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Abstract 

Background: An estimated 17,500 to 20,000 victims are trafficked annually into the United 

States (U.S.) (Ernewein & Nieves, 2015).  In a global study conducted by the United Nations, a 

majority of trafficked victims are women and girls, with 28% of them being children (Banks & 

Kyckelhahn, 2011).  Recent studies have shown that in the U.S., approximately 28% to 50% of 

trafficked victims interacted with medical professionals during their captivity, but remained 

unidentified (Grace et al., 2014).  The objective of this project was to determine whether an 

educational session and screening tool increased clinician knowledge, identification, and 

reporting of human sex trafficking (HST) victims in the emergency department (ED).   

Methods:  A review of evidence-based literature indicated a lack of provider knowledge and 

skills in the identification of HST victims.  Three educational sessions were provided to all ED 

personnel at Kapiʻolani Medical Center for Women and Children (KMCWC) from August to 

December 2017.  The training focused on national and local statistics on the incidence of HST, 

HST risk factors, potential indicators, common assessment findings, approaching the victim, 

reporting procedures, and referral options.  A screening tool consisting of six questions was 

provided during the session.  Participants’ baseline knowledge was assessed prior to the 

educational training (pre-session).  All ED professionals were sent a post-session survey via 

SurveyMonkey four months after the last educational session.  Comparing the pre- and post-

session results assessed the efficacy of the educational training and screening tool.   

Results:  A total of 48 participants were surveyed for this project.  Thirty-eight participants 

attended the educational sessions and completed the pre-session survey.  Twenty post-session 

surveys were returned from those who did and did not attend the sessions.  The initial analysis 

included those who attended the training sessions and showed an increase in the levels of HST 
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knowledge (32.7%), suspicion of sexual exploitation (41.1%), and identification and reporting of 

trafficked victims (12.1%) by ED physicians and nurses.  The final analysis included all 

responders to the survey sent to all ED staff and showed only 25% of clinicians reported 

childhood sex trafficking when encountering a patient they suspected. 

Conclusion:  An educational session and screening tool has the potential to increase ED 

clinicians’ knowledge, identification, and reporting of sex trafficked youth.   
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Chapter 1. Executive Summary 

Throughout the United States (U.S.), commercial sexual exploitation – especially of 

women and children -- has gained the attention of legislators, social services, law enforcement, 

healthcare providers, and the general public.  Although all 50 states have banned sex trafficking, 

only New Jersey has adopted a statute requiring healthcare workers to complete a human 

trafficking training course (Lederer & Wetzel, 2014).  As a result, 28% to 87% of trafficked 

victims who interact with healthcare personnel go unidentified (Grace et al., 2014; Lederer & 

Wetzel, 2014). 

The problem is twofold: medical providers lack the appropriate training to identify sex 

trafficking victims, and even if these victims are identified, they do not receive the trauma-

informed care that they require.  This project was designed to identify potential victims by 

establishing and implementing an educational session and a standardized screening process for 

use in emergency departments.  The Iowa Model was used to guide this evidence-based change 

at Kapiʻolani Medical Center for Women and Children (KMCWC).   

The relevance of this project is supported by literature reviews that have emphasized the 

importance of educating healthcare providers and increasing their knowledge about and 

recognition of sex trafficking victims, as well as how to conduct appropriate interventions 

(Green, 2016; Greenbaum & Crawford-Jakubiak, 2015; Hornor, 2015; Grace et al., 2014; Vera 

Institute of Justice, 2014; Belles, 2012; Macy & Graham, 2012).   

For the practice change, an educational presentation was held three times for emergency 

department (ED) providers at KMCWC during the months of August and December 2017.  The 

accessible sample was emergency medicine providers, nurses, and non-clinicians at KMCWC 

who were eligible and willing to participate in the intervention.  During this presentation, 
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providers received a set of six questions to use as the screening tool to assess patients possibly 

being a victim of sex trafficking.      

Two survey phases for the ED providers were employed for data collection.  Questions 

for both phases were compiled from the literature along with those designed by the DNP student 

and content expert.  Participants were asked to use a set of six screening questions during patient 

visits.  Phase one consisted of two surveys (the pre- and post-session surveys) and assessed the 

participant’s knowledge about, and recognition and reporting of sex trafficking victims.  Phase 

two consisted of an informal survey conducted at the monthly "Standards of Excellence" meeting 

of the KMCWC Emergency Department on May 16, 2018.  The phase two survey evaluated the 

efficacy of the educational session and proposed screening questions in the identification of sex 

trafficking victims.  Project improvements were also discussed.  Process and outcome variables 

were used to determine whether the educational sessions and screening tool were effective.   

A total of 48 participants were surveyed for this project: 38 participants for the pre-

session survey and an additional 10 for the post-session survey.  Thirty-eight participants 

attended the educational sessions and completed the pre-session survey.  Twenty post-session 

surveys were returned from those who did and did not attend the sessions.  Two trend analyses 

were conducted: 1) an initial analysis; and 2) a final analysis.  The initial analysis only included 

those who attended the educational training session and completed the pre-session survey (n = 

38).  The final analysis included all responders to the post-session survey, which was distributed 

to all ED physicians and nurses, to determine the percentage of providers who suspected a 

patient of being a victim of HST and reported the victims to Child Welfare Services.  The initial 

analysis included those who attended the training sessions and showed an increase in the levels 

of HST knowledge (32.7%), suspicion of sexual exploitation (41.1%), and identification and 
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reporting of trafficked victims (12.1%) by ED physicians and nurses.  The final analysis, which 

included all 48 responders, showed that only 25% of clinicians reported childhood sex trafficking 

when encountering a patient they suspected. 

This project determined that an educational session and screening tool has the potential to 

increase emergency professionals’ recognition and reporting of sexually exploited youth.  The 

project results led to a consensus for embarking on a process to improve the detection and 

reporting of HST victims.  In addition, plans are underway to have a “System Phrase” 

incorporated in the electronic medical system for use by all ED departments within the Hawai‘i 

Pacific Health system.   
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Chapter 2. Problem 

Introduction 

The effects of human sex trafficking (HST) on its victims are intense, and long lasting.  

Those affected – mostly women and underage girls – are at risk for severe mental and physical 

ailments (Ernewein & Nieves, 2015).  Institutions in Hawai'i and around the United States (U.S.) 

are using proven methods of trauma-informed treatment to help heal these victims and 

reintegrate them into their families and society (Hoʻōla Nā Pua, 2015).  However, one of the 

largest obstacles for these organizations is simply being able to identify those whom they seek to 

help (Hoʻōla Nā Pua, 2015). 

In many instances, these victims are treated at medical facilities and make contact with 

medical providers and social workers, but because they are not properly identified as trafficking 

victims, the appropriate authorities are not notified and the victims do not receive the treatment 

or the assistance that they need.  This is primarily a result of medical and social workers lacking 

the training to identify telltale symptoms of sex trafficking and therefore, do not ask pertinent 

questions.  As a result, these victims fall through the cracks of the system, only to end up in the 

custody of their abusers (Hoʻōla Nā Pua, 2015).  This project was designed to help increase the 

identification of potential victims by implementing educational sessions and a standardized 

screening process for use by emergency departments (EDs). 

The following chapter provides background information on the sex trafficking of minors, 

reviews literature on the subject, and offers educational sessions and a screening protocol that 

will assist with the identification of potential victims. 
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Background/Problem 

International, National, and State Statistics on Sex Trafficking 

 Human sex trafficking (HST) is defined as “sex trafficking in which a commercial sex act 

is induced by force, fraud, or coercion, or in which the person induced to perform such an act has 

not attained 18 years of age” (Ernewein & Nieves, 2015, p. 797).    

 According to the United Nations Children’s Fund, approximately 1.2 million minors are 

sex trafficked worldwide (Ernewein & Nieves, 2015).  An estimated 17,500 to 20,000 victims 

are trafficked annually into the U.S. (Ernewein & Nieves, 2015).  While these numbers are large, 

studies are finding that more U.S. citizens and permanent legal residents (84%) are victims of 

sex trafficking than foreign nationals (Ernewein & Nieves, 2015; Banks & Kyckelhahn, 2011).  

The majority of these trafficked victims are female, with more than one-third of them being 

minors (Banks & Kyckelhahn, 2011).  More than 200,000 American children are at risk of being 

trafficked due to factors such as being homeless or being a runaway (Ernewein & Nieves, 2015; 

Tracy & Konstantopoulous, 2012).  The average age for entrance into HST is 12 to 14 years 

(Ernewein & Nieves, 2015).   

 There are no available statistics on the sex trafficking of minors in Hawai‘i, primarily 

because there are no anti-sex trafficking statutes in place.  However, many indicators point to 

Hawai‘i being a viable site for sex trafficking.  High-risk criteria prevalent in Hawai‘i include: a 

high rate of teen suicide [ranking third in the nation according to the Hawai‘i State Department 

of Health (2015)], “extremely limited aftercare for underage victims of sexual exploitation, and a 

high occurrence of runaways and missing children” (Hoʻōla Nā Pua, 2015, para. 7).  Runaways 

comprise 35% of incarcerated juvenile girls, and between 100 and 200 juveniles are reported 

missing per month in Hawai‘i (Crime Prevention and Justice Assistance Division, 2015).      
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Physical and Mental Health Issues 

Human sex trafficking victims suffer from serious physical and mental health issues.  

Health risks may begin when victims are recruited into trafficking, and endure beyond their time 

of release.  Sex trafficking of minors is increasing annually and these youth have a greater need 

for trauma-informed treatment of their medical, dental, and mental health conditions (Ernewein 

& Nieves, 2015).  Common physical health problems include headache (82.3%), fatigue 

(81.3%), dizziness (70.3%), back pain (68.8%), memory problems (62.0%), stomach pain (61%), 

pelvic pain (59%), and gynecological infections (58%) (Ernewein & Nieves, 2015; Rafferty, 

2013).  Recent studies reported that trafficked juveniles were subjected to more frequent and 

unprotected sexual violence -- including gang rape -- than non-trafficked peers (Rafferty, 2013).  

As a result, child sex trafficking victims were identified as having higher rates of sexually 

transmitted infections (STIs) including human immunodeficiency virus (HIV), tuberculosis (TB), 

direct physical injury, infertility, unwanted pregnancy, unsafe abortions, and poor reproductive 

health (Rafferty, 2013). 

According to a study by Silverman, Decker, McCauley, & Mack (2009), girls who were 

trafficked were three times more likely to experience anal sex than their non-trafficked peers, 

which increases their HIV risk significantly.  Physical injuries resulting from violence include 

bone fractures, intracranial bleeding, lacerations, and burns (Finkel & Finkel, 2015; Rafferty, 

2013).  Human sex trafficking victims also suffer from malnutrition, weight loss, dental 

problems, and generalized poor health (Rafferty, 2013; Mitchell, Finkelhor, & Wolak, 2010).   

From a public health perspective, HST poses a potential harm for men who engage in 

unprotected sexual interactions with trafficked girls.  They run the risk of contracting STIs, TB, 
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and other communicable diseases, as well as spreading these infections to their families and the 

public (Finkel & Finkel, 2015).   

 Juvenile victims of sex trafficking may develop extensive psychological and 

interpersonal problems.  Common psychological problems include depression, low self-esteem, 

anxiety/panic disorders, disorders of extreme stress or complex post-traumatic stress disorder, 

suicidal ideation, shock, disorientation, and substance abuse addiction (Levine, 2017; Ernewein 

& Nieves, 2015; Rafferty, 2013).  They also experience social reactions such as feelings of 

isolation, loneliness, and hostility (Rafferty, 2013).  Research has shown that children who were 

exposed to complex trauma have an increased risk for behavioral characteristics such as 

attachment and eating disorders, dissociative adaptations, and sleep disturbances (Rafferty, 

2013).     

According to a study by Clawson, Small, Go, and Myles (2003), providers reported that 

trafficking victims had more severe trauma, elevated levels of fear, and greater health 

requirements than other crime victims.  The consensus opinion among providers was that 

“victims would need long-term treatment from an interdisciplinary team of health professionals 

working together to address the multitude of health problems including treatment of physical and 

psychiatric trauma, sexually transmitted infections, and gynecological problems” (Finkel & 

Finkel, 2015, p. 19).   

