheet to ensure 

all were entered accurately and that the quantity in each numbered response category was pre-

cise. Should the Nurse Manager not have been at work on a scheduled day, it was planned that 

the clinic Patient Care Director would set aside the survey materials for the Nurse Manager in a 

secure location, however, this was never necessary. 

 Evaluation. The plan to evaluate ongoing flow of the project necessitated the ongoing 

attendance of the Nurse Manager to assess problems or obstacles with implementation. The 

Nurse Manager was readily available to staff for concerns by phone as well. The doctoral student 

made arrangements to evaluate needs for extra surveys and brochures in both English and Span-

ish and ensure a sufficient supply of both. This alleviated pressure for staff. 

 The plan to evaluate the data involved the generation of a report after every clinic day 

following data entry at the clinic. This report reflected the total number of patients seen for quali-

fying visits, the total number of patients participating in the project, and responses on the pre-vis-

it survey correlating to responses on the post-visit survey. The doctoral student collected data and 

ensured maintenance of data on a secure office laptop with data saved to secure backup disc dai-

ly. Data reports were reviewed daily as to completion of data entry, number of patients seen, 

number of participants, responses, and trends. 
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 Sustainability. Ongoing measures to maintain success gained required initial Stakeholder 

recognition of the project’s merit and ongoing oversight by the Nurse Manager. It also required 

that a designee be appointed to inventory and stock brochures and survey handouts. Since staff 

loyalty and ongoing use of surveys was positively impacted, the staff will now utilize the tools 

and have planned to collectively revisit the project and discuss impediments to ongoing imple-

mentation. In the future should it be discovered that the project is no longer effecting a change in 

patient perceptions over time, such as might be the case with patients with recurring visits, staff 

can decide to change the educational brochure as needed. 

 This type of a project is ideal for future application and utilization. The clinic is arranged 

to accommodate the project makeup and there is not much involved to continue the plan. Al-

ready, the clinic purchases a fair amount of educational brochures each year, many of which pa-

tients cannot access or of which are not used by providers for many reasons. There was also an 

abundance of other types of STI related educational brochures that are donated to the clinic using 

benevolent resources and they are not being utilized for these visit types. These extra brochures 

speak to other topics such as condom use or other specific STIs. At some point, the brochure giv-

en could be changed if staff opted for that in the future. Of course, there would need to be assur-

ance that the information in the next brochure used is current and evidence-based if staff opts to 

change the brochure.  

 Prior to this project, there was a system in place to provide prepared educational packets 

to pregnant patients only. It was actually a welcomed gesture for staff to be able to have some-

thing to offer patients in the STI setting as well. In fact, one of the nursing assistants had already 
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spoken of designating a space in the front desk areas for educational brochures and surveys prior 

to commencement of the intervention. 

 The Nurse Manager orders brochures for the pregnancy information packets and she also 

orders other medical educational brochures when needed. As stated, the large stock in the offices 

is not being dispersed to patients and will be readily put to use to continue this project. Since a 

system has been in place for ordering brochures with pregnancy information already, this system 

can accommodate sustaining the Pro-Woman Approach effort.  

 There is a plan to prevent the new project information being overlooked or underutilized. 

The Nurse Manager and Medical Director requested that the Pro Woman Approach plan be en-

acted as clinic policy. The Medical Director and other stakeholders are excitedly anticipating this 

new change. 

 One unique aspect of the project is that the surveys can be retained by the patient for self-

examination and reflection now that the initial quality improvement effort is complete and mea-

surement of efficacy will no longer be necessary. Ensuring adequate copies of surveys and 

brochures is all that would be needed in the future. Staff might decide to revisit the project plan 

once a year to ensure the questions are changed for those patients who visit the clinics more of-

ten and to update with any new evidence. The goals for patients to verbalize a change in knowl-

edge and understanding of personal, relational, and/or sexual health as a result of care delivered 

can continue easily. 

 New staff will be trained in the process by the Nurse Manager or other designee. The al-

gorithm is designed for ease of use, as were the survey tools. Staff is eager to engage and have 
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been requesting a change in current delivery of care procedures for many years. This is an ideal 

atmosphere for staff and for patients. When one ceases to learn, one ceases to grow. 

