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Abstract
In general, the homeless population suffers from high rates of both physical and mental illnesses.  The objective of this portion of the project was to develop a health promotion and education program that will positively affect the health and well-being of the homeless population at Smithfield Rescue Mission (SRM), a homeless shelter in a rural area of southeastern North Carolina.  Education programs that were established as part of this quality improvement project included nutrition education, medication adherence, disease prevention and infection control, and hypertension management.  Education was provided to the staff who then provide education to the residents of SRM.  Educational handouts and references were supplied to the staff to guide their classes.  The staff was also supplied with handouts to be distributed to the residents during these classes.  Outcomes include the number of classes taught to the SRM staff, the number of staff that attend the classes, and the number of classes taught by the staff to the residents.
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Chapter 1
Based on a point-in-time estimate from one night in January of 2015, the United States Department of Housing and Urban Development (HUD) report on homelessness showed that about 564,000 people were living in shelters or on the streets (Koh & O’Connell, 2016).  Compared to the general population, homeless individuals suffer from more mental and physical health conditions (Coles, Themessl-Huber, & Freeman, 2012).  These health conditions include a variety of chronic diseases, gastrointestinal problems, substance abuse, developmental disabilities, HIV, and tuberculosis (Seiler & Moss, 2012).  The homeless population in the United States (US) experiences mortality rates that are about three to four times higher than the general population and many preventable chronic diseases are contributing to this disparity (Weinstein et al., 2013).  The average life expectancy of a homeless individual is 41 to 47 years, which is very young compared to the national average of 78 years (Fryling, Mazanec, & Rodriguez, 2015).  The impact that homelessness can have on a person’s overall health is often due to lack of access to primary healthcare services, and hospital admissions for preventable conditions may be higher in this population because of this (White & Newman, 2014).  According to a point-in-time count in 2015 there was a total of 10,683 homeless individuals in North Carolina with almost half (48%) of these being single men without children (North Carolina Coalition to End Homelessness (NCCEH), 2017).  In Johnston County, 16.4% of adults are uninsured (North Carolina Institute of Medicine (NCIOM), 2016) and 13.2% are living in poverty (NCIOM, 2016).  Considering single adult men make up almost half of the homeless population in North Carolina, it is imperative that interventions be put in place to improve the health and quality of life of this large group of individuals. 
The Smithfield Rescue Mission is an “organization dedicated to helping those in need” including “those who are homeless and in crisis by providing shelter and necessities of life and life changing programs to break the cycle of poverty” (Our Story and Purpose, 2016 “Our Mission,” para. 1).  The purpose of the Smithfield Community Accessible Resources, Education, and Screenings (CARES) Doctor of Nursing Practice (DNP) project was to provide healthcare services, support, and education that focuses on health promotion, disease prevention, and management of disease to residents at the Smithfield Rescue Mission (SRM). The overall goal of the project was to start a healthcare program available to the Smithfield Rescue Mission’s residents with four main components which included health promotion and education, secondary prevention and screenings, a primary care clinic, and logistics/community outreach.  The portion of the project that this project was dedicated to is health promotion and education for the residents at SRM.  The goal was to develop and implement an educational program for residents on nutrition, medication adherence, disease prevention and infection control, and hypertension management at SRM. This was accomplished by providing the SRM staff with education and tools on the above topics who were then to provide the residents with the education.  Although there is a limited amount of research on health promotion in the homeless population, much of the research has shown that community-based health promotion that focuses on both the physical and social aspects of the person can be beneficial (Coles et al., 2012).
Problem Statement
The homeless population suffers from high rates of both physical and mental illnesses. There is limited research, as well as interventions, that have been put in place for this population. The objective of this portion of the project was to develop an evidence-based health promotion and education program that would positively affect the health and well-being of the homeless population at SRM.  Education programs that were put in place included nutrition education, medication adherence and side effects, disease prevention and infection control, and hypertension management.  
Justification of Study
	Homeless individuals are a vulnerable population who lack access to health insurance and healthcare leading to an increase in emergency department (ED) visits (Fryling et al., 2015).  Although 10% to 50% of homeless individuals may qualify for Medicaid, they remain unenrolled (Fryling et al., 2015).  Barriers to health insurance that have been noted in the literature include lack of access to computers, email, telephones, consistent phone number, and consistent address (Fryling et al., 2015).  Housing has a significant impact on the overall health of an individual with higher rates of mental and physical health issues occurring among unhoused homeless adults compared to the general population (Argintaru et al., 2013).  The homeless population experiences a higher rate of diseases associated with diet such as diabetes and hypertension, as well as diseases that potentiate malnutrition including substance abuse and mental and physical illnesses (Koh, Bharel, & Henderson, 2015).  Homeless shelters are one of the main food sources for homeless individuals and typically do not focus on the nutrition of the food they serve (Koh et al., 2015).  Research has shown that education programs in homeless shelters are not only effective, but also accepted by the homeless members of the shelters (Koh et al., 2015).
	About half of all patient do not take their medications as prescribed (Alton, March, Mallary, & Fiandt, 2014).  Medication adherence is a multifactorial issue including both preventable and nonpreventable aspects (Alton et al., 2014).  Some barriers that often coincide with homelessness include low socioeconomic status, multiple or chronic medical issues, and lack of health literacy (Alton et al., 2014).  Medication non-adherence leads to preventable costs that are being placed on both the patient and the communities in that when medications are not taken as prescribed, a possible outcome is worsening of the disease and therefore further expenses (Alton et al., 2014).  A study in which indigent patients received care at a nurse practitioner-managed clinic, rates of medication adherence were higher than average which was in part attributed to more emphasis on patient education pertaining to barriers and treatment outcomes (Alton et al., 2014).  Therefore, more research needs to be implemented to better understand the impact that education has on rates of medication adherence.
	There are several risk factors for infectious diseases that are associated with homelessness (Badiaga, Raoult, & Brouqui, 2008).  The main health risks for this population are the close living conditions and lack of personal hygiene (Badiaga et al, 2008).  This increases these individuals’ chance for infections such as lice, scabies, tuberculosis (TB), as well as other airborne infections (Badiaga et al, 2008).  Since homeless individuals often lack access to healthcare, education on infectious disease prevention and management would be a way to improve the health outcomes of these individuals and prevent visits to the emergency room. 
	Hypertension is prevalent among the homeless population with a self-reported rate of about 27% (Bernstein, Meurer, Plumb, & Jackson, 2015).  The homeless population also suffers from other risk factors that contribute to the development of or exacerbation of hypertension including alcohol use, poor diet, increased sodium intake, and chronic stress (Bernstein et al., 2015).  Studies have shown that there is a lack of knowledge regarding the importance of long-term control to blood pressure and ways to achieve this (Moczygemba et al., 2013).  This indicates that there is a need for increased education provided to the homeless population concerning the management of their hypertension. 
Theoretical Framework 
	The theoretical framework that guided this portion of the project was Pender’s Health Promotion Model.  Pender’s model is a “framework and guide for discovering complex psychological processes, which motivates individuals to change their behavior, and leads them to promotion of health and hygiene” (Kamran, Azadbakht, Sharifirad, Mahaki, & Mohebi, 2015, p. 2).  This model is one that recognizes factors that contribute to health promoting behavior (Kamran et al., 2015).  These factors include self-efficacy, perceived benefits and barriers, affects related to behavior, interpersonal and situational influences, commitment to the behavior, preferences, and competitors (Kamran et al., 2015).  Pender discusses the major concepts of nursing and how they relate to health promotion. These concepts include the person, environment, health, and nursing (Butts & Rich, 2015).  In this model, the person has learned health behaviors from past experiences and individual characteristics that have been acquired or learned from their family and community which is why health promotion activities are directed both at the individual and the community level (Butts & Rich, 2015).  A person’s environment includes the physical, interpersonal, and financial aspects of his or her life, and a person’s environment affects his or her overall heath (Butts & Rich, 2015).  In this model, health is the person’s idea of health for him or herself instead of how society defines health and health promotion is the “behavior that is motivated by a desire to increase well-being and optimize human health potential” (Butts & Rich, 2015, p. 399).  There are multiple aspects that play a role in the concept of health promotion including the individual, the family, the community, the person’s socioeconomic status and culture, and environmental factors (Butts & Rich, 2015).   These aspects must all be considered when it comes to the topic of a person’s health.  The role of the Nurse Practitioner in this model is to focus on health promotion by influencing and encouraging health promoting behaviors of their patients and people in their communities (Butts & Rich, 2015).  
	Pender’s Heath Promotion Model has been used in a dated study done by Wilson (2005) to describe the environment, characteristics, health practices, and health promoting behaviors in homeless women.  Her study focused on three of the major aspects of the model including “individual characteristics and experiences, behavior-specific cognition and affect, and behavioral outcomes” (Wilson, 2005, p. 51).  Characteristics, experiences, cognition, and affect are part of what make a person who they are and determine what their behaviors will be.  Pender’s model was used to guide my project to its end goal of improved health outcomes for the residents of SMR through health promoting behaviors while bearing in mind that this population consists of holistic individuals that are affected by their internal and external environments.  The health promotion aspect of this project took into consideration the homeless individuals’ environment and current economic and health status.  This group of people were met where they were in their lives to make health promoting education and behavior changes more accessible to them.  An assumption of Pender’s model is that healthcare professionals are a part of a person’s environment (Butts & Rich, 2015).  Having healthcare providers become positive and influential aspect in the lives of the residents of Smithfield Rescue Mission could potentially have lasting effects on their health beliefs and behaviors.  Refer to Appendix D for a diagram of Pender’s Health Promotion Model. 
Project Questions
	Will the health promotion and education program be well-received by the staff of Smithfield Rescue Mission as evidenced by staff attendance to the education sessions provided?  Will the health promotion and education program be implemented successfully as evidenced by the number of classes provided to the staff and number of classes provided to the residents by the staff?
Definition of Terms
· Medication adherence: the degree to which a patient’s medication behaviors are congruent with the recommendations and instructions of his/her healthcare provider regarding timing, dose, and frequency (Neiheisel, Wheeler, & Roberts, 2014).
· Homeless describes a person who lacks a fixed, regular, and adequate nighttime residence (Solari, Morris, Shivji, & Souza, 2016).
· Primary care: Health services that cover a range of prevention, wellness, and treatment for common illnesses. Primary care providers include doctors, nurses, nurse practitioners, and physician assistants. They often maintain long-term relationships with you and advise and treat you on a range of health-related issues. They may also coordinate your care with specialists (Healthcare.gov, n.d.)
· Health promotion: The process of enabling people to increase control over, and to improve, their health. It moves beyond a focus on individual behavior towards a wide range of social and environmental interventions (World Health Organization (WHO), 2017). Health promotion is also defined as behavior that is motivated by a desire to increase well-being and optimize human health potential (Butts & Rich, 2015, p. 399). 
Summary
	Homeless individuals are at an increased risk for many different health related concerns. In a combined separated synthesis of the literature done by Coles et al. (2012), after searching six different databases and screening 8,435 records, only 13 studies met the inclusion criteria relating to health promotion services for homeless individuals. Although there is a limited amount of research done on the topic of health promotion and education in the homeless population and the research that has been done does not all strongly support that education is the sole answer to all the problems (Seale et al., 2016), there is nothing in the research stating that education and health promotion should be avoided.  There is need for more research on this topic and the residents at Smithfield Rescue Mission were in need of an improved healthcare program.  The goal is that the implementation of a health promotion and education program for this population will at minimum provide them with knowledge on the above topics and at best improve their health outcomes and overall well-being. 