Failure to Identify Trafficked Victims 

Recent studies have shown that in the U.S., approximately 28% to 50% of trafficked 

victims interacted with medical professionals during their captivity, but remained unidentified 

(Grace et al., 2014).  In one study, 87.8% of trafficking survivors reported contact with a 

healthcare provider during captivity (Lederer & Wetzel, 2014).  The most frequently reported 
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treatment facility was a hospital/emergency room (63.3%) (Lederer & Wetzel, 2014).  According 

to Chisolm-Straker and Richardson (2007), although 29% of ED personnel viewed human 

trafficking (HT) as a problem, only 13% were confident in identifying a trafficked victim and 

less than 3% had received training on victim recognition.  In another study involving 168 

medical providers and social workers from multiple hospitals, 63% reported never having 

received sex trafficking identification training (Beck et al., 2015).  In addition, only 42% of 

participants correctly distinguished a sex trafficking victim from a victim of child abuse (Beck et 

al., 2015).   

Current Practice Following Victim Identification 

Juvenile victims of sexual exploitation are often treated as delinquents.  Sex trafficked 

victims who are not identified as such by law enforcement are placed in detention facilities 

where they receive little to no rehabilitative care.  After they are released, they frequently return 

as repeat offenders.  Victims who are identified as sex trafficking victims are either placed into 

foster care, in safe houses with domestic abuse victims, or returned to their family homes where 

they may or may not receive appropriate trauma-informed care.  Without consistent, long-term, 

and specialized treatment, HST victims are inclined to runaway or return to their traffickers to be 

re-victimized (Hoʻōla Nā Pua, 2015).    

Conceptual Framework 

The Iowa Model (illustration below) focuses on the implementation of best evidence into 

clinical practice in order to improve patient outcomes (Titler et al., 2001).  The model is an 

algorithm consisting of distinct decision points and feedback loops (Schaffer, Sandau, & 

Diedrick, 2013).  The first step is to identify either a problem-focused trigger or a knowledge-

focused trigger that warranted an evidence-based practice (EBP) change (Titler et al., 2001).  
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Problem-focused triggers are problems that derive from the identification of a clinical issue, 

financial or risk management data, process improvement, or internal/external benchmarking data 

(Titler et al., 2001).  Knowledge-focused triggers result from the presentation of new research 

findings and new practice guidelines or philosophies of patient care (Titler et al., 2001).   

The second step is to decide whether the issue was an organizational priority.  This is 

important because it assists with maintaining organizational interest and support.  Once a priority 

topic is determined, the third step is to form a team, which helps to develop, evaluate, and 

implement the EBP change.  The topic then directs the composition of the team, which consists 

of interested interdisciplinary stakeholders.  The fourth step is to form a question using the 

PICOT method and then gather pertinent research and other literature related to the new practice 

change (Titler et al., 2001).   

The fifth step is having the team critique the available studies to determine if the 

evidence is scientifically sound.  This requires teams to evaluate the validity of the research by 

ensuring a reasonable sample size and reliable measuring tools were used.  At that point, the 

team also decides whether there is sufficient evidence to warrant implementing the practice 

change.   Once the team decides that a majority of the criteria was met, a plan to implement the 

intervention into a practice change is the last step.  The team continues to evaluate the change in 

practice to observe for achieving the desired outcome(s) or determine the need for 

implementation of a modified plan (Titler et al., 2001). 
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Figure 1.  The Iowa Model of Evidence-Based Practice to Promote Quality Care.  Reprinted 
from “The Iowa Model of Evidence-Based Practice to Promote Quality Care: An Illustrated 
Example in Oncology Nursing,” by C. G. Brown (2014), Clinical Journal of Oncology Nursing, 
18(2), 158. Copyright 2015 by the Oncology Nursing Society.  Reprinted without permission. 
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Knowledge-Focused Triggers 

The knowledge-focused triggers of this DNP project were national guidelines and 

philosophies of care, as identified by the Iowa Model of Evidence-Based Practice (Titler et al., 

2001).  Since 2011, the Child and Family Services Improvement and Innovation Act has required 

states to include a descriptive plan for screening and treating emotional trauma related to 

maltreatment in their healthcare documents.  This statute established an opportunity for 

improving the identification of human trafficking victims (U.S. Department of Health and 

Human Services [USDHHS], Administration for Children, Youth and Families, 2013).    

The Administration on Children, Youth, and Families recommended that “providers 

working directly with trafficked youth should participate in training to meet the needs of this 

population” (USDHHS, Administration for Children, Youth and Families, 2013, p. 11).  Training 

may include identification, risk factors, best practice guidelines for working with trafficked 

victims, and coordinated community assistance (USDHHS, Administration for Children, Youth 

and Families, 2013).  

According to evidence-based research, routine screening for sexual assault is important to 

incorporate in clinical settings for three key reasons: 1) knowledge of sexual abuse history will 

reduce the amount of unidentified victims; 2) awareness of abuse can assist providers in 

conducting focused assessments and in making accurate diagnoses, selecting treatments, and 

referring victims to the appropriate services; and 3) treatment effectiveness is dependent on 

treating the underlying problem rather than the presenting symptoms (Probst, Turchik, Zimak, & 

Huckins, 2011).   
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These triggers were an organizational priority for the Sex Abuse Treatment Center as 

their mission is to provide sexual assault services for adolescent and adult victims of human 

trafficking.   

Assembling Relevant Research 

Computerized searches in PubMed, CINAHL, and the Cochrane Library were conducted 

using search terms such as “ sex trafficking,” “domestic sex trafficking,” “commercial sexual 

exploitation,” as well as “sexual abuse,” “sexual assault,” “child abuse, sexual,” “sex trafficking 

and screening,” “ sexual assault and screening,” “sexual abuse and questions,” “sexual assault 

and forensic examination,” “sexual abuse and screening,” and “sex assault and questions.”  A 

total of 14 articles were reviewed and seven articles were synthesized for the purpose of this 

project (illustrated in Figure A1).  The publication dates range from 2007 to 2016.  Melnyk’s 

Hierarchy of Evidence (2010) was used as a critiquing tool for the literature reviews, which 

includes seven levels of evidence as described in Table 1.   
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Table 1 

Melnyk’s Hierarchy of Evidence for Intervention Studies and Synthesized Articles 

Type of Evidence Level of 
Evidence Description Therapy 

Articles 
Systematic review 
or meta-analysis I A synthesis of evidence from all relevant 

randomized controlled trials. 
  

Randomized 
controlled trial II An experiment in which subjects are randomized to a 

treatment group or control group. 1 

Controlled trial 
without 

randomization 
III An experiment in which subjects are nonrandomly 

assigned to a treatment group or control group. 1 

Case-control or 
cohort study IV 

Case-control study: a comparison of subjects with a 
condition (case) with those who don’t have the 
condition (control) to determine characteristics that 
might predict the condition.                                                                                         
Cohort study: an observation of a group(s) 
(cohort[s]) to determine the development of an 
outcome(s) such as a disease. 

3 

Systematic review 
of qualitative or 

descriptive studies 
V A synthesis of evidence from qualitative or 

descriptive studies to answer a clinical question.  2 

Qualitative or 
descriptive study VI 

Qualitative study: gathers data on human behavior 
to understand why and how decisions are made.                                                              
Descriptive study: provides background information 
on the what, where, and when of a topic of interest. 

1 

Expert opinion or 
consensus VII Authoritative opinion of expert committee.  6 

 

Critiquing Research for Use in Practice 

All of the selected articles met the following inclusion criteria:  1) the article focused on 

the identification of sex trafficking victims, both domestically and internationally; 2) the article 

provided practice recommendations for the identification of trafficked victims, including risk 

factors, potential indicators, screening questions, intervention strategies and community 

resources, or educational sessions, that may be used by human service and healthcare providers; 

and 3) the article was written in English.  All studies were conducted in the U.S.   
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Seven articles were synthesized for the promotion of human trafficking education for 

community service and healthcare workers.  Five of the articles were expert opinion or 

consensus papers that focused on educating healthcare professionals, social workers, law 

enforcement, or shelter workers.  The Vera Institute of Justice (2014) developed a manual that 

included a Trafficking Victim Identification Tool that assists with identifying human trafficking 

victims and providing them with the protection and services they need.  The manual and the 

validated screening tool were based on research results conducted by Vera Institute of Justice in 

collaboration with experienced legal and victim service agencies (Vera Institute of Justice, 

2014).   

Data were collected via structured interviews using the full screening tool on 180 

potential trafficking victims.  Data analysis revealed that the screening tool was effective in 

distinguishing between sex and labor trafficking victims.  Of the 180 participants, 53% were 

identified as HT victims (60% were labor trafficking victims and 40% were sex trafficking 

victims).  Statistical analysis indicated that, the majority of questions on the screening tool were 

shown to be significant predictors of trafficking.  Interviewers determined that the following 

three questions were strong predictors of sex trafficking: 1) Did anyone you worked for or lived 

with trick or force you into doing anything you did not want to do?; 2) Did anyone ever pressure 

you to touch another person or have any unwanted physical or sexual contact with another 

person?; and 3) Did you ever have sex for things of value (for example money, housing, food, 

gifts, or favors)? (Simich, 2014).  A review of the screening questions for potential sex 

trafficking victims is provided in Table 2.   

The second article aimed to define domestic minor sex trafficking (DMST) and provide 

education to pediatric nurse practitioners in terms of its prevalence, risk factors, identification, 
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and treatment of victims.  Risk factors for DMST include youth who are from dysfunctional 

families (i.e., parental alcohol or drug abuse, parental mental illness, interpersonal violence and 

social isolation), have a pre-existing diagnosis of mental health issues, and have a history of 

sexual abuse.  Runaways and youth who are living in group homes, foster care, or shelters also 

have an increased risk for DMST.  Potential indicators may include branding, such as tattoos, a 

teen that is vague, submissive, or withdrawn, and who is inconsistent with his/her history of 

injuries.  The most obvious indicator is a teen that is accompanied by a controlling older 

boyfriend who answers a majority of the medical questions and insists on staying with the 

victim.  The screening questions for domestic minor sex trafficking are also provided in Table 2 

(Hornor, 2015).   

The third article focused on educating pediatricians about the risk factors, potential 

indicators, and common medical health problems of child victims of commercial sex exploitation  

so they may recognize and treat this population appropriately.  Children who are runaways, 

throwaways (those who are forced to leave home), homeless, or from countries with political 

corruption are at higher risk of being trafficked, as are lesbian, gay, bisexual, transgender, or 

questioning youth.  Children with a history of sexual or physical abuse, substance abuse, 

behavioral, mental health issues, or learning disabilities are also at an increased risk of 

trafficking (Greenbaum & Crawford-Jakubiak, 2015).  Direct screening questions are provided in 

Table 2. 

The medical examination and diagnostic evaluation should include: 1) assessment and 

treatment of acute and chronic diseases; 2) assessment of dental care; 3) overall health 

assessment, nutritional status, and hydration; 4) assessment of mental health problems; 5) 

documentation of injuries, genital and extragenital; 6) testing for HIV, STIs, and pregnancy; 7) 
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urine and/or serum testing for drug and alcohol use if indicated; and 8) offering prophylaxis for 

STIs and contraceptives.  With the patient’s assent, an anogenital examination with 

magnification and video documentation are recommended as well as a sexual assault evidence 

kit (if last contact was less than 72 hours) (Greenbaum & Crawford-Jakubiak, 2015).   

Pediatricians are encouraged to take all appropriate and mandated actions to prevent 

further harm to the child, and they must comply with mandatory child abuse reporting laws.  

Pediatricians should contact national trafficking organizations (i.e., National Human Trafficking 

Resource Center Hotline, Polaris Project, Shared Hope International, National Center for 

Missing and Exploited Children) if they need assistance about how to proceed with a potential 

trafficking case (Greenbaum & Crawford-Jakubiak, 2015). 

The fourth and fifth articles focused on educating healthcare professionals on 

recognizing, approaching, and assessing suspected victims of human trafficking and how to help 

them.  Trafficked victims usually fear multiple abusers and authority figures and are more prone 

to substance abuse.  He/she may not know his or her geographical location and may appear 

anxious, withdrawn, or depressed.  In terms of approaching the suspected victim, it is crucial to 

separate the victim and companion.  This may be achieved by referring to hospital policy, which 

requires privacy when conducting a physical assessment; if necessary, hospital security should 

be called.  A staff member should always stay with the victim in case the companion forces the 

victim to leave (Green, 2016; Belles, 2012).   