Data Analysis 

 The data collection undertaking and data entry process was unambiguous; there was no 

conflict with inter-rater agreement for data entry. There was no need for the use of an on site sta-

tistical consultant due to the lack of IRB institution. Data entry required one person and the pro-

cedure was quite straightforward. 

 Inferences made were drawn from quantitative data. The analysis of the quality im-

provement project outcomes was benevolently completed by Mr. Wilfred Drennen Whiteside, 

MS, and Ms. Mary Graettinger MBA, following both process and outcomes reviews. Missing 

information or problems with implementation and data collection were to be documented had 

there been any, but there were none. There was evidence of findings and calculations derived de-

picted via table and diagram format. These tables and diagrams included the number of patients 

seen, number of participants, responses, and trends. 

 Tool data analysis and data representation were arrived at using simple paired two tailed 

t-tests. Process improvement evaluation and information extrapolation gave insight into further 

investigation and implications for nursing, research, policy, and future practice.  

 Further support for sustainability was concluded after there was found to be a statistical 

significance between pre and post visit evaluations. It was projected that the project would influ-

ence policy in the clinics and that has already taken place. Since there was a statistical difference 

at the end of analysis, it is not necessary that the pilot project itself be modified. 
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Institutional Review Board and/or Ethical Issues 

 There were many ethical considerations for this project. First and foremost, a patient 

must be protected from harm. Protection from harm for patients involves respect, self-determina-

tion, and altruism (Grace, 2014). A diligent discussion and consideration of these aspects of care 

prefaced this project at the staff meeting prior to the project. At the time of that discussion, all 

staff were invited to review the proposed plan and identify any weaknesses or vulnerabilities es-

pecially in relation to working with patients. 

 Ethical Issues. All patients were free to either accept or decline participation through 

verbal informed consent. It was incumbent upon all administrators in this project that each pa-

tient receive informed consent for participation. No identifying information was collected. There 

was no designated space for or request for patient identifying information on the surveys. Confi-

dentiality was maintained in the usual fashion. Surveys were deposited into locked boxes at the 

end of each visit.  

 The concept of social justice weighed heavily on the premise of this project (Grace, 

2014). The delicate nature of the topic posed a risk for patients to potentially feel more vulnera-

ble as they might be already at risk for sexually transmitted infection by involvement in the 

pornography industry, prostitution industry, and/or sex trafficking industry. Sexual health is an 

important aspect of overall health, and social justice calls for action to help patients but also re-

straint in action when patients exhibit reticence. To that end, patient welfare was safeguarded at 

all times. 

 Finally, there were no adverse reactions that could be foreseen, and neither that tran-

spired,  from this type of undertaking. Nevertheless and out of duty, measures were taken to en-
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sure review by the appropriate Board that oversees such activity at the clinic sites. Clinic activi-

ties and services are overseen by the Board of Directors which consists of volunteer community 

members who serve as president, vice president, secretary, members at large, and treasurer. Both 

the Medical Director and Nurse Manager sit on this Board as well. 

 Institutional Review Board. This project is considered a quality improvement initiative 

and was not subject to the usual rigors by an Institutional Review Board (IRB) for proper re-

search. Still, the approval process required necessary endorsement by the clinic Medical Direc-

tor, Executive Director, and Board of Directors. The site is a small, private, nonprofit organiza-

tion that does not have an official IRB; the Medical Director provided site authorization for the 

project. Formal approval for the DNP student to proceed was petitioned via application and ap-

proval (See Appendix H) to the Bradley University Committee of Use of Human Subjects in Re-

search (CUSHR) which was granted July 15, 2019 after approval was received from the clinic 

Medical Director (See Appendix I). 
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Chapter III: Organizational Assessment and Cost Effective Analysis 

Organizational Assessment 

 As previously mentioned, there was staff and stakeholder loyalty to patients, patient safe-

ty, and enhancing current practices at the project site. The display of readiness for change pro-

pelled the project. During a staff meeting, multiple staff provided feedback and verbal input and 

via written suggestions after the meeting.The Medical Director had expressed enthusiasm and a 

desire for improvement in care over some time and suggestions for ease of use of the tools had 

been made.  