Chapter 2: Review of Related Literature 
During the literature review process, articles were searched for using a combination of keywords.  Initially the PubMed data base was searched.  Terms used in searches included homeless, indigent, homelessness, homeless persons, education, health promotion, nutrition, nutritional status, diet, medication adherence, medication compliance, disease prevention, infection control, illness prevention, hypertension management, and blood pressure management.  Once all search strategies were exhausted within this database, the basic search engine within East Carolina’s Health Sciences Library was utilized.  Initially, articles that focused on specific populations such as women and children were excluded.  Articles that did not focus on health promotion and education on the previously specified topics for the homeless population were not included unless they provided general statistics and information to support the need for intervention in this population.  Research and quality improvement articles that were not published in a scholarly journal, peer reviewed, and published in the last five years were excluded.  Many articles were excluded because they did not closely align with the design planned to be implemented.  Articles that included lower level of evidence were only included when they closely aligned with this project design. As stated above, there is not an abundance of research on health promotion and education for the homeless population, therefore during the process there were several road blocks.  A total of 20 evidence-based research articles and nine informational and reference-based sources were used to support this project.  An evidence matrix was used to organize the literature and can be found in Appendix A. 
Nutrition
	Individuals living with limited income often do not have access to adequate educational resources, and therefore do not obtain the knowledge that is necessary to change their current health and nutrition behaviors (Rustard & Smith, 2013).  Research shows that food provided at shelters is often imbalanced or lacking in macro- and micronutrients (Koh et al., 2015).  Findings by the study done by Koh et al. (2015), showed that nutritious food could be provided even on a limited budget by simply substituting food items, for example nuts for pastries and whole grain bread for white bread. There has been data that has shown that homeless individuals are interested in healthier diets, but lack the knowledge to follow through (Seale, Fallaize, & Lovegrove, 2016).  A study that held educational sessions for low-income and homeless women that discussed nutrition, as well as other health topics, was shown to increase nutritional knowledge as well as change diet and health behaviors (Rustard & Smith, 2013).  At this point, there is not substantial evidence showing that nutrition education programs will lead to a change in eating behavior (Seale et al., 2016).
Medication Adherence
	Medication non-adherence can lead to unnecessary emergency department visits and hospitalizations (Hunter et al., 2015). There are both preventable and non-preventable reasons for medication non-adherence (Alton et al., 2014). “Nonpreventable inﬂuences include cognitive impairment, medication side effects, and psychological disorders”, whereas “preventable inﬂuences include disbelief in the efﬁcacy of medication, lack of insight or understanding, and out-of-pocket costs” (Alton et al., 2014, p. 434-435).  Other reasons for medication non-adherence in the homeless population include lack of prescription drug insurance, lack of transportation to pick up medications, as well as the concern of meeting basic needs such as finding food and shelter (Coe et al., 2015).  There are many ways to assess medication adherence, but self-reporting is the simplest method although not always accurate (Neiheisel et al., 2014).  There have been very few studies on medication adherence in the homeless population, and the ones that exist pertain mainly to HIV and TB medications (Coe et al., 2015).  Medication non-adherence is also an issue with behavioral health medications, which increases risk for relapse, suicide, morbidity, and mortality, as well as increased emergency department visits and therefore healthcare costs (Coe et al., 2015).  This study by Coe et al. (2015), examined reasons for medication non-adherence in homeless individuals selected from a hospital database.  Reasons included low follow-up attendance and lack of knowledge when it came to managing their disease symptoms and medications (Coe et al., 2015).  Coe et al. (2015) suggested that educational programs be implemented including information on the importance of follow-up visits and medication adherence. 
Disease Prevention and Infection Control
	Homeless individuals are at risk for many communicable diseases and infections for reasons such as their living conditions, lack of healthcare (Badiaga et al., 2008), lack of adequate nutrition and clean water, and limited knowledge of disease outbreaks (National Health Care for the Homeless Council, 2016).  Some of these diseases include, but are not limited to, HIV, hepatitis B and C, TB, scabies, lice, pneumoniae, and influenza (Badiaga et al., 2008).  Service providers and agencies for the homeless face many challenges that make it difficult to prevent the spread of infectious diseases (National Health Care for the Homeless Council, 2016).  Some of these challenges include lack of infection control measures, lack of knowledge on infectious diseases, and an under-vaccinated community or inability to obtain accurate immunization records (National Health Care for the Homeless Council, 2016).  One study demonstrated that through the use of an educational campaign focused on the influenza vaccine, vaccination rates doubled from the previous year at one community shelter (Metcalfe & Sexton, 2014).  The educational campaign included both verbal education as well as posters placed in shelters and shelter bathrooms (Metcalfe & Sexton, 2014).  Although a small study, this is a notable example of the use of education to promote disease prevention and infection control in the homeless population. Providing guidelines for the staff to follow and educational material to both the staff and the residents of Smithfield Rescue Mission regarding infection control and prevention is a way to prepare for future outbreaks and spread of communicable diseases (National Health Care for the Homeless Council, 2016).  
Hypertension
	Hypertension is one of the most prevalent diseases among homeless individuals (Asgary et al., 2016) with about 27% suffering from this chronic disease (Bernstein et al., 2015).  Uncontrolled hypertension can lead to stroke, myocardial infarction, congestive heart failure, and therefore death (Moczygemba, Kennedy, Marks., Goode, & Matzke, 2013).  There are many factors that contribute to the progression and control of hypertension in the homeless population (Asgary et al., 2016).  Some of these factors include the lack of access to healthcare, suffering from mental and chronic illnesses, increased rates of smoking, and overall barriers to a healthy lifestyle (Asgary et al., 2016).  Therapeutic lifestyle changes (TLC), such as a healthy diet, exercise, and quitting smoking, can have a positive impact on hypertension outcomes (Mocygemba et al., 2013).  In a study done by Mocygemba et al. (2013), participants had little knowledge of hypertension, hypertension goals, and TLC recommendations.  It was also indicated through this study that many participants had uncontrolled hypertension possibly due to medication nonadherence because they viewed hypertension as an acute illness that presented with physical symptoms such as headache and dizziness (Mocygemba et al., 2013).  Understanding risk factors and knowledge deficits that are affecting the homeless population allows for an education program directed at the residents of Smithfield Rescue Mission that focuses on ways to improve hypertension outcomes through health promotion and prevention. 
Theoretical Framework
	Pender’s Health Promotion Model is a framework used to examine the effects of health-promoting behaviors to help guide the use of interventions (Wilson, 2005).  In the study done by Wilson (2005) that examined the health practices and health-promoting behaviors in homeless women found that they practiced health-promoting behaviors all areas they examined but scored the lowest on physical activity and nutrition.  During the literature review process, this was the only study reviewed that directly examined Pender’s model in relation to the homeless population.  This demonstrates the need for more research using Pender’s model in the homeless population. 
Gaps and Limitations
Information on the above topics concerning a variety of populations were found frequently during the literature review process.  The gaps in the literature were apparent when searching for the main project topics in relation to the homeless population.  There were limited studies focusing on homeless adult men when compared to women and children.  There was also a limited amount of literature on education and health promotion regarding medication adherence, hypertension management, and disease prevention and infection control in the homeless population.  Although there were studies that support the use of education as a means to improve knowledge and behavior (Koh et al., 2016; Rustad & Smith, 2013), there were studies that did not come to any consensus on whether education programs led to a change in behavior (Seale et al., 2016), specifically when discussing nutrition.  When researching the topics of interest for this paper, there was not much research done on the use of education as an intervention alone.  For example, in the study done by Moczygemba et al. (2013), there was discussion of the use of education to promote change, but the effectiveness of education as an intervention was not investigated.  A reason for the limited amount of literature on the topics of interest for this project could be because homeless individuals are considered a vulnerable population, making research approval more difficult to be approved and to obtain.  Overall, the main limitations in the current research is that the effects of education on behavior outcomes pertaining to the main project topics was not the focus of the reviewed literature.  
Summary
	Overall, there is limited research that has be completed on health promotion and education in the homeless population.  As depicted above, homeless individuals are at an increased risk for poor nutrition, medication non-adherence, communicable diseases, and poor control of hypertension.  Although there is not substantial evidence to support the concept of improving these factors of health through education, there was nothing found in the research stating that education had a negative impact on these health outcomes.  Therefore, with Pender’s Health Promotion model as a framework for this project, a health education program was implemented to potentially improve the health outcomes and quality of life for the homeless residents at SRM.