A head-to-toe assessment should be conducted.  Common assessment findings include 

infectious diseases (i.e., lice or scabies infestations, tuberculosis), tattoos or brands of gang 

symbols or barcodes, scarring, burns, lacerations, a blackened eye, bald spots, positive STI 

history, botched medical procedures by nonprofessionals, poorly healed fractures, malnutrition, 
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dehydration, and vaginal or anal trauma.  Questions for screening potential trafficked victims are 

provided in Table 2.  Under the Trafficking Victims Protection Act, medical personnel are 

mandated to report suspected victims of human trafficking.  Law enforcement or hospital 

security should be contacted if there is an immediate threat.  If the victim is safe, providers 

should first contact the National Human Trafficking Hotline for further assistance at (888) 373-

7888 (Green, 2016; Belles, 2012). 

The sixth article was a randomized controlled trial that included 258 study participants 

from 14 hospitals with the highest number of emergency department discharges in the San 

Francisco Bay Area.  The aim of the study was to determine whether there was an increased 

recognition of human trafficking victims and increased knowledge of resources for HT victims 

by emergency department providers following an educational presentation.  The EDs were 

randomized to an intervention or delayed intervention comparison group (Grace et al., 2014).  A 

survey assessing “changes in the participants’ attitudes, knowledge, and recognition of human 

trafficking victims” (Grace et al., 2014, p. 858) was administered to participants before the 

intervention presentation and at the end of the presentation.   

The results revealed a greater increase in the level of HT knowledge by the intervention 

group compared to the delayed intervention group (1.42 vs. -0.15; adjusted difference of 1.57; 

95% Confidence Interval 1.02-2.12; P < 0.001).  Knowing whom to contact when the staff 

identified potential HT victims increased 76% (from 24% to 100%) in the intervention group 

versus an increase of 15% (from 20% to 35%) in the delayed intervention group.  Suspected HT 

victims increased in the intervention group from 17% to 38% and remained the same (10%) in 

the comparison group (P < 0.03).  Investigators concluded that a brief educational intervention 
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increased knowledge and self-reported recognition of HT victims among ED providers. (Grace et 

al., 2014).   

The seventh article was a systematic review of descriptive studies that included 20 

documents.  The aim of the study was to research and synthesize identification recommendations 

from various literature and reports produced by those who work with sex trafficking victims to 

increase awareness among human service providers.  Of the 20 documents reviewed, 12 

presented indicators of sex trafficking that were in alignment with the list put forth by the U.S. 

DHHS.  The DHHS list included: 1) signs that the accompanying individual controls the person; 

2) evidence of physical abuse such as bruises, injuries, or scars; 3) signs that the person lacks the 

freedom to exit a job or relocate; and 4) exhibition of fear or depression (Macy & Graham, 

2012).   

Victim interaction strategies included: 1) building a trusting relationship with the 

potential victim; 2) questioning the potential victim alone and in a safe environment; 3) 

explaining confidentiality policies and how the provider will use the information; 4) using 

indirect questioning; 5) providing culturally and linguistically competent services; and 6) 

focusing on the needs of the potential victim.  The response strategies collected from 14 

documents recommended that providers immediately call the National Human Trafficking 

Resource Center’s hotline to report the suspected trafficking case, while other documents 

recommended calling local law enforcement.  A review of the screening questions (refer to Table 

2) addressed information regarding the safety, employment, living conditions, and travels or 

immigration of the victim (Macy & Graham, 2012).   

Terry Corkins, the program coordinator of Hoʻōla Nā Pua, provided a tailored version of 

the Short Screen for Child Sex Trafficking by the Children’s Healthcare of Atlanta (2015) that 
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the center uses for identifying sex trafficking victims.  These screening questions are a part of the 

clinical practice guidelines for the assessment and treatment of potential victims of child sex 

trafficking and commercial sexual exploitation, and are supported by the American Academy of 

Pediatrics, Washington DC Chapter.  The screening questions are provided in Table 2. 
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Table 2 

Review of Screening Questions for Potential Sex Trafficking Victims  

Author Screening Questions for Suspected Sex Trafficking Victims 
 
 
 
 
 
 
 
 
 

Belles 

• Where are you from? 
• How did you get here? 
• Where do you eat/sleep? 
• What type of work do you do? 
• What is your schedule? 
• Are you paid for your work? How much? 
• Are you free to leave your job? 
• Have you been threatened with violence or harm if you try to leave? 
• Have your loved ones ever been threatened? 
• How much or what kind of food/water/medical care is available to you? 
• Who decides when you eat/sleep? 
• Where do you live? Who lives in your home? Are there locks on the doors or 

windows to prevent you from leaving? 
• Are you free to connect with your family? 
• Do you have to ask permission to go to the bathroom or talk with others? 
• Are you allowed to go out on your own? 
• When you are not working, are you free to come and go as you please? 

 
 
 
 
 
 
 

Green 

• Where do you sleep? Is this place clean?  
• Do you get enough food to eat?  
• Have you been physically harmed or threatened? Has your family been 

threatened?  
• Are you free to talk to anyone you wish, including people outside your home or 

job?  
• Can you come and go as you please?  
• Are you ever forced to perform sex acts or to work?  
• Where are you from? How did you arrive here? Do you know where you are 

  right now?  
• Do you keep all the money you earn?  
• Do you keep your own identification papers?  

 
 
 

Greenbaum 

• Has anyone ever asked you to have sex in exchange for something you wanted 
or needed such as money, food, shelter, or other items? 

• Has anyone ever asked you to have sex with another person? 
• Has anyone ever taken sexual pictures of you or posted such pictures on the 

Internet? 
 

 
 
 
 
 
 
 
 

Hoʻōla Nā Pua 

• Have you ever broken any bones, been knocked unconscious or had any injuries 
that required stitches?  (If yes, “Can you tell me about those times?”—determine 
if abuse, peer violence, dating violence, or CSEC) 

• Have you ever run away from home?  (If yes, “have you stayed out all night, or 
longer?”  “How many times have you run away?” “How long is the longest time 
you’ve been gone from home?”  When you were gone, how did you get money 
for food?  Where did you stay? etc.) 

• Do you use drugs or drink alcohol?  (and follow up with specifics--frequency of 
use, type of drug, reason for using drugs/alcohol--recreation, self-medication) 

• Have you ever had any problems with the police?  Do you feel comfortable 
telling me about them? 

• Have you been sexually active in the past, and by that I mean having oral, 
vaginal or anal sex?”  If child answers, Yes, then ask, “Have you had more than 
5 sexual partners?” 

• Have you ever had any sexually transmitted infections, like gonorrhea, or 
chlamydia or trichomonas?  (If yes, ask if received treatment) 
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Table 2 

Review of Screening Questions for Potential Sex Trafficking Victims (Continued) 

 

 

Author Screening Questions for Suspected Sex Trafficking Victims 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Macy and Graham 

Safety 
• What might happen if you went back home/to home country?  
• Has anyone threatened you with deportation?  
• Have you been deprived of food, water, sleep, or medical care? Made  you ask permission to 

have any of these things?  
• Do you have to ask permission to eat, sleep, or use the bathroom?  
• Were you (or anyone you work with) ever raped or assaulted for  working at a slow pace or 

for trying to leave?  
• Were you (or anyone you work with) ever beaten, hit, yelled at, or  made to f eel physical pain 

for working slowly or for trying to leave?  
• Have you been physically harmed in any way? 
• Were you (or was anyone you work with) ever told that they would  be physically harmed or 

raped for trying to leave or for working  slowly?  
• Have you been threatened if you try to leave? 
• Has anyone threatened your family? 
• Can you remember a time you wanted to leave, but you felt that you  could not? What might 

have happened if you left without permission?  
• Is anything going on in your life that makes you feel stressed and/or  uncomfortable?  
• Is anyone forcing you to do anything that you do not want to do? 

Employment 
• How did you first hear about your job?  
• Did someone make you sign a contract? What did that contract say?  
• Do you owe your employer money? How did this debt come about?  
• What do you think might happen if this debt is not paid?  
• Does anyone force you to have sexual intercourse for your work?  
• Are there people who guard your workplace/place you live or video  cameras that monitor 

your workplace/place you live to make sure no one working there leaves?  
• What kind of work did you expect to do once you arrived in this  country?  
• Did anyone tell you that you would have to pay money before  beginning work if you wanted 

employment?  
• Does your employer permit you to take breaks from working when you  want or need to?  
• Has anything been said or done to make you afraid to leave your job?  
• Do you feel like you were lied to about your job before you began  work?  
• Do you receive payment for your work? Is this pay the same as what  you were promised?  
• How did you come to know your boyfriend/boss?  
• Has your employer ever offered you drugs or medications?  
• Can you leave your job if you want? 

Living Environment 
• Do you sleep in a bed, on a cot, or on the floor?  
• Do you have to pay rent where you are living? How much do you have  to pay in rent (per 

month, week, or day)?  
• Are you permitted to purchase food and/or clothes by yourself?  
• Can you come and go as you please?  
• Are you allowed to contact your friends and/or family whenever you  would like?  
• In the place you live, are there windows with bars on them?  
• What are your working or living conditions like? 
• Where do you sleep and eat?  
• Are there locks on your doors/windows, so you cannot get out?  
• Travel and Immigration Issues 
• Do you have access to identification documents, passports, birth certificate, and other personal 

papers? If not, who has them?  
• Were you in control of arrangements for your travel to this country and your identification 

documents? If not, who was?  
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Table 2 

Review of Screening Questions for Potential Sex Trafficking Victims (Continued) 

Author Screening Questions for Suspected Sex Trafficking Victims 
 
 
 
 
 

Macy and Graham 

Child- and Youth-Specific: 
• For what reason did you come to this country?  
• Do you have identification papers? Who has your papers?  
• Do you attend school? Do you have a job? Can you leave your job if  you want to 

leave?  
• Where is your home? Do other people live with you? Who? Are you  too afraid to 

leave this place?  
• Have you ever been told something bad may happen and/or has your  family ever 

been told something bad may happen to stop you from  running away?  
• Has anyone ever touched you or hurt you in anyway?  
• Do you have any concerns about your health or any injuries that need  the attention 

of a nurse or doctor?  
•  

 
 

Vera Institute of Justice 
 
  

• Did anyone ever pressure you to touch another person or have any unwanted physical 
or sexual contact with another person?  

• Did you ever have sex for things of value (for example money, housing, food, gifts, 
or favors)?  

• Did anyone you worked for or lived with trick or force you into doing anything you 
did not want to do?  

 
 

Summary of Literature Review 

The synthesized articles demonstrated that educating community service and healthcare 

workers on the prevalence of sex trafficking – including potential indicators, common 

assessment findings, and the use of screening tools – can be effective in increasing the 

identification of sex trafficking victims.  The body of evidence also indicated that these victims 

require specialized, trauma-informed care.  
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Implementation of the Evidence-Based Practice Change 

The project team determined that the standardized screening tool consisted of six primary 

questions, to accommodate the limited time providers have with their patients.  These questions 

were selected based on the validity and reliability of the screening tools.  The Children’s 

Healthcare of Atlanta (2015), Hoʻōla Nā Pua (2015), and Vera Institute of Justice (2014) were 

the only organizations whose screening tools were proven to be effective in identifying sex 

trafficking victims.  Therefore, all questions selected for the HST screening tool were gathered 

from these sources.   

The six questions for screening for HST and subsequent questions to clarify the patient’s 

situation were:  

1) Have you ever run away from home? (If yes, how many times have you run away? 

How long is the longest time you’ve been gone from home? How did you get money for food 

and where did you sleep). 

2) Have you ever broken any bones, been knocked unconscious, or had any injuries that 

required stitches?  (If yes, can you tell me about those times? Follow-up questions need to be 

asked to determine if this was a result of abuse, peer violence, dating violence, or CSEC). 

3) Are you sexually active? This means have you ever had oral, vaginal or anal sex? (If 

yes, have you had more than five sexual partners?  Have you ever had sexually transmitted 

infections like gonorrhea, chlamydia, or trichomonas  - If yes, did you receive treatment?). 