From the analysis of strengths, weaknesses, opportunities, and threats (Appendix B), two  

factors were identified as the biggest potential risks. It was possible patients would not feel com-

fortable sharing at the time of the visit. Having a counselor meet with patients following medical 

care was an ideal way to address this concern. A second threat was that funding is limited for 

most projects in the clinic. As it turns out the educational brochures were available and the cost 

of staff time was already incorporated into a regular clinic day. As part of the usual challenges 

with the nonprofit setting, staffing issues are always a concern but the clinic had hired new staff 

early in 2019 that enhanced and facilitated the project’s design. 

Another key element of threat in the SWOT analysis was the absence of information and 

resources regarding sustaining projects such as this in the nonprofit setting. There are few re-

sources for private, nonprofit venues that do not utilize government funds for their STI related 

medical or educational programs.  Fortunately, there was stakeholder buy-in and as the clinic al-

ready has an educational program in place for pregnant patients, the model was no too difficult to 

adhere to and follow. 
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Along with educational strengths of the clinic in another realm, the organizational plan 

promoted perfect alignment with the clinic Mission Statement that speaks to engendering healthy 

life choices for women. Fortunately, there was great stakeholder buy-in. 

Cost Factors 

 Cost considerations were minimal. What was incorporated into standard medical visits 

were brochures that were already on hand but were not being utilized. Fortunately the brochures 

were up to date in evidence base. The time involved for patients was negligible because already 

patients have a wait time calculated into their visits. This time was perfect for them to peruse the 

information given and write any questions they may have. All staff were poised to fill the posi-

tions that were needed. Paper costs and printing costs for the survey tools were minimal and time 

for data entry were mostly in kind services that did not require further procurement of financial 

resources. 

 The budgetary needs table identified costs involved for technology, personnel, and paper 

products (See Appendix J). If anything, cost avoidance was assured, at least for patients who can 

avoid future visits for STI testing and treatment as a result of change effected after this program’s 

implementation. One final benefit of this type of program was a sense of value and dignity that 

was imparted in the act of one human soul touching another in a caring and kind way. There is no 

price tag that can placed upon the lives affected by compassionate staff who equip patients with 

knowledge and give them back a sense of worth.  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Chapter IV: Results 

Analysis of Implementation Process 

 Initial steps and evolution. The implementation component for this project was fruitful 

and enlightening for both patients and staff as well. Prior to the initial steps of the intervention, 

staff meetings ensured staff were educated on the purpose of the project and on specifics of the 

implementation process. Staff were exceptionally receptive to the project’s inception, formula-

tion, and utilization. During implementation of the intervention, staff members viewed the 

project as a beneficial model for engaging patients on a deeper level during the brief office visit 

as the project evolved. At the end of project implementation, staff continued to view the interven-

tion as necessary for future clinical practice. 

 The unfolding and organic progression of the project demonstrated a process that adhered 

closely to the timeline and algorithm as prepared in the planning stages (See Appendix A). Ap-

proval for the Quality Improvement project through the Committee on the Use of Human Sub-

jects in Research (CUHSR) at Bradley University was expedient, likely due to the absence of 

risk to patients in contrast to proper research with human subjects. Too, the simplicity of the in-

tervention being utilized lent itself to a very straightforward process with no encumbrances. Ap-

proval to commence implementation was granted July 15, 2019. There is no Institutional Review 

Board at the project site which was utilized for the project. As a result, permission to use the 

project site was requested and then secured from the Medical Director, an individual who as an 

aside, had high personal interest and investment in the project. 

 The intervention was smoothly incorporated into clinic visits and easily applied. Through 

a high volume of readily available patients presenting for patient visits, acquisition of subjects 
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was easily attained. Of the fifty patients who participated, 100% agreed to share their anonymous 

and confidential surveys. As planned, patients were given the pre-survey form at the time of pa-

tient registration and completion of the clinic intake form. Care was taken to ensure those to 

whom surveys were given fit the criteria previously outlined. During the individual patient visit, 

pamphlets and verbal education were disseminated along with a concurrent and brief psychoso-

cial assessment. The post survey was administered while the patient was still in the counseling 

room, allowing for private and quiet time of reflection for the patient.  