Chapter 3: Methodology 
	The Smithfield CARES project including the education and health promotion aspect is a quality improvement project.  The goals of the project are consistent with the defined outcomes of quality improvement projects (Health Resources and Services Administration, 2011).  The project involves the homeless population that resides at SRM in Johnston County, North Carolina.  For this portion of the project, education was provided to the staff who was then provided education to the residents of SRM.  Educational handouts and references were supplied to the staff to guide the classes.  The staff was also supplied with handouts to be distributed to the residents during these classes.  Throughout the implementation process the project was evaluated weekly and adjustments made as necessary. 
Design
	This is a quality improvement project in that it was developed to implement interventions directed towards homeless residents of SRM in the healthcare system in order to improve health outcomes (Toulany, McQuillan, Thull-Freedman, & Margolis, 2013).  The QI process includes systematic activities including setting goals, performance measurement and feedback, and education (Itri et al., 2017).  By allowing instant feedback on outcomes in the design process, this allowed for adjustment of the interventions put in place during the project implementation (Itri et al., 2017).  The intervention that were implemented were health promotion and education for the homeless residents at SRM to improve the overall health outcomes of this population.  Outcomes of quality improvement projects include health services, changes in health behavior and status, and patient satisfaction (Health Resources and Services Administration, 2011).  These are all consistent with the outcome goals of the project our group implemented. 
Setting
	The project was conducted at Smithfield Rescue Mission in Johnston County, North Carolina.  This is located in Johnston County where the rate of uninsured adults (16.4%) was higher when compared to North Carolina (15.1%) overall (NCIOM, 2016).  It is a Christian based program, although anyone is welcome irrespective of religion, designed as a place for recovery or emergency shelter for homeless individuals” (Men’s Ministry, 2016).  The New Life Program is a program that is already in place that is for the homeless individuals who are interested in receiving medical assistance, job training, and Christian counseling.  These are the individuals who are referred to as residents at the facility (Men’s Ministry, 2016).  The staff of SRM consists solely of volunteers including an executive director, director of men’s services, case manager, marketing and development director, emergency shelter services manager, and a volunteer nurse practitioner.  SRM can hold nine to 12 New Life residents and nine to 12 emergency or short-term visitors with a total capacity of 21 at one time. 
Sample
	The sample for this project included the staff of Smithfield Rescue Mission who work directly with the residents of SRM.  This included a total of 4 staff members made up of volunteers and employees. The residents of the SRM who received the education from the staff consist of mostly middle-aged adult men.  There is no specific age, race, or ethnicity of the men because the residents of Smithfield Rescue Mission are not guaranteed to stay consistent throughout the project. Therefore, the sample is the staff of the Rescue mission with an overall focus on the homeless individuals.  
Methods
	The four doctoral students completed the project under the supervision of the nurse practitioner on staff at the clinic who is closely involved and familiar with the leadership staff and processes of Smithfield Rescue Mission.  The overall project was divided amongst four group members and included primary prevention, secondary prevention, tertiary prevention, and community outreach.  During the months prior to the implementation of the project, educational material was gathered and placed into a reference notebook for the staff and handouts and brochures were collected for distribution to the residents.  One class per week was offered to the staff between the weeks of September 11th and October 2nd of this year with a total of four classes.  Classes included information on nutrition, medication adherence, disease prevention and infection control, and hypertension management.  The staff was also provided with a reference notebook which will include information on the above topics as well as brochures and handouts to give to the residents of SRM to supplement their learning.  The educational material was provided to the staff so that they will be able to continue the educational classes in the future.  This is based on the idea that educational classes have been proven to be effective in and accepted by the homeless population (Koh et al., 2015).  Records of data on individual residents was not kept and no personal data was collected on the residents. 
Protection of Human Subjects
	SRM and the Office of Research Integrity and Compliance (ORIC) at East Carolina University determined that this project is a quality improvement project and therefore did not need to have IRB approval.  The project does not meet the federal description for human research and therefore does not require IRB approval.  There will be no data collected on the residents during this project. There was no treatment in this aspect of the project, it was only information provided to the staff and residents, which eliminates the risk for bodily harm as well.  Overall, the interaction that occurred were solely with the leadership staff of Smithfield Rescue Mission itself and not with the residents of SRM. 
Tools
	The tools for this portion of the project consist of educational material for the staff and residents and an evaluation tool.  Prior to the implementation of this project, the literacy level of the current residents was unknown due to lack of an evaluation tool to assess this during the intake process.  Therefore, included in the comprehensive intake form, which was developed by one of the group members, was the Rapid Estimate of Adult Literacy in Medicine – Short Form (REALM-SF).  This tool was to be used during the intake process for new residents so that education could be aligned with the health literacy level of the population.  This tool was never used, therefore the educational tools remained unchanged.  When developing the tools, literacy level was taken into consideration, but since this was an unknown, the tools were developed for a fifth-grade reading level.  English was the primary language for the current residents at SRM, therefore tools were developed in English only.  The tools for the staff include handouts on nutrition, hypertension, infection control and disease prevention, and medication adherence, and a staff reference for dietary guidelines. This material for the staff will aide in the education that they provide to the residents in the future.  Examples of the tools discussed below can be found in Appendix E.
	The staff handout on nutrition covers basic information related to nutrition guidelines. The handout starts with the problems related to nutrition in the United States and the reasons why a healthy diet is important.  It goes on to include dietary guidelines and recommendations as well as recommendations on physical activity.  The information for this handout was derived from U.S. Department of Health and Human Services (2015).  The reference guide where this information was derived from was also included in the notebook to serve as a reference guide to the staff. 
The staff handout for hypertension covers basic material on blood pressure.  This includes the definition, risk factors, signs and symptoms, normal and abnormal levels, and how to manage high blood pressure.  The information for this handout was derived from the Centers for Disease Control and Prevention (2016).
	The staff handout on infection control and disease prevention covers basic material on the spread and management of communicable diseases.  The handout includes examples of communicable diseases, basic health hygiene, and ways to protect one’s self from illness.  The information for this handout was derived from North Carolina Public Health (2013).
	The staff handout on medication adherence discusses risks of medication non-adherence and benefits of medication adherence.  This handout also includes contributing factors to nonadherence and ways to improve medication adherence.  The information for this handout was derived from American Heart Association (2017).
There is a staff education PowerPoint that was created using the material from all the above handouts.  This was used in the education session to review the material the staff will be teaching to the residents. Each staff member was provided with a copy to follow along with during the education session and to keep for future reference.  
The tools for the residents include handouts and brochures on fruits and vegetables, hypertension, infection control, hand hygiene, and medication adherence. The purpose of the educational material for the residents is to supplement their learning. Copies were given to the staff to be handed out during resident education sessions, and also so the staff could produce more copies when necessary. 
There is a brochure related to nutrition to be supplied to the residents. This brochure includes information on ways to include fruits and vegetables in your diet. It also provides examples of substitutions, for example grapes instead of raisins and explains the benefits of the substitution. The brochure is easy to read and includes pictures to help with explanations. This brochure is a product of the Centers for Disease Control and Prevention (2016).
Material related to infection control for the residents include a hand hygiene handout and poster. The handout includes why, when, how to wash hands as well as what type of soap to use.  This handout is a product of the Centers for Disease Control and Prevention (2016).  The poster is displays an 11-step process with descriptive pictures and words on how to effectively wash hands.  This handout is a product of the World Health Organization (2009).  There is also a handout that discusses ways to prevent infection. This includes items such as covering your mouth and nose, washing your hands, and getting vaccinated.  This handout is a product of The Joint Commission (n.d.).
There is also a brochure discussing medication adherence.  This brochure covers material such as the importance of taking prescribed medication, ways to remember to take medication, and ways to address concerns with medications.  This brochure is a product of the Office of Mental Health (n.d.).  Also included in the handouts for the residents for medication adherence is a medication tracking sheet which will be for their use only.  This will be a tool that will allow them to keep track of what medications they are on, when they take them, and how they make them feel.  This will allow them to document their concerns about their medications and share this information with their healthcare provider 
An evaluation tool was also developed for data collection.  Information documented on this tool includes how many classes were taught to staff, how many staff attended the classes, and how many classes the staff taught to the residents.  This was independently created without the use of another source. 
Data Collection
	There was minimal data collection for this portion of the project.  The data collected included the number of classes taught to the SRM staff, the number of staff that attend the classes, and the number of classes taught by the staff to the residents.  Attendance was documented for classes taught to staff.  Each week data was collected regarding classes taught to the residents including how many classes taught and what they were.  The data was collected after each class taught to the staff or residents then summed up at the end of the implementation process. 
Data Analysis
	Throughout the implementation process, data was collected weekly.  The total number of staff who attended the education session was determined and converted into a percentage.  The total number of classes taught by the staff was also determined at the end of the implementation period.  This was also converted into a percentage using the total classes taught and the total number of potential classes to be taught. 
Cost Analysis and Budget
	The projected cost of the development and implementation of this project is estimated to be a total of about $716.83.  This total includes cost of gas, lunch during a meeting, and supplies to create the notebooks for the staff.  Cost of gas was based off the standard millage rates from the IRS for 2017.  Cost of supplies were based of office supply websites and receipts of items already purchased. Funding for this project came from government-based student loans.  See table in Appendix F for breakdown of cost analysis.    
Limitations
	There are limitations to this portion of the project.  One limitation is the limited amount of research that has been done on the topic of health promotion and education in the homeless population. This made the justification for the project difficult to support with current research.  Another limitation is the lack of involvement with the residents. More involvement with the residents would possibly give a better indication of how the classes were received and what needed to be improved on. Since the main goal of my project is to implement a health promotion and education program for the residents, it is not necessary to be involved directly with the residents. This is also a vulnerable population, so any unnecessary involvement could have impeded the progression of this portion of the project. Another limitation may be the lack of interest in the classes by the residents, and therefore they may not attend the sessions as anticipated. The staff is also limited at SRM, so finding time for someone to teach the classes to the residents is also a limitation that may affect the project outcomes. These are factors that cannot be controlled but must be considered to properly evaluate the outcome of this portion of the project. 
Summary
	Overall, the design of this project is quality improvement with a goal of developing and implementing a health promotion and education program for the residents at SRM.  Educational material for the staff and residents were obtained from several credible resources to ensure accurate information will be provided.  The development of the project took careful consideration to ensure that there would be no research done or data collected on the residents of SRM.  This allowed us to bypass the IRB approval process.  Although there were limitations to this project, they were not significant to the success of the project and did not impede its implementation.