 4) Did anyone ever pressure you to touch another person or have any unwanted physical 

or sexual contact with another person? (If yes, do you feel comfortable telling me about those 

times?). 
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5) Did you ever have sex for things of value (for example money, housing, food, gifts, or 

favors)?. 

6) Kids can occasionally have run-ins with police - maybe for running away, breaking 

curfew, or shoplifting.  There can be lots of different reasons.  Have you ever had any problems 

with the police? (If yes, do you feel comfortable telling me about them?) (Children’s Healthcare 

of Atlanta, 2015; Hoʻōla Nā Pua, 2015; Vera Institute of Justice, 2014). 

 

Summary 

The purpose of this project was to improve the identification and treatment of sex 

trafficking victims by establishing a standardized screening protocol.  The literature supported 

the need to educate healthcare providers and community service workers on the prevalence of 

sex trafficking, the risk factors and potential indicators of sex trafficking, common assessment 

findings, the use of a screening tool, and the process for reporting sex trafficking cases. 

However, due to limited time and resources, implementation of the protocol focused on 

educating healthcare providers at KMCWC’s ED.  The long-term goal was to equip emergency 

departments and community health clinics throughout Hawai‘i with the appropriate tools to 

improve the identification and treatment of sex trafficking victims. An additional benefit that will 

come with the increased awareness will be the establishment of more anti-sex trafficking laws in 

the State of Hawai‘i, which will be discussed in the next chapter. 
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Chapter 3.  Methods 

Introduction 

Chapter 3 details the methodology that was used to implement and evaluate the project, 

presents the project’s design and practice change description, and outlines the data collection 

procedures.  A program evaluation plan was formulated to ensure a systematic collection of 

information regarding activities and outcome measures in order to improve the efficacy and 

future development of the program (Centers for Disease Control and Prevention [CDC], 2012).  

Human subject considerations of the project are also presented.  The framework for the project 

was based on the Iowa Model of Evidence-Based Practice to Improve Quality Care (Titler et al., 

2001).    

PICO and Purpose Statement 

The purpose of this project was to provide a standardized sex trafficking education and 

assessment protocol for medical professionals in the ED at the KMCWC in order to increase the 

identification of youth who are sex trafficking victims.  

According to the Iowa Model, the PICO method was critical for developing a quality 

improvement plan for the project (Titler et al., 2001).  The PICO elements included: 1) problem / 

population; 2) intervention / indicator; 3) comparison; and 4) outcome (Center for Evidence-

Based Medicine, 2016).  The specific elements as they pertained to the project were: 

PROBLEM: Healthcare providers, specifically ED personnel, need to be educated on the 

identification of sex trafficking victims; because this population lacks healthcare access, and they 

are more likely to end up in an ED than a general practitioner’s or primary care office. 

INTERVENTION: This involved educating ED providers and personnel about common 

risk factors and assessment findings that are potential indicators of HST.  It also identified who 
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to contact and where to refer sex trafficking victims, as well as established a standardized sex 

trafficking screening protocol as an integral part of patient assessments.   

COMPARISON: Currently, local organizations provide educational sessions on sex 

trafficking identification to those who request their assistance; however, this does not ensure that 

all EDs are properly educated in this regard.   

OUTCOME: This project piloted a training approach (which included face-to-face 

training sessions, and a PowerPoint educational module) to identify potential juvenile HST 

victims who accessed KMCWC’s ED care.   

Goals and Objectives 

The goal of the project was to provide ED clinicians at KMCWC with an educational 

session and screening tool in order to increase the identification of sex trafficking victims.  The 

project objectives were that ED providers would: 1) improve their knowledge and self-reported 

recognition of sex trafficking victims; 2) use the screening tool to assess potential victims; and 3) 

report and contact the proper resources when a HST victim is identified. 

Design 

The project used an evidence-based practice (EBP) design, which is a systematic 

problem-solving approach that is driven by relevant and critically appraised evidence.  This 

approach was used to answer clinical and educational questions.  The purpose of an EBP 

approach is to provide a basis for high-quality patient care services, which involves the 

incorporation of the best scientific evidence to date.  Based on this, a decision can be made as to 

whether a practice change is warranted (Shirey et al., 2011).  The process also takes into 

consideration clinical expertise and patient preferences in the evaluation of the effectiveness of a 

practice change implementation (Conner, 2014). 
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Practice Change Description 

 The relevance of this project was supported by the current scientific literature reviews, 

which highlighted the importance of educating healthcare providers about the recognition of 

HST victims, as well as how to conduct appropriate interventions and referrals (Green, 2016; 

Greenbaum & Crawford-Jakubiak, 2015; Hornor, 2015; Grace et al., 2014; Vera Institute of 

Justice, 2014; Belles, 2012; Macy & Graham, 2012).  The medical director of the KMCWC 

Child Abuse Treatment Center (CATC) facilitated the implementation of the educational 

sessions, which were held in a conference room at KMCWC during the months of August 

through December 2017.  

The educational presentations were held on August 9, December 18, and December 19, 

2017 in order to accommodate all ED providers.  Subsequently, presentation participants were 

asked to use a set of six HST screening questions during their encounters with ED patients.  

Phase one had two surveys: the first survey was administered to participants before the 

educational session (pre-session); the second survey was conducted four months after the last 

educational session (post-session).  The phase one surveys assessed the participant’s knowledge 

about and recognition of sex trafficking victims.  Phase two consisted of an informal survey 

conducted on May 16, 2018 during the monthly ED “Standards of Excellence” meeting.  The 

phase two survey assessed the effectiveness of the educational session and the screening tool that 

was implemented, as well as ED staff satisfaction with the HST education and screening tool 

provided.  Project improvements were also discussed. 

Relative Advantage 

Relative advantage is defined as the expected benefits in relation to the cost of 

implementing the innovation and is directly related to the rate of adoption of the innovation.  The 
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three main sub-dimensions of relative advantage for the DNP project were: 1) social prestige; 2) 

low initial cost; and 3) immediacy of reward (Rogers, 2003). 

PRESTIGE: With the passing of Senate Bill 265 on July 6, 2016, Hawai‘i became the 

last state to make sex trafficking a violent crime and class A felony (Star Advertiser, 2017).  This 

project aimed to implement an educational session and standardized sex trafficking protocol that 

would build on the legislation, taking the necessary next step beyond simply criminalizing an act, 

specifically to explore a viable option to combat that act.  In this regard, Hawai‘i can be a 

pioneering model for other states that are trying to be proactive about sex trafficking reform 

(Lederer & Wetzel, 2014). 

 COST: The educational interventions were in collaboration with the Child Abuse 

Treatment Center (CATC), a program at KMCWC.  Because of this, overhead costs were low.  

Also, the DNP project team members volunteered their time and services to present the 

educational session, so there were no labor costs.  There were also no costs for materials. 

REWARD: Participants of the intervention played a key role in the identification and 

assistance of sex trafficking victims, who then had access to various resources that provided 

them with specialized, trauma-informed care (Hoʻōla Nā Pua, 2016).  As a result, it is anticipated 

that survivors would eventually be able to recover from their HST experiences and return to their 

families and communities at a faster rate. 

Compatibility 

Makse and Volden (2011) stated that higher levels of compatibility would encourage the 

diffusion of policies within an organization.  This aspect was vital to the success of the project, 

because it was closely affiliated with an existing program at KMCWC.    

Fortunately, the implementation of an educational session and a standardized sex 
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trafficking screening protocol for healthcare providers was a priority for the CATC of the 

KMCWC.  The project’s educational sessions and screening tool aligned with the CATC’s 

values, specifically to increase awareness of sex trafficking and help reduce repeated sexual 

assault.  The project’s interventions served as an adjunct to the CATC’s current programs (R. 

Pantell, personal communication, June 15, 2018). 

The adoption and diffusion of these interventions within the community occurred rapidly 

because the DNP project team had already gained the support of a local organization that had 

agreed to serve as a resource to assist with rehabilitating identified survivors.  In 2014, President 

Obama released the Federal Strategic Action Plan on Services for Victims of Human Trafficking 

in the United States 2013-2017.  While the plan focused primarily on victim services, trafficking 

outreach, awareness, and training were heavily emphasized (Departments of Justice [DOJ], 

Health and Human Services [DHHS], Department of Homeland Security [DHS], and the 

President’s Interagency Task Force to Monitor and Combat Trafficking in Persons, 2014).  This 

provided support for the educational intervention on a national level.  

Complexity 

 Complexity is “the degree to which an innovation is perceived as relatively difficult to 

understand and use” (Rogers, 2003, p. 257).  The complexity of an innovation is inversely 

related to its rate of adoption (Rogers, 2003).   

 From the participants’ perspective, the educational session and screening tool were fairly 

simple to understand.  Medical providers were previously trained to assess for risk factors and 

indicators of abuse or neglect per the Joint Commission Standard PC.3.10, and are familiar with 

using screening tools (HealthStream, 2007).  The incorporation of a sex trafficking screening 

protocol was seamless.   
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Trialability 

 Trialability is “the degree to which an innovation may be experimented with on a limited 

basis” (Rogers, 2003, p. 258).  The trialability of an innovation is directly proportional to its rate 

of adoption (Rogers, 2003).    

The project’s high trialability was attributed to its low cost. Under normal circumstances, 

the cost of an educational session may increase depending on the organization providing the 

services.  Although supplies are affordable, hiring a speaker can be costly.  In this situation, 

however, the speaker was a member from the project team and incurred no cost.  The overhead 

for the project was also reduced by the use of KMCWC’s facilities.  Although the rate of 

adoption within KMCWC was fast, internal factors may slow the rate of adoption for other 

hospitals and organizations.  

Observability 

 Observability is “the degree to which the results of an innovation are visible to others” 

(Rogers, 2003, p. 259).  The observability of an innovation is directly proportional to its rate of 

adoption (Rogers, 2003).   

 The project team utilized data collection tools to make the educational intervention 

quantifiable (Rogers, 2003).  Participants completed pre- and post-education session surveys to 

evaluate their knowledge and recognition of sex trafficking victims, the efficacy of the screening 

tool, and to determine the need for any modifications of the project.   

 Of the five attributes of innovations, the relative advantage, compatibility, and 

complexity were the least challenging factors of the project.  Trialability and observability were 

the most challenging to overcome because they were the most difficult to duplicate and quantify. 
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Gaining approval for the implementation of this project at KMCWC was somewhat seamless, but 

may not be so at another facility that is not already committed to combatting sex trafficking.  The 

observability of the project may not be easily quantifiable, due to the inaccurate measure of 

exactly how many victims of HST exist.  The observable factors of the project may rely more on 

the increase in ED providers’ knowledge of the situation, rather than a measurable figure of how 

many more trafficking victims are helped, compared to years past.  Data collection tools were 

used to make the results quantifiable and visible.   

Plan for Sustainment 

 According to Hunter, Han, Slaughter, Godley, and Garner (2015), important factors to 

long-term program sustainment are: 1) the organization’s focus; 2) funding stability and political 

support for the intervention; 3) quality implementation during the initial funding period; and 4) 

positive staff perceptions of the intervention.   

 FOCUS: Researchers discovered that “organizational support and program ‘fit’ were 

related to one- to three-year program sustainment” (Hunter, Han, Slaughter, Godley, & Garner, 

2015, p. 7).  The educational sessions and implementation of the screening tool increased the 

identification of sex trafficking victims and prevented further sexual abuse.  Therefore, these 

interventions were aligned with the CATC’s mission statement.  

FUNDING: Funding stability was found to be the primary indicator of program 

longevity (Hunter et al., 2015).  Attorney General Loretta E. Lynch allocated over $44 million in 

grants to support human trafficking survivors, with more than $8.1 million total allotted to 12 

grantees “to provide comprehensive services to any human trafficking victim identified within 

the target geographic region” (U.S. DOJ, 2015, para. 3).  Although President Donald Trump has 

recently replaced Attorney General Lynch, he has vowed to combat the epidemic of HT and has 
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ordered the departments of Justice and Homeland Security to assess the resources devoted to this 

issue (Associated Press, 2017).  This bodes well for organizations such as the CATC, who will 

continue to provide training to healthcare personnel on sex trafficking and who may be in prime 

position to receive future funding to support their initiatives (Hunter et al., 2015).   