 Modifications. Staff reported ease of application as a result of adequate training provided 

at staff meetings. All staff had the benefit of added individual prior experience working with the 

specific patient population which facilitated dialogue on this very sensitive topic. Although not 

all staff were available to meet on a group basis for training, individual staff education was given 

when necessary. It was necessary to have medical staff perform the psychosocial assessment 

from a medical standpoint as there was not a professional counselor on staff. The only other 

modification made was the addition of ongoing education to staff when questions arose or chal-

lenges were met with patients, such as an inability to have more than a brief dialogue with a pa-

tient. This was easily remedied with brief meetings, guidance, and discussions when necessary. 

 The two survey inventories given were authored specifically for this project. There was 

only one brief multiple choice question to answer on the pre-survey and the same question to an-

swer on the post-survey which made the surveys very user friendly as planned. Data was collect-

ed daily and data entry was performed on a regular basis via manual entry into a computer laptop 

Microsoft Excel spreadsheet requiring a private password for access. One individual was respon-

sible for data entry providing for standardization during this phase. As data was entered, surveys 
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were shredded. Fortunately, there were no issues of potential confidentiality breaches as none of 

the surveys contained private identifying patient information of any kind.  

 Lessons learned. The most important lesson learned was that this intervention needed to 

be incorporated into the patient visit after the point at which the patient had her questions and 

concerns about her visit addressed. In some cases, there seemed to be anxiety on the part of the 

patient regarding her reason for the visit and this precluded her being receptive or attentive to the 

information, according to staff delivering care. It was crucial for staff to be given iterations that 

although the intervention was a viable part of the patient visit, her reason for being in the clinic 

was different from staff reasons for presenting patient education and counsel. In other words, it 

was important to recognize patient preferences and/or address emergent issues as these were the 

priority. Staff plans were secondary to that. 

Analysis of Project Outcome Data 

 Quantitative findings. Aggregate responses on both pre and post surveys were evaluated 

via comparative means analysis. Individual comparative analysis was meant to ascertain changes 

in perceptions of risk of acquiring chlamydia trachomatis infection after education and counsel-

ing on an individual basis as well. Descriptive statistics with paired sample t-test and trend 

analysis assimilation were employed. 

 Pre-implementation responses were compared to post-implementation scores for the en-

tire group and on an individual basis (n=50). Then, responses in each category were compared to 

post implementation responses in their respective categories for differences in perceptions and 

whether greater change was related to lesser or greater rating prior to implementation. 
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 There were 50 subjects (n=50). One hundred percent of subjects were between ages 

17-24, identified as female, and characterized themselves as single. The first question, “On a 

scale of 1-5, how would I rate myself in terms of being at risk for chlamydia?” and the second 

statement, “My understanding of my risk of chlamydia has changed today” were both assessed 

with the same response selections. Participant choices were 1 = None, 2 = Some, 3 = Medium,  

4 = High, or 5 = Very High. The information in Table1 and the histogram in Diagram 1 demon-

strate the findings. There is no missing data. 

 

Table 1. Pre and postvisit responses for a Pro-Woman Approach: Screening for Chlamydia in an 

Outpatient Community Setting. 
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Diagram 1. Self assessed risk for a Pro-Woman Approach: Screening for Chlamydia in an Outpa-

tient Community Setting. 
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 The mean responses before and after survey were 1.6 and  2.3, respectively. The category 

demonstrating the biggest change in perception were the participants who ranked themselves as 

not having any risk at all initially. To begin, 64% of patients (n=32) rated themselves as having 

risk at all but that number was then reduced post survey to 46% of patients (n=20). In other 

words a smaller number of participants rated themselves having no risk at all after the survey. 

That change was an 18% difference.  

Diagram 2. Pre and post visit percentage of responses. 
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 The other group to have the largest change was the high-risk category, which increased 

drastically from pre to post survey, 6% to 15%, respectively. The illustrations in Diagram 2 are 

representative of these observations. 