Chapter 4: Results
	For this portion of the project, the measurable results were relatively straight forward.  The focus was to provide the staff with education and information to prepare them to educate the residents on the priority health promotion topics for homeless population.  An understanding of the staff’s health literacy went into the planning and design of this project.  Information provided was intended for a lay person with no healthcare educational background so that it could be easily understood by the staff and passed along to the residents.   This was done to help decrease potential barriers to and ensure that the outcomes of this portion of the project were met. 
Participant Demographics
	The participants of this project included four SRM staff members who work directly with the residents of SRM.  Three of these participants work during the day, and the fourth is on site during evening hours.  Two of the staff are full time employees with whom we worked directly with on a weekly basis.  This staff is made up of three adult men and one women and includes both employees and volunteers.  The men consist of two Caucasians and one African American, and the woman is Caucasian.  These demographics are displayed in a table in Appendix G. 
Intended Outcomes
	Outcomes measured for this project included the number of staff education classes completed, the number of staff that attended the classes, and the number of classes taught by the staff to the residents.  Initially the intention was to hold individual education sessions for each health promotion topic.  Due to weekly meetings with the group and some staff members and the busy, varying schedules of the staff, this outcome was adjusted.  It was decided that one education session would be held and would encompass all the health promotion topics focused on for this project.  This was done to help ensure that all staff members would be present at the session and therefore receive the necessary information for classes.  Following staff education, it was intended that a minimum of one class per health promotion topic be held for the residents.  
Findings 
A one hour-long education session was provided to the staff which was a reduction from the initial plan of four classes.  Therefore, 25% of the staff education classes were held, but still contained 100% of the intended content.  Follow-up classes were also offered on an as needed basis if any further discussion or education was required following classes with the residents.  Prior to scheduling the education session, times and days were discussed with one of the lead staff members.  A day and time was decided on that expectantly fit everyone’s schedule.  This was done to help ensure all staff members would be present for the session.  Of the four participants, three (75%) attended the education session that was developed to prepare them for educating the residents of the Rescue Mission.  Of the four classes intended to be taught to the residents, only one class on infection control and disease prevention was provided resulting in 25% of the classes being taught.  Individual notebooks were created by the project group for each staff member that included all the tools, handouts, policies, procedures, and resources developed and obtained during the planning and implementation of this project.  The education tools and handouts that were developed for the staff were included in these notebooks for future reference. Refer to Appendix D for completed evaluation table. 
Summary
	The overall goal for this portion of the project was to develop and implement an educational program on nutrition, mediation adherence, disease prevention and infection control, and hypertension management at SRM.  With the development and implementation of this intervention, it was intended that the staff pass on this education to the residents.  Health promotion is defined by the WHO (2017) as “the process of enabling people to increase control over, and to improve, their health”.  Health promotion through education has the potential to give the homeless population the knowledge and tools they need to understand the importance of and relationship between health behaviors, illness and disease, quality of life, and cost of health maintenance and treatment.  With this knowledge and understanding they will be more equipped to make healthy lifestyle change and behavior modifications to maintain or improve their health.