IMPLEMENTATION: The level of implementation was determined by the number of 

certified clinicians employed and the number of participants served during the grant period 

(Hunter et al., 2015).   The project was the first of its kind in the state of Hawai‘i; therefore, there 

was no way to measure the level of implementation against prior data.  Clinicians were instructed 

to use the screening tool for patients who are suspected sex trafficking victims, and not as a part 

of routine screening, to prevent providers from being overtaxed.  Maintaining a manageable 

workload for the ED providers will assist with the screening protocol’s longevity. 

PERCEPTION: Staff perceptions of the interventions in terms of complexity and 

difficulty of implementation were also factors associated with program sustainment.  For the 

educational sessions and use of the screening tool, the complexity of the interventions was 

relatively low since the participants did not need to acquire new skills, but to expand upon 

existing ones (Hunter et al., 2015).   

Definitions 

 For the purpose of this project, sex trafficking was defined as any form of commercial 

sexual exploitation.  The commercial sexual exploitation of children (CSEC) involves “crimes of 

a sexual nature committed against juvenile victims for financial or other economic reasons.  

These crimes included trafficking for sexual purposes, prostitution, sex tourism, mail-order-bride 

trade and early marriage, pornography, stripping, and performing in sexual venues such as peep 

shows or clubs” (Institute of Medicine and National Research Council, 2013, p. 401).  In this 
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situation, commercial sexual exploitation included child pornography, child sex tourism, 

prostitution, and survival sex (engaging in sexual acts in exchange for shelter, food, money, or 

other basic necessities) (Children’s Healthcare of Atlanta, 2015).   

 Emergency department provider educational session/ presentation was defined as a 

comprehensive training on sex trafficking targeting physicians, physician assistants (PA), nurse 

practitioners (NP), and nurses.   

Screening tool was defined as the six questions obtained from the literature review, which 

are:  

1) Have you ever run away from home? (If yes, how many times have you run away? 

How long is the longest time you’ve been gone from home? How did you get money for food 

and where did you sleep? 

2) Have you ever broken any bones, been knocked unconscious, or had any injuries that 

required stitches?  (If yes, can you tell me about those times? — determine if abuse, peer 

violence, dating violence, or CSEC). 

 3) Are you sexually active? This means have you ever had oral, vaginal or anal sex? (If 

yes, have you had more than 5 sexual partners?  Have you ever had sexually transmitted 

infections like gonorrhea, chlamydia, or trichomonas? (If yes, did you receive treatment?) 

 4) Did anyone ever pressure you to touch another person or have any unwanted physical 

or sexual contact with another person? (If yes, do you feel comfortable telling me about those 

times?) 

 5) Did you ever have sex for things of value (for example money, housing, food, gifts, or 

favors)? 
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6) Kids can occasionally have run-ins with police - maybe for running away, breaking 

curfew, or shoplifting.  There can be lots of different reasons.  Have you ever had any problems 

with the police? (If yes, do you feel comfortable telling me about them?) (Children’s Healthcare 

of Atlanta, 2015; Hoʻōla Nā Pua, 2015; Vera Institute of Justice, 2014).  

The aim of the project was to provide educational training and a standardized sex 

trafficking assessment protocol for medical professionals in the ED in order to increase the 

identification of sex trafficking victims.   

 

Sampling Plan 

Setting  

The educational sessions and implementation of the sex trafficking screening protocol 

took place at the emergency department of KMCWC.  The treatment facility has 17 rooms, 

including two trauma rooms. The department is open 24 hours a day, seven days per week 

(KMCWC ED personnel, personal communication, March 16, 2017).  The KMCWC is a 

nationally recognized, non-profit hospital that is known for providing exceptional care to 

Hawai‘i’s women and children.  It is also the only ED on the island with specialists trained in 

pediatric emergency medicine (KMCWC, 2016).  It is anticipated that ED clinicians that 

frequently provide women’s health and reproductive health services would be more likely to 

encounter sex trafficking victims. 

Sample 

 The target population and convenience sample for the project was medical professionals 

in the ED who were eligible and willing to participate in the intervention.  
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Sample Size 

 The KMCWC ED physicians, nurses, and non-clinicians were invited to participate in the 

educational training and implementation of the screening tool for this project (KMCWC ED 

personnel, personal communication, March 16, 2017).  A survey designed by the project team 

was utilized for the pre- and post-intervention assessments of participants.  Pre-intervention data 

were collected immediately before the start of the educational sessions to establish a baseline.  

The post-intervention assessment was done four months following the session.   

 

Selection Criteria 

Characteristics of Participants 

 The inclusion criteria of the participants for this project’s face-to-face educational session 

were as follows: 1) employed by KMCWC as emergency medicine providers, nurses, or non-

clinicians; and 2) willing to make a four-month commitment to the implementation of the 

screening and reporting procedures.  Participants completed one of the three training sessions 

that were held from August to December 2017.  In addition, all KMCWC ED providers and 

nurses were asked to review and respond to a PowerPoint presentation that provided information 

about the identification and referral of suspected HST victims.   

Users of the Innovation 

Roger’s (2003) five adopter categories included: 1) innovators; 2) early adopters; 3) early 

majority; 4) late majority; and 5) laggards.   

Innovators are usually individuals outside of the system who introduce new ideas to the 

organization. For this project, the DNP student served as the innovator.  Early adopters are 

integrated in the local social system and respected by their peers.  They have the highest degree 
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of opinion leadership and decrease uncertainty by adopting, evaluating, and dispersing the 

information about the innovation to their peers using interpersonal networks.  The medical 

director of Kapi'olani Child Protection Center was the early adopter (Rogers, 2003).   

The early majority “adopts new ideas just before the average member of a system”  

(Rogers, 2003, p. 283).  They frequently connect with peers and occasionally hold opinion 

leadership positions within the system.  The ED providers and nurses were the early majority 

because they made up more than one-third of the membership within the system and were 

willing to follow the early adopters in incorporating the innovation (Rogers, 2003).   

The late majority “adopts new ideas just after the average member of a system” (Rogers, 

2003, p. 284).  Innovations are approached with caution and skepticism and adoption may result 

from increasing peer pressure.  The sex trafficking victims were the late majority because they 

were cautious and apprehensive to answer the screening questions due to fear and mistrust 

(Rogers, 2003).   

Laggards are the last group to adopt the innovation.  They are suspicious of new ideas 

and make decisions based on past experiences and uphold their traditional values. There were no 

laggards for this project. (Rogers, 2003). 

Two strategies that were used to engage the early majority were: 1) providing educational 

sessions for the early majority; 2) dissemination of the HST PowerPoint presentation to all 

KMCWC ED providers and nurses following the training; and 3) creating a “SmartPhrase” in the 

Epic (electronic health record [EHR]) software (Sharma, 2008).  

Training sessions were used to engage the early majority.  The ED providers, nurses, and 

non-clinicians received educational training sessions on sex trafficking.  To reinforce the 

information discussed, the PowerPoint presentation used for the sessions was electronically 
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mailed to the ED providers and nurses at KMCWC.  Their engagement in trauma-informed 

training emphasized the importance of their roles in the innovation’s success and increased its 

rate of adoption (Sharma, 2008).  

For convenience, a “SmartPhrase” was initially created in Epic, the KMCWC’s electronic 

health record system, for the project’s sex trafficking screening tool.  In the drop down menu, 

providers selected “.CSECSCREEN” and the following two questions were generated: 1) Did 

you ever have sex for things of value (for example money, housing, food, gifts, or favors)?; and 

2) Did anyone ever pressure you to touch another person or have any unwanted physical or 

sexual contact with another person? If they answered “yes” to any of these questions, providers 

were advised to call the Child Welfare Services Sex Trafficking Hotline at (808) 832-1999.  

Currently, a “System Phrase” is being developed that will include risk factors and additional 

questions (see Appendix C, Figure C1).   

Rogers (2003) stated that interpersonal channels are the most effective when dealing with 

resistant or apathetic individuals.  Therefore, peer communication is essential to engage the 

laggard group.  Although a laggard group was not identified with this project, there have been 

protocols established to deal with potential members of this group in other trial runs.  

Interpersonal channels involve a face-to-face meeting with two or more individuals that allow a 

“two-way exchange of information” (Rogers, 2003, p. 205) and persuade an individual to form 

or change an attitude.  In order to achieve this, the following strategies will be implemented 

should a laggard group occur: 1) progress/ performance communications; and 2) involving the 

laggards in the innovation process (Essen & Ostlund, 2011; Sharma, 2008; Rogers, 2003). 

The implementation of performance communications will engage laggards by keeping 

them up-to-date on the progress of the interventions (Sharma, 2008).  The collected data may be 
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used to provide progress reports using metrics that are simple to measure, so laggards can 

monitor and quantify the success of the interventions (Sharma, 2008).   

The last plan of engagement includes the involvement of the laggards throughout the 

innovation process and developing a plan that will reduce their concerns.  According to Essen 

and Ostlund (2011), it is wise to involve laggards in the design process because including 

laggards can contribute to generating better ideas by identifying unsatisfied needs and market 

solutions.  It is also more beneficial to “engage ‘ordinary’ consumers who lack an interest in the 

‘new’ innovation” because it provides insight into whether the innovation will work (Essen & 

Ostlund, 2011, para. 4).  Allowing the laggards to be a part of the decision-making process 

increases the probability that these users will eventually adopt the innovation (Essen & Ostlund, 

2011).  

Marketing /Recruitment Plan  

Systematic communications strategies were used to promote and sustain the educational 

session and standardized sex trafficking screening tool.  Systematic strategies for this project 

included interpersonal channels, training sessions, and written materials.   

The project team scheduled three educational presentations for the KMCWC ED team 

meetings throughout the months of August and December 2017 at KMCWC.  All attendees were 

asked to complete an anonymous survey before the start of the training session. At the end of the 

presentation, providers and nurses were invited to participate in the project’s protocol that was 

intended to identify and refer HST youth presenting at the KMCWC ED.  The medical director 

of the CATC supervised all face-to-face sessions.  In addition, two months after the face-to-face 

educational sessions, all ED providers and nurses received a copy of a PowerPoint presentation 

via electronic mail with information covered in the face-to-face educational sessions.  This was 
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done based on the recommendation of the project team in order to disseminate HST information 

to the ED staff.    

 

Data Collection Procedures 

Two phases for the completion of project surveys by the participants were employed.  

Survey questions for both phases were compiled from the literature by the DNP student and the 

project team in order to assess the ED staff’s HST knowledge, identification, and referral of 

suspected HST victims.   

Phase One  

Two surveys (pre- and post-session surveys) were used for phase one and consisted of 

questions relating to occupation, years in practice at the ED, previous HST training, confidence 

in HST knowledge, identification and referral of patients suspected of being HST victims, and 

the number of victims identified using the screening tool (Beck et al., 2015; Grace et al., 2014).  

The pre- and post-session surveys are provided in Appendix B, Figure B1.  Participants took the 

pre-session survey immediately before the start of the educational presentation.   

In January, a PowerPoint presentation link was electronically mailed to all 85 ED 

providers and nurses, which contained the screening questions.  The content expert and project 

team requested that the link be sent to all ED clinicians in order to obtain a more complete 

picture of the ED staffs’ sex trafficking knowledge regardless if they participated in the 

educational session.  In April, post-session surveys were electronically mailed using 

SurveyMonkey software to all ED providers and nurses after four months of implementation of 

HST screening.  Participants were asked to respond within one week (Miller, 2014).   
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Phase Two 

Phase two consisted of one informal survey that was conducted on May 16, 2018 at the 

monthly “Standards of Excellence” meeting.  This survey evaluated the efficacy of the 

educational session and proposed screening questions, as well as participant satisfaction and 

suggestions for project improvement (see Appendix B, Figure B2).  No validated measuring 

instruments were used.  

Required Resources 
 
 The project required human and budgetary resources.  Human resources included 

participants, the medical director, project team members, hospital security, Child Welfare 

Services, and hospital social workers.  Budgetary resources consisted of supplies for the 

educational training sessions and evaluations, such as the Statistical Program for the Social 

Sciences (SPSS ) version 25.0 software, SurveyMonkey software, questionnaires, and other 

presentation materials.  