 The before and after calculations are meaningful. One aspect of this project not demon-

strated pictorially is that not one participant lowered her score on post survey. The significance is 

that those who are at the highest risk for contracting chlamydia (CDC, 2018) were aware that in 

reality, their personal risk was actually higher than, or at least the same as originally thought pri-

or to education and counseling. The scatterplots in Diagrams 3 and 4 allow for this representa-

tion. 

 

  

Diagram 3. Scattergram detailing pre and post responses. 
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Diagram 4. Scattergram with random noise better detailing pre and post responses. 

 The benefit of this simple quality improvement intervention is illustrated nicely in Dia-

gram 4 where the regression line is depicted. The t-test revealed that, assuming a Gaussian distri-

bution, the average score change is very unlikely to be due to just random noise. The aggregated 

mean 0.66 difference in perception of risk is also indicative of intervention efficacy, as seen in 

Table 2.  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Table 2. Summary of qualitative findings. 

 The null hypothesis is rejected and it was concluded with 95% confidence that changes 

were not a result of chance. The mean change between the two sets of pre-implementation per-

ception of risk and post-implementation perception of risk was therefore significant. These find-

ings were very positive. 
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Chapter V: Discussion 

Summary of Findings 

 Link to SMART objectives. The project revealed statistically significant outcomes. The 

two objectives of this project were to expand patient knowledge regarding chlamydia and to pro-

vide psychosocial needs assessment for those with the highest risk criteria for acquisition of dis-

ease. These objectives were achieved. Staff reported patients had increased awareness and were 

open to dialogue in both areas more so than is usual. 

 Main changes observed in clinical outcomes. The project was designed with an overar-

ching intention of helping women regain a sense of dignity and worth despite the often trouble-

some relationships they described. Although those are not objectively measurable variables, in 

general staff reported enhanced conversations with patients, what appeared to be more satisfied 

patients upon discharge from the clinic, and vivid gratitude. Patients also tended to have an in-

creased awareness of themselves, be more pensive, and actively participate in experiential learn-

ing, according to staff. As opposed to what staff described as a sort of “robotic” delivery of care 

prior to intervention implementation, staff appreciated being involved on more of a humane level 

in patient care. These phenomena were accompanied by staff reports of a more personal invest-

ment of staff energetic compassion along with a greater sense of utility,  

 Successes and difficulties in implementation. It is important to remember that this was 

the first, and a one time, point of contact with patients. Many of the patients reported that they 

were listening to the education given to them for the first time and there was not a lot of time for 

patients to be given more than an overview of information. Though the population selected has 

been identified by the CDC (2018) as the highest risk category for acquisition of chlamydia, the 
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majority of the patients reported that they had no risk at all to acquire chlamydia upon com-

mencement of the patient visit. Despite active engagement in sexual activity with often more 

than one partner within the past 12 months and/or more than one lifetime sexual partner believed 

their risk was nil upon presentation in the clinic. The difficulty presented was in how to properly 

educate patients in a meaningful way and still have sensitivity for the patient’s circumstances and 

her readiness for learning. Once myths and barriers were broken, patients were able to have clari-

ty and this is where the successes came into play for both patients and staff who had a great sense 

of satisfaction from being able to connect on a deeper level in an atmosphere of true compassion. 

 Effectiveness of the intervention. The interventions were influential in effecting a 

change in patient perceptions, interactions, and dialogue not normally seen on regular patient vis-

its. It is difficult to discern the total influence and effectiveness that the intervention will have on 

future patient decisions and lifestyle changes, and whether that will impact future rates of 

chlamydia in the clinic. It is clear this is only a starting point.  

Limitations or Deviation from Project Plan 

 There were quite a few limitations in the project plan. To begin, there was only one short 

point of contact for patients in the clinic. As stated before, a majority of patients reported having 

no risk at all for exposure to, and acquisition of, chlamydia. These patients did also report having 

multiple partners and/or having had children already, often disclosed to have been fathered by 

different men. As such, it would not be accurate to say that risk for an STI would be absolute 

zero and therefore, none at all. A solution would be to provide iterations of the didactic informa-

tion and dissemination of educational pamphlets on subsequent visits. The exposure to educa-

tional posters in exam rooms and ladies’ rooms over several visits are also needed in order for a 
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survey such as the one presented to effect more of a change for perception of risk (Zhan, Guo, 

Chen & Yang, 2018). 