Chapter 5: Implications for Nursing Practice
	Although Doctor of Nursing Practice (DNP) graduates are prepared for an array of nursing disciplines, there are competencies that are essential to all DNP prepared nurses no matter what their specialty (American Association of Colleges of Nursing (AACN), 2006).  Highlighted in reports by the Institute of Medicine (IOM) on health care delivery, patient safety, health professions education, and leadership in regard to nursing practice have included human errors and financial issues due to failures in the healthcare delivery system (AACN, 2006).  Due to these reports, the IOM and National Research Council of the National Academics recommend that nursing curriculums prepare nurses to be proficient in interdisciplinary practice, information systems, quality improvement, and patient safety (AACN, 2006).  There are eight DNP Essentials of Doctoral education for advanced practice nurses (APRNs), which are listed below, that must be accomplished by the end of a student’s educational program (AACN, 2006).  
Practice Implications
	Essential I: Scientific underpinnings for practice.
	This essential aligns with the overall idea of quality improvement projects. This essential states that the DNP program will prepare graduates to ensure that nursing science acts as the basis for nursing practice, use evidence-based theories and concepts to enhance and improve health and healthcare delivery and then evaluate the outcomes, and develop and evaluate new approaches to practice based on nursing theories as well as theories from other disciplines (AACN, 2006).  The process of evaluation is stated twice in this essential.  In relation to this project, evaluation was a crucial step in the implementation process.  Once the implementation process began, it was discovered that there were obstacles that had not been considered.  Given this and given the overall goal of the project, steps were taken to help ensure this goal was met.  This shows that in practice, when changes are being implemented, it is important to be able to evaluate the outcomes and adjust as needed to improve health and healthcare delivery.  
Essential II: Organization and systems leadership for quality improvement and systems thinking.  
Within this essential it states that the DNP graduate must “analyze the cost-effectiveness of practice initiatives accounting for risk and improvement of health care outcomes” (AACN, 2006, p. 11).  This portion of the project focused on implementing a health promotion and education program for the staff at SRM to use with their residents.  Although the staff did not participate as much as expected in the final step of the project, teaching the residents, the implementation and execution of the intervention did not cost the Rescue Mission anything except time.  Overall outcomes for the residents cannot be commented on, but the expectation of health promotion and education provided on nutrition, medication adherence, disease prevention and infection control, and hypertension management would be that there would be an improvement in the health of the residents or at minimum an improvement healthcare knowledge.  Overall, there are both cost and healthcare benefits that come from health promotion. 
	Essential III: Clinical scholarship and analytical methods for evidence-based practice.
	This essential discusses the ability of the DNP graduate to review and analyze existing literature; design, implement, and evaluate quality improvement projects; apply findings to improve practice; and to disseminate findings from these projects to improve healthcare outcomes (AACN, 2006).  During the literature review process, it was discovered that there was minimal evidence that focused specifically on the topics of interest for this project.  There needs to be more research and quality improvement projects done that focus on health promotion through the use of education in the homeless population.  This is a population that has an increased risk for health problems, decreased access healthcare which leads to increased emergency room visits.  With more projects that focus on primary, secondary, and tertiary prevention in the places where homeless individuals reside, such as SRM, overall health and access to care could be improved.  Dissemination is one of the final key step to a quality improvement project.  It is important that the design and results of this project are shared with the healthcare community so that others can replicate the design and expand the literature on the topic.   
Essential IV: Information systems/technology and patient care technology for the improvement and transformation of healthcare.  
This essential states that the DNP graduate must be able to use information systems and technology manage and collect data from information systems, as well as use these systems to evaluate healthcare systems and outcomes, and to improve patient care.  Information systems and technology was not used during this project.  The setting for this project was not a healthcare site and worked with paper files on their residents.  The idea of this project could be implemented in a setting in which patient care systems and technology are utilized.  If electronic systems were in place, a process could be implemented that would notify staff of residents in need of specific education, screenings, or vaccines.  This would help ensure the health and safety of those residing at the rescue mission. 
	Essential V: Healthcare policy for advocacy in healthcare.  
	This essential focuses on how the DNP graduate must be prepared to take part in healthcare policy to advocate for improvement in the healthcare delivery system including, but not limited to, access to care, health disparities, and quality of care (AACN, 2006).  The homeless population lacks access to quality healthcare due to many health disparities.  The education provided to nurse practitioners (NP) focuses heavily on providing quality care to all populations including those who lack adequate access to healthcare due to a variety of health disparities.  Health promotion and education for the homeless population is an area where NPs can play a key role.  The role of health promotion and education for the homeless population is an area that needs more attention, and NPs are in a great position to implement quality improvement projects on this or integrate this into their practice. 
Essential VI: Interprofessional collaboration for improving patient and population health outcomes.  
This essential states that DNP graduates should be able to effectively work with, lead, and collaborate with interprofessional teams to improve the healthcare delivery system.  This project required interprofessional collaboration between the group and the staff of SRM.  This collaboration was between DNP students and the staff of SRM who come from different educational backgrounds that do not include healthcare.  When discussing interprofessional collaboration, it is often thought of collaboration between different members of the healthcare team.  The healthcare system is affected by and encompasses people from many diverse backgrounds and disciplines.  Therefore, it is important to not only be able to work with, lead, and collaborate with healthcare professionals, but with anyone who affects or is affected by the healthcare system. This project demonstrated that when working with professionals without a healthcare background and trying to implement a healthcare program, it is important to be mindful of this and adjust as needed so that the project can be successful. 
Essential VII: Clinical prevention and population health for improving the nation’s health.  
This essential states that the DNP graduate should be able to analyze data on individual and population health, synthesize concepts related to prevention and population health, and evaluate interventions that address health promotion and disease prevention and improve health and access to care (AACN, 2006).  The focus of this project was implementing a healthcare program at SRM which included a health promotion component.  There was no evaluation of resident outcomes for this specific project.  This is an area that needs more attention in the literature.  The implementation of a healthcare program mimicking the one put in place at SRM could provide the basis for another project in which resident outcomes were the focus.  This would provide great insight on how this program actually affects the residents of rescue missions. 
	Essential VIII: Advanced nursing practice.  
	In this essential it is stated that DNP graduates should be able to design, implement, and evaluate evidence-based care to help improve patient outcomes (AACN, 2006).  This was the process through which our group went through to implement the healthcare program at SRM.  A healthcare program was put in place for the residents at SRM that consisted of primary, secondary, and tertiary prevention.  The aspects of this project relate to advanced nursing practice in that the goal was to prevent negative health outcomes, appropriately screen individuals prior to residing at the facility, and provide the residents access to healthcare and minimize emergency department utilization.  During this process, it was realized that constant evaluation is key to a successful quality improvement project.  The PDSA cycle was used throughout the project and is recommended in future quality improvement projects.  It allows for constant evaluation and adjustments as needed which is the only way to ensure a successful and sustainable project.  
Summary
	The eight DNP essentials were focused on throughout this program as well as throughout this project. They play a significant role not only in quality improvement DNP projects, but also in advanced nursing practice.  DNP prepared nurses have a responsibility to provide quality, evidence-based care to their patients and communities.  It is also important that DNP prepared nurses are able to effectively work with other members of the healthcare team in order to provide quality and cohesive care. These essentials hold DNP graduates to a high standard and the components of these essentials need to be present in all the work done by these graduates. 