Process and Outcome Variables  
 
 Process and outcome variables were used to determine whether the educational sessions 

and screening tool were effective.  The process measures for the project included: 1) knowledge 

pre-implementation; 2) knowledge post-implementation; and 3) barriers to implementation.  The 

outcome measures consisted of: 1) participant satisfaction; 2) number of referrals; and 3) number 

of HST victims identified post-training session (shown in Table 3).  Based on these activities, the 

following outcomes were expected: 1) increased knowledge about HST; 2) increased confidence 

about HST identification and reporting; and 3) increased identification and reporting of HST 

victims. 
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Measuring Instruments 

The surveys were used to measure the participants’ general knowledge about sex 

trafficking, the effects of training on sex trafficking knowledge and awareness, and responses to 

victims’ identification (Beck et al., 2015).  Four of the questions were developed by a researcher 

experienced with survey design and was revised for clarity following a pilot test (Grace et al., 

2014).  One question was reviewed by several physician experts in sex trafficking and an expert 

survey developer, and the question was determined valid (Beck et al., 2015).  The initial 

assessment was given immediately before the educational session to establish a baseline.  A post-

session survey was electronically emailed via Survey Monkey to participants at the end of four 

months.  Trend analysis was used to compare the pre- and post-session results.  Table 3 

summarizes the details of the process and outcome measures of the project as well as the 

measuring instruments used.   
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Table 3.   
 
Process and Outcome Measures for Sex Trafficking Screening Protocol 

 

 

Who What Data Collection 
Point (When) 

Instruments 
(How) 

 
References 

 
Psychometrics 

Process Measures 

Investigator 

 
Knowledge pre-
implementation 

 

Immediately before 
educational session 

Investigator-
designed tool 

 
 

(Beck et al., 2015; 
Grace et al., 2014) 

 
Five questions of the 

survey were 
determined to be 
valid and reliable 

 

Investigator 

 
Knowledge post-
implementation 

 

At four months 
post-

implementation 

Investigator-
designed tool 

 
 
- 
 

 
 
- 

Investigator 

 
Barriers to 

implementation 
 

At four months 
post-

implementation 

Meeting with 
participants 

 
(Khammarnia et al., 

2015) 

 
- 

Medical 
Director/Investigator 

 
Compliance with 

screening protocol 
 
 

Every month Patient Notes 

 
 
- 

 
 
- 
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Table 3. 

Process and Outcome Measures for Sex Trafficking Screening Protocol (Continued) 

Who What Data Collection 
Point (When) 

Instruments 
(How) 

 
References 

 
Psychometrics 

Outcome Measures 

Investigator 

Participant 
satisfaction and 
usefulness of the 

screening tool 

At four months Investigator-
designed tool 

 

- 

 
 

 
 
- 

Investigator 
Reporting of HST 
cases and victim 

referrals 
At four months Investigator-

designed tool 

 
- 

 
- 

Investigator 

 
 

Number of sex 
trafficking victims 

identified post-
session 

 
 

At four months Investigator-
designed tool 

 
 
 
- 

 
 
 
- 
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Project Timeline 

The project timeline is outlined in Table 4 and includes activities starting from the time 

of the Proposal Defense to the submission of dissemination products.  
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Table 4.  
 
Project Timeline 
 

               TASK 

               2017 2018 

M J 

 

J A S O N D  J F M A M J J A S O N D 

Successful Proposal Defense                           

  

     

Brief Key Leaders & Staff                           
  

     

Educational Training Sessions                           
  

     

 Collect Data                            
  

     

Analyze Data                           
  

     

Interpret Data                            
 

     

Oral Presentation of Project                           X  
     

Graduation   
 

    
 

        X   
    

Dissemination of DNP Project 
Results   
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Program Evaluation Plan 

This project used a one-group pretest-posttest implementation design to evaluate the 

project’s short-term outcomes (NAEP-Howard Statistics and Evaluation Institute, n.d.).  These 

outcomes included: 1) by the end of one month, providers are sufficiently trained about the 

identification of sex trafficking victims; 2) within two months, providers are actively engaged 

with the project’s procedures and are implementing the sex trafficking screening tool; 3) within 

three months, providers will have increased the number of sex trafficking victims screened and 

identified; and 4) within four months, providers will have referred victims to the appropriate 

services.   

For the process measures, descriptive and content analyses were conducted to evaluate 

the providers’ sex trafficking knowledge, confidence in identification and reporting of HST 

victims, and barriers encountered.  Surveys were used to collect data before and four months 

after the last educational session occurred.  

For the outcome measures, descriptive analysis was used to evaluate the effectiveness of 

the educational sessions and screening tool.  Given the small sample size, the SPSS version 25.0 

was used by the DNP student to conduct an initial and final trend analysis with the results from 

the pre- and post-session questionnaires.   

The program evaluation and data management plan is outlined in Table 5.   
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Table 5. 

Evaluation and Data Management Plan 

Evaluation 
Question 

Evaluation 
Method 

Type of Data 
Collected Variable(s) Level of 

Measurement Analysis Person(s) 
Responsible 

Timeline 
(When) 

Process Measures 
How many 
people received 
previous sex 
trafficking 
training? How 
confident are 
they in HST 
knowledge? 

Phase One 
Pre-session 
and Post-
session 
Survey 

 Knowledge 
pre-
implementation 

 Participants’ 
knowledge 
before training 
session 

 Interval Descriptive 
Analysis 

DNP student Immediately 
before 
educational 
session 

How confident 
are they in 
identifying and 
reporting HST 
victims after 
training?  

Phase One 
Post-session 
Survey 

Knowledge 
post-
implementation 

Participants’ 
knowledge after 
training session 

Interval Descriptive 
Analysis 

DNP student Four months 
after December 
session  

What were the 
barriers to 
implementation?  
Were they 
organizational or 
individual 
aspects? 

Project 
Meeting 

Barriers to 
implementation 

Barriers 
encountered 

Interval Descriptive 
Analysis 

DNP student Four months 
after December 
session 
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Table 5. 

Evaluation and Data Management Plan (continued) 

Evaluation 
Question 

Evaluation 
Method 

Type of Data 
Collected Variable(s) Level of 

Measurement Analysis Person(s) 
Responsible 

Timeline 
(When) 

Outcome Measures 
Did providers 
identify any 
HST victims 
since training?  
If so, how 
many? 

Phase One 
Post-

Session 
Survey 

Number of sex 
trafficking 
victims 
identified post-
session 

Identified sex 
trafficking victims 

Interval Descriptive 
Analysis 

DNP student Four 
months 
after 
December 
session 

Who did the 
providers 
contact when an 
HST victim was 
identified? 

Phase One 
Post-

Session 
Survey 

Reported HST 
cases/Victim 
referrals 

Point of contact Interval Descriptive 
Analysis 

DNP student Four 
months 
after 
December 
session 

Did providers 
find the training 
sessions and 
screening tool 
helpful?  
Suggestions for 
improvement? 

Phase Two: 
Standards 

of 
Excellence 

Meeting 

 Participant 
satisfaction  

Independent 
variable: Providers 
Dependent 
variable: Likert 
Scale 

Interval Descriptive 
Analysis 

Medical 
Director 

Five 
months 
after 
December 
session 
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Human Subject Considerations 

 This project was designed to uphold the rights of human subjects involved in the project.  

As a quality improvement initiative: 1) reporting procedures were in compliance with Chapter 

350, Hawai‘i Revised Statutes for child abuse reporting requirements (Department of Human 

Services, 2015); 2) there was no additional risks beyond the standard practice; 3) standard, 

evidence-based, non-pharmacologic interventions were implemented; and 4) person-identifiable 

information was not collected. 

 To ensure adequate protection for the human subjects, a committee of faculty and clinical 

experts reviewed this proposal.  In addition, the DNP student completed the Collaborative 

Institutional Training Initiative (CITI) course in Human Subjects Protection required by the 

University of Hawai‘i. 

Four of the medical ethical tenets employed were: 1) autonomy; 2) non-maleficence; 3) 

beneficence; and 4) justice.   

AUTONOMY: Respect for autonomy implies that the participant has “the capacity to act 

intentionally, with understanding, and without controlling influences that would mitigate against 

a free and voluntary act” (McCormick, 2013, para. 6).  Participants gave verbal consent before 

the screening tool was implemented.  All procedures were compliant with the UH Institutional 

Review Board’s guidelines.  

NON-MALEFICENCE is the principle of not intentionally creating harm or injury to 

the participants, “either through acts of commission or omission” (McCormick, 2013, para. 9).  

Participants underwent training sessions to promote compliance with project goals and 

guidelines.  The project was structured to provide participants and their patients with a safe and 

private environment.  Participants were trained to take precautions before questioning a potential 
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victim and instructed never to confront a suspected trafficker.  Providers were instructed to call 

Child Welfare Services and the Police Department immediately following identification 

(Department of Human Services, 2015).  Hospital security was also contacted to protect the staff 

and victim until Child Welfare Services or law enforcement arrived.  With these safeguards, 

there was no additional harm beyond standard practice by participating in the project. 

BENEFICENCE is defined as acting in accordance with the participants’ and/or 

organization’s welfare (McCormick, 2013).  The CATC of the KMCWC objectives were to: 1) 

support the emotional healing process of sexual assault victims; and 2) reduce the incidence of 

all forms of sexual assault (The SATC, 2017).  The project assisted the CATC in achieving these 

objectives by educating ED providers about sex trafficking and implementing a standardized 

screening protocol for potential victims.  Sex trafficking survivors benefitted from these 

interventions by exiting the sex industry and receiving trauma-informed care.  

The project presented minimal risk according to the Common Rule definition because 

“the probability and magnitude of harm or discomfort anticipated in the [project were] not 

greater in and of themselves than those ordinarily encountered in daily life or during the 

performance of routine physical examinations or tests" (National Bioethics Advisory 

Commission, 1998, para. 3).  

JUSTICE pertains to the “fair and equal treatment” (McCormick, 2013, para. 17) of all 

participants.  Those who met the eligibility criteria were invited to participate.  Participants were 

not excluded due to their ethnicity, gender, or age. 
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Summary 

The purpose of this project was to increase the identification of commercial sexual 

exploitation and domestic sex trafficking victims through the development and implementation 

of educational training sessions and a screening tool for KMCWC ED personnel. 

Chapter 3 detailed the methodology that was used to implement and evaluate the 

educational session and screening tool. The chapter provided a description of the project design 

and practice change, as well as the operational definitions.  The practice change section included 

the relative advantage, compatibility, complexity, trialability, and observability of the project 

along with a plan for its sustainment.  The sampling plan section included the setting, sample 

size, inclusion and exclusion criteria, and the marketing/recruitment strategies.  The data 

collection procedures were also discussed in terms of the required resources, process and 

outcome variables, measurement tools, and were logged in a timeline.  The program evaluation 

included a description of the data analysis and management plan.  Human subject considerations 

were also discussed. 
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Chapter 4.  Results 

The purpose of this DNP project was to increase the identification of potential HST 

victims by implementing a pilot educational session and screening tool for use by ED staff at 

KMCWC.  The KMCWC is the only children’s hospital in Hawai'i; the ED has 44,000 annual 

visits with approximately 25 physicians and 60 nurses working full- and part-time.  A HST 

educational session was given on three separate dates - August 9, December 18, and December 

19, 2017 at KMCWC.  In January, the PowerPoint presentation developed for the face-to-face 

educational session was electronically mailed to all 85 ED physicians and nurses.  The session 

focused on national and Hawai‘i data on the incidence of sex trafficking, sex trafficking risk 

factors, potential indicators, common assessment findings, approaching the victim, use of a HST 

screening tool, reporting procedures, and referrals/resources.   

The process measures used to evaluate this project were as follows: 1) number of ED 

staff who had received previous HST training; 2) ED staff confidence level in HST knowledge, 

identification, and reporting of HST victims after training; and 3) barriers to implementation.  

The outcome measures were: 1) number of HST victims identified post-session; 2) point of 

contact for reporting HST cases; and 3) ED staff satisfaction with the HST education and 

screening questions provided. 

The following outcomes were expected: 1) increased knowledge about HST; 2) increased 

confidence in HST identification and reporting; 3) increased identification and reporting of HST 

victims; and 4) ongoing efforts at quality improvement based on the findings. 