 Another limitation is that those who presented as a first time patient to the clinic could 

have had added stressors making it difficult for them to fully focus on the education and survey 

portions of their visits. For example added stressors of finding the clinic, making the appoint-

ment time, not knowing what to expect, not knowing clinic staff, feeling nervous about what the 

clinical visit would reveal, or a host of other preoccupations could have been impediments for 

lower ratings on the surveys. 

 One limitation might have been the short space of time between the pre and post-surveys. 

Instead of having the post-survey to take home and complete for example even a week later on-

line, the short period of time patients had to absorb and process information may not have been 

enough for more a significant change in responses to better have been revealed.  

 Learning style could have been a variable affecting the reason a greater difference was 

not encountered on post surveys. Although there is controversy in the literature regarding the 

correlation between learning style and academic performance (Paiboonsithiwong et al., 2016), 

one must consider the possibility that participants likely have varying learning modalities that 

work better for them. It was chosen no to use vivid pictures illustrating manifestations of STIs 

but that might have had a stronger effect and a different result had more of a visual learning in-

teractive model been employed.  

 Given the nature of this highly sensitive topic, it is possible that many patients were not 

receptive to information or dialogue due to embarrassment, shame, guilt, religious or cultural 

constraints, for example. It is even possible patients were offended at an intervention aimed at 
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such an intimate part of their lives. These confounding factors when combined with short patient 

visits, readiness for learning, and receptivity to the information posed a conundrum for staff dur-

ing project implementation. 

 Psychological, physical, and cognitive readiness (Joel, 2017) are three other possibly lim-

iting factors in for this project. If a patient does not have motivation to learn something new, if 

the cognitive level is low or impaired by drugs or alcohol at the time of the visit, and/or if the 

patient is physically unable to learn such as those with chronic pain, these posed impediments to 

the effectiveness and productivity of the intervention. Often staff members voiced concern with 

these types of variables that seemed to impede the therapeutic process. 

 Finally, a last limitation is potentially that of trust between the participant and staff mem-

ber providing care at the time of the visit. If the two were unknown to each other it is possible 

the patient providing the data was not entirely comfortable or forthcoming. 

Implications for Practice Change 

 Practice. Staff at the clinical site are receptive to continuation of the project and support 

its sustainability. Although changes in perceptions were small after education and counseling for 

these high risk subjects, there are benefits and implications for future practice notwithstanding. 

The biggest implication for future practice at the organizational level is that delivery of care is of 

a higher quality. Also via evidence from this small project, the multidisciplinary approach was 

found to be warranted for future practice. Private practices, outpatient clinics, community clinics, 

and urgent care practitioners might consider the creation of an educational template or specific 

algorithm for use with at risk populations. Where possible the multidisciplinary approach could 

be employed and psychosocial support given as well.  
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 Research. Unfortunately, there is a paucity of data on the advantages or specific types of 

educational and/or psychosocial approaches to working with this patient population. The multi-

disciplinary platform is ideal and should be explored further in future research. The addition of a 

psychosocial component appeared to work well with education to avert ignorance, counteract 

barriers, and assist patients in confronting realities of risk. Future research could explore strate-

gic means of expanding patient information and support. For example, Solution Focused Brief 

Therapy is only one treatment modality of many that merits exploration in future research. 

 Nursing. This project has implications for the fields of nursing and advanced practice 

nursing. One of the lessons learned was a revelation that there is a certain acquired charism that 

must be learned and incorporated into practice when approaching individuals with information 

regarding such a sensitive topic as human sexuality. In order for this to transpire, perhaps train-

ing could be incorporated into nursing educational programs, staff meetings, or coursework 

which would speak to ways to develop oneself professionally in this regard. Registered Nurses 

and Advanced Practice Nurses would have more tools needed to initiate and continue conversa-

tions. There would not need to be any changes in the plan, unless the counseling component of 

the multidisciplinary approach was not available.  