Chapter Six: Final Conclusions
	The overall group project was one that was much needed to improve services for both staff and the residents at the SRM.  This section of the project that focused on health promotion is an important aspect for any healthcare program.  Although health promotion is an important aspect of healthcare for any individual, it is especially important to promote health through primary prevention in the homeless population due to their lack of access to healthcare resources.  Preventing diseases and disease complications through education is a simple way to reduce healthcare needs and costs for this population. 
Significance of Findings
	The results of this portion of the project were not what was expected.  Initially the staff seemed enthusiastic about the idea of the overall project.  This portion of the project required the staff to provide education to the residents, which was not a priority nor was it normally their responsibility if this was done in the past.  This shows that when implementing an intervention into a system, it is important to know the priorities of the staff as well as their willingness and ability to take part in the implementation.   In Lewin’s Change Theory, there are three stages of change which include unfreezing, movement, and refreezing (Manchester et al., 2014).  The theory explains that change happens in a sequential manner and for one phase to take place the preceding one must occur first (Manchester et al., 2014).  Therefore, in order for movement, or change, to happen, unfreezing the stakeholders and ensuring their commitment must happen (Manchester et al., 2014).  If there had been more buy-in from the staff at SRM during the unfreezing stage of the project, the implementation may have been more successful.  This could have been done by presenting the staff with the evidence that supports the project and the evidence that justifies the need for the project.  
Project Strength and Limitations
	There were both strengths and limitations to this project. Weekly meetings with the staff proved to be very beneficial in that it allowed everyone to address any concerns, follow up on tasks, and discuss the project as a whole.  At every meeting after the education session provided to the staff, they were asked if any classes had been provided to the residents. Up until the very end of the project, classes were not being provided.  Therefore, a major limitation of this portion of the project was that for a variety of reasons, the staff was unable to provide the education to the residents.  Reasons included lack of time, minimal staff, and other tasks took priority over education and health promotion.  A change in the implementation plan was then determined, so that community volunteers were empowered to provide education.  One volunteer was a Johnston County Family and Consumer Science Agent who had the knowledge and resources to provide education on nutrition.  The other volunteer was a labor and delivery nurse working on her Master’s in nursing education who had the ability to provide education on a variety of healthcare topics specifically for the Women’s home which opened towards the end of the implementation of the project.  The volunteers were knowledgeable in their specific fields and did not require any preparation or education from the staff.  They utilized content and resources of their own to educate the residents at SRM.  Contact information of the volunteers was given to the staff which allowed the staff to coordinate class schedules with the volunteers.  This resource list was a much-needed component of this project and ensured that the residents would receive the education they need.  Another strength was that it was a group project.  The different components of the project complemented each other and would have not been as beneficial alone as they were together. 
Project Benefits
	Although there were not as many classes taught to the residents as expected during the implementation period, the staff has educational handouts to help guide these classes if and when they decide to provide them.  These resources were placed in individual notebooks for each staff member so that they have access to them at all times.  The resource list of volunteers willing to provide education to the residents was another major benefit of the project.  This took pressure off the staff and provided them with assistance in providing health promotion to their residents.  After the conclusion of the implementation of the project, the staff has continued the education program and the volunteers have taught classes regularly for the residents.  The overall benefit of this portion of the project is that now the residents will be educated on ways to improve and maintain their health which in turn will potentially decrease health care costs and emergency room visits. 
Recommendations for Practice
	Health promotion is a key component in every healthcare system.  With the implementation of the overall project, the primary prevention component is one that is imperative to include.  Through primary prevention and health education, this population will be given tools to make healthier life style choices, minimize the spread of disease, and better manage their health problems.  Sustainability was addressed by providing the staff with notebooks containing the necessary handouts on nutrition, hypertension, infection control and disease prevention, and medication adherence. This material will aide in the education that they provide to the residents in the future.  It is recommended that if asking staff without a healthcare educational background to provide the education, a notebook be provided with the necessary resources to guide the educational sessions.  By providing a notebook containing all components of the group project, the stakeholders have the necessary tools to allow them to continue the program that was developed and implemented by the group.  If implementing this type of program in a system with limited time and resources or competing priorities, providing outside volunteers to assist with the education is recommended to ensure sustainability of the project and that the necessary information reaches the residents or population of interest.  
Final Summary
	Overall this Smithfield CARES project was successful.  Each staff member was provided with a notebook containing all the policies, procedures, resources, and education they needed to sustain this healthcare program.  The health promotion aspect would have been more successful if providing outside resources for the staff to assist with education was a goal from the beginning.  This was not initiated until the middle of the implementation process and it was not until the end of this process that volunteers were established.  More research is needed that focuses specifically on health promotion through the use of education in the homeless population.  This population is disproportionately affected by mortality due to a variety of causes including chronic diseases (Weinstein et al., 2013).  With more research and quality improvement projects focusing on health promotion in the homeless population, this disparity could potentially be improved with the work of doctorally prepared nurses. 
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	Alton, S., March, A. L., Mallary, L., & Fiandt, K. (2015). Medication adherence in a nurse practitioner managed clinic for indigent patients. Journal of the American Association of Nurse Practitioners, 27(8), 433-440. doi:10.1002/2327-6924.12211
	
