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Epidemic of Interpersonal Violence (IPV) and Community Violence (CV)

- Millions of cases of IPV among young people treated in hospitals 

each year1

- Homicide is a leading cause of death among young people in the US2

- IPV/CV is cyclical with social, emotional, and physical 

consequences3,4

- Disproportionately impacts young people of color1 

Hospital-based Violence Intervention Programs (HVIPs)5-10

- Reduce rates of injury recidivism

- Mitigate negative social determinants of health

- Improve social and health outcomes 

- Save hospital systems hundreds of dollars per patient

- Challenged to assess client needs while maintaining trust and 

relationships

Screening and Tool for Awareness and Relief of Trauma (START) Tool

- Six-item survey that monitors clients’ social and emotional wellness 

and needs11

- Chosen by caseworkers for use in the At-risk Intervention and 

Mentoring (AIM) program, a Denver-metro HVIP

- Has not been formally assessed since implementation

- Limitations include limited number of interviewees, subjective nature of free 

response format, and lack of control against which to compare the START tool.

- The data will be integral to the optimization of START tool use. Future 

investigation will be necessary to measure the impact of these changes.

- Initiate use of START tool in first 

post-hospital visit, avoiding use in 

initial hospital stay 

- Provide technologic resources to 

case workers with centralized 

access to the tool

- Provide clients with both electronic 

and hard copies of recommended 

resources

- Dedicate resources to development 

of electronic resource materials

Data collection:

- Key-informant interviews with 

Violence Prevention 

Professionals 

- 9 interviews conducted and 

recorded over video call

- Standard questionnaire 

structured in the science 

framework, Reach, 

Effectiveness, Adoption, 

Implementation, and 

Maintenance (RE-AIM)

- Interviews transcribed by Otter 

(Otter.ai, Mountain View, 

California)

Strongest themes identified were associated with the reach, 

adoption, and maintenance of the START tool.

These themes were further subdivided into the modifiers listed, 

allowing for distinct recommendations. Examples provided below. 

Data Analysis:

- Transcripts assessed for 

thematic analysis using a hybrid 

deductive and inductive 

approach in Dedoose 

(SocioCultural Research 

Consultants, Los Angeles, 

California)

- Code written to assess for RE-

AIM components

- Inductive code added to address 

informational gaps 

- Themes reviewed for qualitative 

analysis by contributing 

researchers

RE-AIM 

Focus

Modifier Quote

Reach

Setting “I just want to meet your needs right now. So… this is the 

reason why I've never done it in the hospital bedside setting.”

“I don't think that it should be used there (bedside). I think it 

should be used as that follow up when you go to their house. 

Because you know, like they're dealing with a little less. Like 

they're just a little more relaxed and can answer the 

questions better all with it, verses, you know, “I just got shot. 

I'm trying to manage this pain, and we're trying to go through 

something.”

Adoption

Access “And you know, what, I think that because I was struggling 

before accessing it…this is the reason why I wasn't…using 

them”

“When people don't have technology…[t]hen we're unable to 

do the START tool with them at all…So just equipping 

ourselves as much as we can to eliminate those barriers 

would help.”

Language “We still have language barriers. We still have people who 

have difficulties in certain areas.”

“Yes, I think so but then if we don't have anything for them 

that’s in Spanish, then it doesn't make sense to do it with 

them.”

Maintenance

Training “...in the beginning, it was just I didn't know how…I didn't 

really understand what it was for. Because we hadn't had like, 

a ton of training on it, it had just come up, like I would hear 

about it.”

“So when people are on-boarded, it needs to be something 

that they are taught from the beginning.”

Investment “...we have to move with the times, and our communities and 

where they're at. And if there are new ideas that can get our 

people engaged, then we need to explore those.”

“I think that in order for a tool to be effective, our outreach 

need to receive a lot of training and growth in that area.”

- Develop and validate Spanish-

language version of tool and 

recommended resources

- Renew training for current Violence 

Prevention Professionals

- Implement distinct START Tool 

training in onboarding

- Review alternative assessment tools

- Reassess measures after 

implementation of these 

recommendations 
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