 Health policy. Organizations such as the State Nursing Board, the Centers for Disease 

Control (CDC), and/or the eAmerican College of Obstetrics and Gynecology (ACOG) might 

consider the implications of a project such as this in developing Practice Acts, protocols, and 

guidelines for care of at risk patients. There would be no policy or regulatory issues impeding 

employment of the project the way it is. It is certainly change at the individual level that changes 
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the culture of an organization and then has the capacity to impact communities towards a positive 

end. This project was a great beginning.  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Chapter VI: Conclusion 

Value of the Project 

 It was not difficult to ascertain the value of this project, albeit changes however small. 

That there were changes in perceptions in this high risk population has merit. It would be inter-

esting to measure changes in perceptions of risk and then rates of chlamydia for those who have 

participated in this type of a project versus those who have not.  

 What cannot be measured is the investment in patients and the connections made with 

their minds, hearts, and souls. The satisfaction staff received from knowing patients were assist-

ed on a deeper level was palpable; indeed this project was conceptualized after expressions from 

staff about a robotic delivery of care that focused on test results rather than the individual human 

being. There is also no way to measure the transformations that took place in patients who shared 

candidly, their insecurities about personal risk for STIs, struggles in their lives, and also their 

deep seated concerns relative to their intimate relationships, or lack thereof. 

DNP Essentials 

 The relationship between this Doctoral Scholarly Project and the DNP Essentials 

(AACN, 2006) cannot be articulated well enough. All eight of the guidelines provided structure 

for the project and it was exciting to be able to reflect along the way at evolution of new skills as 

they were manifested. At the same time, the project provided opportunities for the DNP student 

to develop the competencies and skill sets within the DNP Essentials (2006). 
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 DNP Essential I: Scientific Underpinnings for Practice. This quality improvement 

project was preceded by a set of scientific guidelines from the Literature Search; the construction 

of an evidence table from the Literature Review; the analysis of  Strengths, Weaknesses, Oppor-

tunities, and Threats; the application of a Theoretical Framework; and the utilization of compara-

tive means analysis to review data. The scientific method was used to develop survey tools and 

counseling with patients and to evaluate data. The scientific method was also utilized in con-

struction of the brochure used for this project. The scientific composition of the “Your Sexual 

Exposure” pamphlet is evidenced by references utilized and cited in its compilation. 

 DNP Essential II: Organizational and Systems Leadership for Quality Improvement 

and Systems Thinking. The application of DNP Essentials II which speaks to leadership and 

DNP V, which speaks to health care policy and advocacy, merged into one during the active im-

plementation portion of the project. Joel (2017) discusses the genesis of patient advocacy 

through the pioneering work of Florence Nightingale and Sojourner Truth. This charism, when 

combined with strong leadership, propels nurses into advanced nursing roles during the transition 

from a registered nurse position to that of the Advanced Practice Nurse. DNP Essentials II and V 

were better developed by way of this project. Leaders recognize how shifting staff and patients 

from their original points of reference requires a delicate balance. Motivational, influential, and 

inspirational aspects of leadership evolved slowly through the inner workings of this project. A 

referent leadership style emerged through working with staff on the multidisciplinary team and in 

working with patients (Sherman & Cohn, 2019). Future dissemination of this project will contin-

ue to add to the strength of DNP Essentials III and V as the penchant for leadership and advocacy 

grow. 
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 DNP Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based 

Practice. In essence, this project was the culmination of experiential knowledge, advanced edu-

cation, personal approach to nursing practice, and clinical judgment. The DNP student acquired 

stronger analytical methods and clinical judgment by way of this project (Joel, 2017) as the sci-

entific method was used to inform decisions. 

 Clinical responses had to be tempered with both progress, but also obstacles, encoun-

tered. For example, when staff appeared to reach an impasse with their roles in the project, it was 

necessary to generate additional or alternative delivery approaches and continue to systematical-

ly assess for areas of opportunity for improvement for all involved, both patients and staff.  

 Several types of clinical judgment emerged for the doctoral student. The one type of 

judgement that was the most useful, and that became stronger, was one in which active, reflec-

tive thinking provided opportunity to constructive review and revision (Joel, 2017). 