Data were collected from pre- and post-session questionnaires anonymously.  A total of 

48 participants were surveyed for this project: 38 participants for the pre-session survey and an 

additional 10 for the post-session survey.  Thirty-eight ED providers, nurses, and non-clinicians 
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attended one of the three educational sessions and completed the pre-session questionnaire  

(100% response rate).  Of the participants who completed the pre-session survey, 36.8% 

identified as a pediatric nurse, 21.1% as a pediatric physician, 15.8% as a pediatric and adult 

nurse, 13.2% as an adult physician, and 13.2% as a non-clinician (Table 6).  The median 

category for the number of years worked in the ED was six to 10 years (Table 7). 

In April, following the implementation of the intervention, a post-session questionnaire 

was distributed to all ED physicians and nurses via SurveyMonkey.  Ten responses were 

returned from the 38 participants who attended one of the face-to-face educational sessions (26% 

response rate); an additional 10 responses were received from ED staff who indicated that they 

did not take part in a face-to-face educational session.  Two trend analyses were conducted: 1) an 

initial analysis; and 2) a final analysis.  The initial analysis only included survey responses from 

those who had attended the face-to-face educational training and completed the pre-session 

survey (n = 38).  A final analysis included all 48 responders to the post-session survey sent by 

electronic mail in April to determine the percentage of providers who suspected a patient of 

being a victim of HST and reported the victims to Child Welfare Services (CWS).  The initial 

analysis showed an increase in the levels of sex trafficking knowledge (32.7%), suspicion of 

sexual exploitation (41.1%), and identification and reporting of trafficked victims (12.1%) by ED 

physicians and nurses.  The final analysis showed that only 25% of clinicians reported childhood 

sex trafficking when encountering a patient they suspected. 
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Table 6. 

Occupation of Respondents Who Participated in Training  
 
 Frequency Percent 
 Pediatric Nurse 14 36.8 

Pediatric and Adult Nurse 6 15.8 
Pediatric Physician 8 21.1 

Adult Physician 5 13.2 

Non-clinician 5 13.2 
Total 38 100.0 

 

 

Table 7.  

Years Worked in the Emergency Department 
 
 Frequency Percent 

 30 years or more 1 2.6 

30 years or less 2 5.3 
16 to 20 years 4 10.5 

11 to 15 years 4 10.5 

6 years to 10 years 7 18.4 
2 to 5 years 10 26.3 

1 year or less 3 7.9 

Unanswered 6 15.8 
None 1 2.6 

Total 38 100.0 
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Prior Human Sex Trafficking Training 

 The pre-session responses showed that 31.6% of the attendees had prior HST training in 

the past two years.  In addition, only one of the 10 survey respondents who did not participate in 

educational session had prior HST training in the past two years. For the entire sample, 13 out of 

48 (27%) respondents had attended HST training during the previous two years.   

 

Impact of the Educational Session 

 Participants reported an increase in their levels of HST knowledge in the post-session 

responses.  The proportion of participants who rated themselves as “somewhat knowledgeable” 

or greater increased from 47.3% to 80% in the post-session surveys (Figure 2).  

 

 

 

Figure 2. Trend analysis of participants’ level of HST knowledge 
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Suspicion that a patient was a HST victim more than doubled in post-session responses 

obtained four months after the last educational session was offered; specifically, 28.9% to 70% 

(Figure 3).  

 

 

 

Figure 3. Trend analysis of participants’ suspicion of HST among patients 
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Identification of HST Victims 

 Clinicians lacked moderate or higher levels of confidence in identifying victims of HST 

before and after the educational session.  There was a slight increase in respondents who rated 

themselves as “somewhat confident” (from 39.5% to 50%) in the post-session surveys.  The pre- 

and post-session responses for clinicians who received training are documented in Figure 4.  

 

 

 

Figure 4. Trend analysis of participants’ confidence level in identifying HST victims 
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Reporting of HST Victims 

Self-rated confidence in reporting a case of HST increased somewhat in the post-session 

responses in the category of  “moderately confident” (from 5.3% to 30%).  Those who rated 

themselves as “slightly confident,” “somewhat confident,” and “very confident” in the post-

session surveys decreased by 8.4% (from 18.4% to 10%), 20% (from 50% to 30%), and 7.9% 

(from 7.9% to 0%), respectively (Figure 5). 

 

 

Figure 5. Trend analysis of participants’ confidence level in reporting HST victims 
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Number of HST Victims Reported 

 According to the pre-session responses of the 38 participants, only three individuals filed 

reports, whereas 13 respondents had suspected trafficking.  These three individuals reported 10 

HST cases to CWS; two had received prior HST training.  Thus, there were 10 reports submitted 

from more than 300 years of clinical experience, or one report every 10 years.  The post-session 

responses showed that of the 10 respondents who did not participate in the educational training, 

only one individual filed a report, whereas three respondents had suspected trafficking.  The final 

analysis results indicated that clinicians did not report 75% of suspected HST cases.  However, 

in less than a year since the training of ED staff through this pilot project, two CWS reports of 

suspected HST have occurred. 

 

Impact of the HST Screening Project 

 A project presentation was given at the monthly "Standards of Excellence" meeting of the 

KMCWC ED on May 16, 2018.  A total of 12 physicians and nurses attended the session, 

including the ED Director, Pediatrics ED Director, and the Service Line Director for ED and 

Trauma.  Of the attendees, six had participated in the HST educational training; all reported that 

the educational session and proposed screening questions were helpful in assisting with the 

identification of HST victims.  There was a consensus by this group to embark on a process to 

improve the detection and reporting of HST victims by KMCWC ED personnel.   
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Summary of Results 

 A total of 38 physicians, nurses, and non-clinicians attended a face-to-face HST 

educational session at KMCWC, and subsequently, all 85 ED physicians and nurses received the 

PowerPoint presentation via electronic mail.  The training addressed sex trafficking risk factors, 

potential indicators, common assessment findings, approaching the victim, use of a screening 

tool, reporting procedures, and resources.  The trend analyses showed the following outcomes: 1) 

increased HST knowledge among providers and nurses; 2) increased suspicion of HST in 

patients seen by ED staff; and 3) increased identification and reporting of trafficked victims by 

ED physicians and nurses.  
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Chapter 5.  Discussion 

Interpretation of Findings 

An educational session on HST and a screening protocol to identify HST victims were 

implemented at KMCWC’s emergency department (ED).  The low level of HST knowledge, lack 

of suspicion, and failure to report suspected cases by clinicians with decades of experience in the 

pre-educational session results indicated a knowledge gap and need for educational training 

among ED professionals.  The initial trend analysis showed that the brief educational sessions 

increased providers’ HST knowledge.  The project’s results supported a previous study that 

indicated “a short, single-session educational presentation increased ED physicians’ knowledge 

and awareness of HST” and “sensitized” them to the potential indicators (Grace et al., 2014, p. 

859).  

Post-HST educational session responses of participants documented a minimal increase 

(from 39.5% to 50%) in being “somewhat confident” in identifying HST victims.  Moreover, no 

provider acknowledged moderate to high levels of confidence in HST victim identification 

before and after the training.   

Self-rated confidence in reporting potential HST victims remained unchanged with 40% 

of ED clinicians feeling less than “somewhat confident.”  The overall low level of provider 

confidence in the identification and reporting of sexually exploited youth pre- and post-

intervention indicate a need for ongoing education about this issue.  Furthermore, initial analysis 

results showed that only three of the 13 clinicians who suspected child sex trafficking filed a 

report with CWS; there were only 10 reports.  Three additional respondents, who had not 

received training, responded they had suspected cases of HST, with only one individual reporting 

to CWS.  The overall reporting rate for our sample was four out of 16 (25%) clinicians.  These 
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findings highlighted that clinicians did not report 75% of suspected trafficking cases, which 

resulted in missed opportunities to help these victims.  

Prior to the project, only five reports of HST were ever documented from three clinicians.  

Since completion of the educational sessions, two clinicians reported one case each.  These 

findings suggest that the educational training and screening questions were effective in 

increasing the identification and reporting of sexually exploited adolescents.   

 The phase two informal survey conducted during the “Standards of Excellence” meeting 

showed that the educational session and proposed screening questions were helpful in assisting 

with the identification of sex trafficked youth.  There was consensus to embark on a process to 

improve the detection and reporting of HST victims in the KMCWC ED.  It was decided to 

incorporate a “System Phrase,” which is a type of “SmartPhrase,” into Epic, the electronic 

medical record used by all Hawai‘i Pacific Health hospitals and many of its community partners.  

The “System Phrase” is in development and will be visible under the heading “sexual 

exploitation.”  The phrase will provide clinicians with a list of HST risk factors, screening 

questions, and referral numbers (including the number for the State of Hawai‘i, Department of 

Human Services sex trafficking reporting hotline) used for this project.  It will also have the 

ability to track cases of suspected sexual exploitation.   

It is critical to note that although the incorporation of a HST “System Phrase” into the 

electronic medical record system was not the original goal, it was put into effect as a result of the 

medical director and project team’s efforts.  In addition, plastic information cards containing the 

HST risk factors, screening questions, and referral numbers will be ordered and distributed to all 

EDs in the State of Hawai‘i via the Hawai‘i trauma system (see Appendix C, Figure C1).   
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A subcommittee consisting of the Pediatric ED Director, KMCWC Director of Social 

Work, and KMCWC Medical Director for Child Advocacy and Neglect will be finalizing the 

process in the next few weeks.  In all likelihood, all adolescents meeting high-risk criteria for 

HST will be screened during nursing triage in the ED.  This will allow for the tracking of HST 

high-risk patients to assure that those who are positively identified receive the appropriate 

referrals and follow-up. 

Barriers in Screening, Identifying, and Reporting CSEC 

 Sexually exploited children are a small demographic compared to the volume of patients 

seen at KMCWC; therefore, providers may not feel the need to screen all ED patients for HST.  

Instead, a system is being developed to screen high-risk patients.  The second barrier to 

improved identification of HST victims was that many ED staff did not attend the educational 

sessions, and therefore, were not aware of the knowledge or techniques that form the basis for 

recognizing and detecting sexually exploited youth.  The third barrier to eventual implementation 

was the length of the educational sessions.  Due to time constraints, and the lack of a regularly 

scheduled meeting for ED nurses, the educational trainings in December were limited to five to 

10 minutes per session, which was not enough time to allow for sufficient training.  In addition 

to implementing a screening process, the subcommittee will also review and recommend 

educational strategies for improving awareness of identification and policies for referral of 

sexually exploited children. 

Recommendations  

The current standard of care at KMCWC’s ED is to screen all patients for domestic 

violence during triage.  However, no policy exists for the screening of sexually exploited youth.  

The results of this project indicate a need for the establishment of a statewide hospital policy that 
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enforces mandatory sex trafficking training for all clinicians and staff, as well as the 

implementation of a screening and referral to trauma-informed care protocol in the ED.  In 

addition, the results of the project suggest further consideration of the timing and format of the 

educational sessions and other system changes that need to be in place.  It is unlikely a five-to-10 

minute session allotted for training is sufficient.  Similarly, a one-hour session without other 

system enhancements is unlikely to have sustainable effects on identifying a relatively 

uncommon problem.  Project results also showed the importance of utilizing the electronic health 

records for addressing sex trafficking.  There is a need for refinement in this area in terms of 

providing 24-hour access to qualified sex trafficking counselors.   

 There are other emerging approaches.  An online module granting continuing medical 

education (CME) credit has recently become available (American Medical Women’s Association 

[AMWA], 2018).  Also, hospitals have the ability to mandate annual training for all employees 

on topics such as safety and blood borne pathogens (R. Pantell, personal communication, June 

15, 2018).  Finally, on June 11, 2018, the Center for Disease Control and Prevention’s National 

Center for Health Statistics added new ICD-10-CM codes for patients experiencing human 

trafficking to be used by clinicians beginning October 1, 2018 (U.S. Department of Health and 

Human Services, 2018).  This will also contribute to increasing awareness of the problem.   

 The incidence of HST is substantially less than domestic violence making routine 

mandatory screening unlikely.  Nevertheless, a combination of education along with helpful 

electronic health record phrases and prompts has the potential to improve on the current low 

levels of identification and reporting of HST victims.   
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Limitations 

 Several limitations of the project should be noted.  Since the project was implemented in 

a fluid environment where variables were not controlled, it may be difficult to replicate the 

conditions of the project, and results may not be generalized.  Additionally, the limited data 

collection time reduced the ability to assess the long-term impact of the sex trafficking 

educational session and screening tool.  Collecting data for at least one year and from the same 

participants may yield more significant results.  However, analysis focusing on trend patterns, 

and not statistically significant results, are important and appropriate for quality improvement 

projects.   