Level III
	Barriers and predictors of low adherence rates: difficulty reading/understanding the Rx label, health literacy, and cost of medication.
	Medication adherence rates were high in the NPMC compared to the literature.
	Include education for the residents on the benefits of taking prescribed medication and ways to overcome barriers. 

	Argintaru, N., Chambers, C., Gogosis, E., Farrell, S., Palepu, A., Klodawsky, F., & Hwang, S. W. (2013). A cross-sectional observational study of unmet health needs among homeless and vulnerably housed adults in three Canadian cities. BMC Public Health, 13(1), 577-577. 10.1186/1471-2458-13-577
	Level III
	Of the 1,181 homeless participants, 37% reported unmet needs. 
	Homeless and vulnerably housed adults have a similar likelihood of having unmet healthcare needs.
	Justification for study: Housing has a significant impact on the overall health of individuals.

	Asgary, R., Sckell, B., Alcabes, A., Naderi, R., Schoenthaler, A., & Ogedegbe, G. (2016). Rates and predictors of uncontrolled hypertension among hypertensive homeless adults using New York City shelter-based clinics. Annals of Family Medicine, 14(1), 41-46. doi:10.1370/afm.1882

	Level I
	40.1% of homeless adults have uncontrolled htn compared to 33.3% of nonhomeless adults
	A comprehensive approach to improve uncontrolled htn
	Educate residents on medication adherence, health education, and life style modifications to control htn.

	Badiaga, S., Raoult, D., & Brouqui, P. (2008). Preventing and controlling emerging and reemerging transmissible diseases in the homeless. Emerging Infectious Diseases, 14(9), 1353-1359. doi:10.3201/eid1409.080204
	Level I
	Prevalence of diseases in homeless: Scabies 3.8-56%; Lice 7-22%; HBV 17-30%; HCV 12-30%; active TB 1.2-6.8%; 
	Interventions (tailored education, hygiene, immunizations) used to prevent spread of infection for the homeless should be focused on areas where they live.
	Educate residents on personal, bedding, and clothing hygiene to prevent spread of infection. 

	Bernstein, R. S., Meurer, L. N., Plumb, E. J., & Jackson, J. L. (2015). Diabetes and hypertension prevalence in homeless adults in the united states: A systematic review and meta-analysis. American Journal of Public Health, 105(2), e46-e60. doi:10.2105/AJPH.2014.302330
	Level I
	Prevalence of htn or DM was similar to that of the general population
	Data suggests a widening gap in the rate of increase of htn between the homeless and general population.
	Htn is one of the most prevalent diseases among the homeless who also suffer from factors that contribute to its exacerbation. 

	Butts, J. B.  & Rich, K. L.  (Eds.).  (2015).  Philosophies and Theories for Advanced Nursing Practice (2nd ed).  Burlington, MA:  Jones & Bartlett Learning. 
	n/a
	n/a
	n/a
	Used to define theory.

	Coe, A. B., Moczygemba, L. R., Gatewood, S. B. S., Osborn, R. D., Matzke, G. R., & Goode, J. R. (2015). Medication adherence challenges among patients experiencing homelessness in a behavioral health clinic. Research in Social & Administrative Pharmacy : RSAP, 11(3), e110-e120. doi:10.1016/j.sapharm.2012.11.004
	Level VI
	Patient related, therapy related, and social or economic factors were the most common reasons for medication nonadherence. 
	Many reasons for non-adherence; a multi-faceted approach to this problem is necessary (education, self-management tools – pillboxes)
	Include an educational program that addresses importance of follow up visits and medication adherence.

	Coles, E., Themessl-Huber, M., & Freeman, R. (2012). Investigating community-based health and health promotion for homeless people: A mixed methods review. Health Education Research, 27(4), 624-644. doi:10.1093/her/cys065
	Level I
	All of the intervention studies had positive effects in the participants’ engagement and had a many had a positive impact on health compared to the control group. 
	Community-based health promotion that focuses on both the physical and social aspects of the person can be beneficial for the homeless.
	Include health promotion education on the project topics

	Fryling, L. R., Mazanec, P., & Rodriguez, R. M. (2015). Barriers to homeless persons acquiring health insurance through the affordable care act. The Journal of Emergency Medicine, 49(5), 755. doi:10.1016/j.jemermed.2015.06.005
	Level VI
	Most common/significant barrier to Medicaid enrollment for homeless: not being aware if qualified.
	Homeless individuals have less knowledge of ACA than general population
	Facts from article used for need for quality improvement project.  