 DNP Essential IV: Information Systems/Technology and Patient Care Technology 

for the Improvement and Transformation of Health Care. One of the more fascinating DNP 

Essentials is DNP Essential IV, which speaks to incorporating background science together with 

technological interfaces. Metrics used in this project directly contributed to impacted change 

(Mazurek Melnyk & Fineout-Overholt, 2015). Developing a robust strength in the areas of in-

formation systems and technology assisted the student in manufacturing the DNP Scholarly 

Project which became evidence of transformation for patients. The lives of patients and staff 

were touched during the implementation phase of this project by way of DNP Essential IV as 

well as the others. A project of this scope is not possible without a grasp on technological sys-

tems, databases, and data sets. 
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 DNP Essential V: Health Care Policy for Advocacy in Health Care. Critical sur-

veillance and methodical review of the project at varying stages helped to ensure utility of the 

project for individual patients. As a result, this project has the capability of being applied to larg-

er populations, hopefully impacting larger groups in the public arena. Integrating advocacy skills 

with policy making paves the way for change.  

 DNP Essential VI: Interprofessional Collaboration for Improving Patient and Popu-

lations Health Outcomes. It was necessary to have varying members of different healthcare dis-

ciplines for this effort to work. Staff members appreciated being engaged in a new way as they 

approached patients. The project provided the opportunity for staff to also function at a high lev-

el of skill and cohesive ability (Moran, Burson & Conrad, 2017). In addition to enhancing pro-

ductivity the project laid groundwork for future projects.  

 In the end, the public concern of chlamydia can be better addressed when patients have 

more healthcare team members advocating for them. Preceding this step, of course, is the ele-

ment of advocacy that must be developed prior to embarking on this type of a collaborative ap-

proach to address the health concern. It is impossible to quantify all that the collaborative effort 

contributed to this project. 

 DNP Essential VII: Clinical Prevention and Population Health for Improving the 

Nation’s Health. Competencies for understanding prevention and ultimately, how to impact 

communities and the nation, begin at the individual level. As the understanding grows, upstream 

thinking evolves. 
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 Through diligence with time spent during practicum hours, the doctoral student was able 

to gather organizational leadership skills, emotional intelligence, and a better internal locus of 

control (Moran, Burson & Conrad, 2017). Attending public meetings of the Arizona State Board 

of Nursing was also helpful in the development of this DNP Essential. 

 DNP Essential VIII: Advanced Nursing Practice. This project contributed to evidence 

based practice. The opportunities for professional and personal growth that presented themselves 

through each stage of the Doctoral Scholarly Project were invaluable for the doctoral student’s 

growth, development, and advancement. As that took place, the DNP Essentials materialized in a 

rather insidious and delightfully organic way, guiding every aspect of clinical reasoning and de-

cision making both within the project and in clinical practice outside the scope of the Scholarly 

Project. 

Plan for Dissemination 

 The final part of the project involves a Powerpoint Presentation of the Doctoral Scholarly 

Project to staff and students at Bradley University which is anticipated to take place late No-

vember, 2019. Following that, the Doctoral Scholarly Project document will be uploaded to the 

Doctors of Nursing Practice Project Repository online.  

 The continued plan for dissemination, sustainability, and application at the clinical site 

will be scheduled for December, 2019. Findings and a newly designed clinic protocol will be 

presented to the Board of Directors at Life Choices Women’s Clinic and followed by presenta-

tion to staff in January, 2020. It is hoped that there would not be much of a delay in application 

of these interventions for the practitioner and patient interface. 
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 There is also opportunity to share this project with the seven other, similar urban, non-

profit women’s centers in Phoenix. As these organizations operate with similar business models 

and Mission Statements, it would be ideal to expand into those settings with local presentations.  
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Attainment of Personal and Professional Goals 

 In a personal statement drafted in 2016, personal goals and intentions were set prior to 

commencing this graduate program. The threefold personal mission was to continue to minister 

to others in the non-profit setting, work to increase the quality of services to those who are mar-

ginalized, and deepen the level of service to patients and families through a higher level of care. 

Suddenly, these appear to have been achieved! 

 From a professional standpoint, building confidence and competence have been two 

strongly sought after skills over the past thirty years of practice as a registered nurse. This gradu-

ate program at Bradley University and the completion of the Doctoral Scholarly Project have fi-

nally made that possible.  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