Another limitation of the project findings was that many ED providers and nurses did not 

attend the educational sessions, and therefore, were not aware of the knowledge and techniques 

that form the basis for recognizing and detecting sexually exploited youth.  Also, due to the 

relatively small number of participants, the results may not be representative of the ED clinician 

population, and therefore may not be generalized to other hospitals (Schutt, 2008).  Additionally, 

the project used a self-report measure of confidence in HST knowledge, identification, and 

reporting, which can be flawed by biases; a risk adjustment was not used.   

  Although it is advantageous that all ED participants involved with the project were 

trained according to protocol, there may have been differences in the clinicians’ experiences due 

to the nature of their patient encounters.  This may have affected questionnaire results regarding 

participant assessment of the educational session and screening questions.  Furthermore, since 

this was a quality improvement project, a control group was not included.   
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Essentials of Doctoral Education for Advanced Nursing Practice  

 The American Association of Colleges of Nursing Essentials of Doctoral Education for 

Advanced Nursing Practice are outlined in Table 8.  The table also provides documentation of 

the activities that the DNP student engaged in and completed to meet each of the Essentials 

during the program of study and the development, implementation, and evaluation of this DNP 

project.  A brief summary about this process is provided in the following section. 

 

Table 8.  

Essentials of Doctoral Education for Advanced Nursing Practice 

ESSENTIALS ACTIVITIES 
Essential I: Scientific Underpinnings for 
Practice 

• Establishment of a HST educational session and screening 
tool for ED providers and staff 

Essential II: Organizational and Systems 
Leadership for Quality Improvement 

• N750 Leadership and management of healthcare systems 
• Implementation of HST screening protocol 

Essential III: Clinical Scholarship and 
Analytical Methods for Evidence-Based 
Practice 

• N730 Principles of evidence-based practice for advanced 
nursing 

• N746 Program evaluation 
Essential IV: Information 
Systems/Technology and Patient Care 
Technology for the Improvement and 
Transformation of Healthcare 

• ICS 614 Medical Informatics  
• “SmartPhrase” created in the EHR for HST Project 

Essential V: Healthcare Policy for Advocacy 
in Healthcare 

• Law 532 Health Law: Bioethics 

Essential VI: Inter-professional 
Collaboration for Improving Patient and 
Population Health Outcomes 

• N750 Leadership and management of healthcare systems 
• Project required a multi-disciplinary team to provide 

trauma-informed care to HST victims 

Essential VII: Clinical Prevention and 
Population Health for Improving the Nation’s 
Health 

• Early identification of HST victims in order to provide 
trauma-informed treatment. 

Essential VIII: Advanced Nursing Practice  • Project educated ED medical professionals in the 
identification and reporting of sex trafficked minors 
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Essential I: Scientific Underpinnings for Practice.  In the U.S., about 28% to 50% of 

trafficked victims interacted with healthcare professionals during their captivity, but remained 

unidentified (Grace et al., 2014).  The most frequently reported treatment facility was an 

emergency room (Lederer & Wetzel, 2014).  The results from this project showed a need for the 

education of ED providers and personnel on the identification and reporting of HST victims.  

The implementation of the educational sessions and screening tool proved to be beneficial as it 

increased HST knowledge and awareness. 

 Essential II: Organizational and Systems Leadership for Quality Improvement.  The 

leadership and management of healthcare systems course assisted the DNP student with: 1) 

organizational theory and behavior; 2) leading teams as a change agent and facilitator; 3) 

innovation, change and advocacy in the political and policy arena; and 4) management tools that 

support leadership action (Lovett-Floom, 2015).  With these acquired skills, this quality 

improvement project was supported by the board members and implemented at KMCWC.  The 

results showed that this project was effective in increasing the identification and reporting rate of 

HST victims and emphasized the importance of future educational sessions.  

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

Practice.  The principles of evidence-based practice for advanced nursing course emphasized the 

importance of: 1) “comparing and contrasting conceptual models for application to the 

development of a quality improvement project; 2) developing a PICO statement; 3) locating, 

synthesizing, and evaluating a body of literature and its application to the development of a 

clinical practice guideline” (Mark, 2015, p. 2).  The DNP student utilized these skills in 

designing the HST educational session and screening protocol.   
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 Essential IV: Information Systems/Technology and Patient Care Technology for the 

Improvement and Transformation of Healthcare.  The medical informatics course assisted 

the DNP student with understanding: 1) meaningful use of the electronic health record (EHR); 2) 

EHR complications and communication, workflow, and quality; and 3) cost-effectiveness, 

benefits, and issues related to computerized physician order entry and clinical decision support 

systems (CDSS) (Baker, 2017).  This project created a “System Phrase” in the EHR, which 

provided clinicians in all departments easy access to the HST screening tool.  The CDSS was 

used to assist providers in assessing and reporting suspected victims.  This feature will continue 

to serve as a resource for KMCWC healthcare providers. 

 Essential V: Healthcare Policy for Advocacy in Healthcare.  The health law course 

provided “a basic understanding of the relationships between bioethics, healthcare, scientific 

experimentation and the law” (Pietsch & Lee, 2016, p. 2).  As a quality improvement initiative, 

the reporting procedures of this project were in compliance with Chapter 350, Hawai‘i Revised 

Statutes for child abuse reporting requirements (Hawai‘i Department of Human Services, 2015).  

The Health Insurance Portability and Accountability Act Privacy Rule was abided by in order to 

protect the suspected victim’s identity, medical records, and personal health information (US 

DHHS, 2018). 

Essential VI: Inter-Professional Collaboration for Improving Patient and 

Population Health Outcomes.  The leadership and management of healthcare systems course 

also taught the DNP student to “analyze the impact of communication and relationship-building 

skills on leadership effectiveness for improving quality care, including a focus on intra- and 

inter-professional collaboration and teamwork” (Lovett-Floom, 2015, p. 2).  This project 

employed a multi-disciplinary team approach for the purpose of screening and delivering 
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comprehensive, trauma-informed care to HST victims.  The team consisted of CATC staff, ED 

physicians, nurses, and non-clinicians as well as social workers and anti-trafficking 

organizations.   

 Essential VII: Clinical Prevention and Population Health for Improving the 

Nation’s Health.  Clinical prevention focuses on “health promotion and risk reduction and/or 

illness prevention for individuals and families” (Allan et al., 2004, p. 471).  A majority of HST 

victims lack immediate access to healthcare, which results in progressive physical and mental 

health issues (Dovydaitis, 2010).  This project focused on early identification of HST victims 

with the sole purpose of providing trafficked survivors with access to the appropriate trauma-

informed treatment necessary for successful reintegration (Hoʻōla Nā Pua, 2015).   

 Essential VIII: Advanced Nursing Practice.  This project served to educate and guide 

emergency medical professionals in the identification and reporting of sex trafficked minors. As 

a result of this project, it is anticipated that all adolescents meeting high-risk criteria for HST will 

be automatically screened during nursing triage in KMCWC’s ED.  

Conclusion 

Trafficking for sexual exploitation is a prominent issue worldwide; more than a quarter of 

the reported victims are children (United Nations Office on Drugs and Crime, 2016).  Healthcare 

professionals play a significant role in the identification and reporting of sex trafficked victims; 

however, healthcare professionals often lack the appropriate training about HST to recognize 

youth at risk for or experiencing sexual exploitation.  This project determined that an educational 

session and screening tool has the potential to increase emergency professionals’ recognition and 

reporting of sexually exploited youth.  The project results led to a consensus for embarking on a 

process to improve the detection and reporting of HST victims in the EDs at KMCWC and all 
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Hawai‘i Pacific Health hospitals, as well as EDs throughout the State of Hawai‘i.  A “System 

Phrase” is being developed and will be available in the electronic medical system for use by all 

Hawai‘i Pacific Health hospitals and their affiliates in the near future.   
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Appendix A 

Figure A1.  

Literature Matrix 
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Figure A1.  

Literature Matrix (Continued) 
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Figure A1.  

Literature Matrix (Continued) 
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Figure A1.  

Literature Matrix (Continued) 

 

 

 



  
 

 

 

84 

Appendix B 

Figure B1. 

Phase One Sex Trafficking Survey 

 
Sex Trafficking Questionnaire (Pre-session) 

 
 

1. What is your occupation? __________________(free text) 
 

2. Number of years working in the emergency department _____________ (free text) 
 

3. In the past 2 years, have you received any previous sex trafficking training? (Yes or No) 
 

4. Please rate your level of knowledge about sex trafficking (5-pt Likert scale ranging from 1=not at all 
knowledgeable to 5= very knowledgeable) 

 
5. I estimate the number of children <18 years old trafficked in the United States to be about (please circle 

one): 
 

<10,000  10,000 to 50,000  50,000 to 100,000 100,000 to 200,000 >200,00 
 
 

6. I estimate the number of children < 18 years old trafficked in Hawaii to be about (please circle one): 
 
<100  100 to 200  200 to 300  300 to 400  >400 
 
 

7. I estimate the percent of trafficked children having medical encounters in a given year to be (please circle 
one): 
 
<25%  25 to 50%  50 to 75%  >75% 

 
 

8. I estimate the percentage of runaway teens approached by sex traffickers within a week of arrival to be 
(please circle one): 

 
<25%  25 to 50%  50 to 75%  >75% 
 
 

9. I have suspected that a patient of mine was a victim of sex trafficking (Yes or No) 
 
 

10. What is your level of confidence in identifying victims of sex trafficking at this time? (5-pt Likert ranging 
from 1=Not at all confident to 5=Very confident) 

 
11. What is your level of confidence in reporting a case of sex trafficking at this time? (5-pt Likert ranging 

from 1=Not at all confident to 5=Very confident) 
 

12. Have you reported a suspected sex trafficking victim in Hawaii? (Yes or No ) If so, how many? (free text) 
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Figure B1. 
 
Phase One Sex Trafficking Survey (Continued) 
 

 
Sex Trafficking Questionnaire (Post-session) 

 
 

1. What is your occupation? __________ (free text) 

 

2. Did you participate in any of the sex trafficking educational sessions given by the project team?  (Yes or 

No) 

 

3. Please rate your level of knowledge about sex trafficking ( 5-pt Likert scale ranging from 1=Not at all 

knowledgeable to 5= Very knowledgeable) 

 

4. I have suspected that a patient of mine was a victim of sex trafficking (Yes or No) 

 

5. What is your level of confidence in identifying victims of sex trafficking at this time? (5-pt Likert scale 

ranging from 1=Not at all confident to 5=Very confident) 

 

6. What is your level of confidence in reporting a case of sex trafficking at this time? (5-pt Likert scale 

ranging from 1=Not at all confident to 5=Very confident) 

 

7. Have you reported to either a hospital social worker or Childe Welfare Services a suspected sex trafficking 

victim in the past year?  (Yes or No). 
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Figure B2. 

Phase Two Sex Trafficking Survey 

 

Project Evaluation Survey 

 

1. How many people thought this training session was helpful in assisting with the identification of sex 

trafficking victims?  

 

2. How many people thought the screening tool was helpful in assisting with the identification of sex 

trafficking victims?  

 

3. What type of changes would you recommend to this project to make it more effective or easier to 

navigate?______________(free text)
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Appendix C 

Figure C1. 

Tentative System Phrase/ Information Cards for Emergency Department Personnel 

 

Sexual Abuse/Exploitation or Trafficking 
 
 
High Risk Indicators (also, trust your instincts) 

• Runaway or Homeless 

• Multiple Sexual Partners 

• Current/Past STI 

• Vaginal/genital/anal pain especially if delayed care 

• Multiple Bruises/suspicious fractures 

• Recent Police Contact 

 

Some Potential Screening Questions 

• Has anyone you know ever been approached or pressured to exchange sex for anything of 

value (like food, shelter, clothes, money)? 

• Is an adult hurting you? 

• Have you ever been touched in a sexual way that was not ok with you? 

 

If answer to any of these questions is yes:  

• Contact CWS trafficking hotline: CWS Intake 808-832-1999 (O‘ahu); 1-888-398-1188 

(Neighbor Islands) or 911 
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