	Health Resources and Services Administration. (2011). Quality improvement (QI) and the importance of QI. Retrieved from: https://www.hrsa.gov/quality/toolbox/methodology/qualityimprovement/
	n/a
	n/a
	n/a
	Used to define QI

	Hunter, C. E., Palepu, A., Farrell, S., Gogosis, E., O’Brien, K., & Hwang, S. W. (2015). Barriers to prescription medication adherence among homeless and vulnerably housed adults in three Canadian cities. Journal of Primary Care & Community Health, 6(3), 154-161. doi:10.1177/2150131914560610
	Level IV
	26% of participants reported med. nonadherence with reasons including SEs, cost, lack of provider.
	Homeless individuals face many barriers to medication adherence.
	Data supports need for quality improvement measures directed at medication adherence.

	Itri, J. N., Bakow, E., Probyn, L., Kadom, N., Duong, P. T., Gettle, L. M., . . . Rosenkrantz, A. B. (2017). The science of quality improvement. Academic Radiology, 24(3), 253-262. doi:10.1016/j.acra.2016.05.010
	n/a
	n/a
	n/a
	Used as evidence to support claim of QI project design

	Kamran, A., Azadbakht, L., Sharifirad, G., Mahaki, B., & Mohebi, S. (2015). The relationship between blood pressure and the structures of Pender’s health promotion model in rural hypertensive patients. Journal of Education and Health Promotion, 4 doi:10.4103/2277-9531.154124
	Level II
	The HPM was able to predict 71$% of changes in SBP 
	Perceptions affect self-care; self-care affects BP and therefore perceptions are related with the outcomes of behaviors.
	Recognize health perceptions and include health promoting behaviors in education sessions to improve self-care behaviors and therefore outcomes of behaviors.

	Koh, H. K., & O'Connell, J. J. (2016). Improving health care for homeless people. Jama, 316(24), 2586-2587. doi:10.1001/jama.2016.18760
	Level VII
	n/a
	A greater effort from society will be needed to reduce the health disparities and improve the health of the homeless pop. 
	Used for data to support need for QI project at SRM.

	Koh, K. A., Bharel, M., & Henderson, D. C. (2016). Nutrition for homeless populations: Shelters and soup kitchens as opportunities for intervention. Public Health Nutrition, 19(7), 1312-1314. doi:10.1017/S1368980015002682
	Level VI
	Shelters & soup kitchens (SKs) can improve food quality on limited budget; shelters and SKs offer convenient location for nutrition education 
	Improving food quality and education in homeless shelters and SKs, this population will have the chance to improve their nutrition & health.
	Educate staff who will then educate the residents on ways to improve nutrition.  

	Manchester, J., Gray-Miceli, D. L., Metcalf, J. A., Paolini, C. A., Napier, A. H., Coogle, C. L., & Owens, M. G. (2014). Facilitating Lewin's change model with collaborative evaluation in promoting evidence based practices of health professionals. Evaluation and Program Planning, 47, 82-90. 10.1016/j.evalprogplan.2014.08.007

	V
	n/a
	Lewin’s change model plays an important role in implementing EBP in the clinical setting.
	Use of change theory to discuss the process of implementation and its barriers.  

	Moczygemba, L. R., Kennedy, A. K., Marks, S. A., Goode, J. R., & Matzke, G. R. (2013). A qualitative analysis of perceptions and barriers to therapeutic lifestyle changes among homeless hypertensive patients. Research in Social and Administrative Pharmacy, 9(4), 467-481. doi:10.1016/j.sapharm.2012.05.007
	Level VI
	Participants had mixed understanding of how TLCs affected HTN & were more familiar with dietary and smoking recommendations and less with exercise, alcohol, and caffeine. Barriers to implementation of TLCs: poor access to healthy foods and exercise equipment, and lack of info on recommendations.
	TLCs offer benefits when it comes to controlling BP; homeless individuals face many barriers in implementing these and therefore research and interventions need to focus on facilitating TLCs among homeless individuals.
	Include TLCs in hypertension management education session. 

	Men’s Ministry. (2016, November 03). Retrieved from: https://smithfieldrescue.org/services/mens-ministry/
	n/a
	n/a
	n/a
	Information on project site. 

	National Health Care for the Homeless Council. (2016). Prevention & Response to Infectious Diseases Within the Homeless Population. Retrieved from: https://www.nhchc.org/wp-content/uploads/2016/05/fact-sheet_infectious-diseases_hrsa-approved-final-version-1.pdf 
	n/a
	n/a
	Homeless individuals are at increased risk for infectious diseases d/t behavioral, social, and environmental factors. 
	Educate on ways to prevent infection focusing mainly on self-care behaviors. 

	Neiheisel, M. B., Wheeler, K. J., & Roberts, M. E. (2014). Medication adherence part one: Understanding and assessing the problem. Journal of the American Association of Nurse Practitioners, 26(1), 49-55. doi:10.1002/2327-6924.12099
	Level I
	Average medication adherence rate of 79.4%
	Many ways to assess med. adherence; self-reporting is the simplest but not the most accurate
	Article used mainly to support need for QI in this area. 

	North Carolina Coalition to End Homelessness. (2017). Continuum of care: Homeless count:  Emergency Shelters, transitional housing, and unsheltered count North Carolina point-in-time count: January 28, 2015. Retrieved from: http://www.ncceh.org/media/files/page/b60333d4/2015_NC_PIT_Count.pdf 
	n/a
	Point-in-time estimate: 10,683 homeless individuals in NC w/ 48% of these being single men w/o kids.
	n/a
	Data used to describe the problem and support need for QI project directed towards homeless men in NC.

	Our Story and Purpose. (2016, November 03). Retrieved from https://smithfieldrescue.org/about-us-3/
	n/a
	n/a
	n/a
	Information on project site.

	Rustad, C., & Smith, C. (2013). Nutrition knowledge and associated behavior changes in a holistic, short-term nutrition education intervention with low-income women. Journal of Nutrition Education and Behavior, 45(6), 490-498. doi:10.1016/j.jneb.2013.06.009
	Level VI
	Health and nutrition education sessions increased knowledge and led to behavioral changes in low income women.
	Using nutrition education can improve the knowledge and behaviors of low-income women. 
	Used to support the implementation of nutrition education for the homeless residents at SRM to improve knowledge and behaviors related to nutrition.

	Seale, J. V., Fallaize, R., & Lovegrove, J. A. (2016). Nutrition and the homeless: The underestimated challenge. Nutrition Research Reviews, 29(2), 143-151. doi:S0954422416000068 [pii]
	Level I
	Homeless individuals’ diets are usually high in saturated fats and low in fiber and other micronutrients which impacts health negatively. 
	No consensus on the best intervention to address nutrition in this population. Educational programs have been developed, but it was not determined if they led to behavior changes. 
	Used to review what interventions have been done and the outcomes produced, specifically with educational programs.

	Seiler, A. J., & Moss, V. A. (2012). The experiences of nurse practitioners providing health care to the homeless. Journal of the American Academy of Nurse Practitioners, 24(5), 303-312. doi:10.1111/j.1745-7599.2011.00672.x
	Level VI
	5 themes & 13 subthemes emerged describing NP’s experiences w/ providing healthcare to homeless. 
	A different approach is required to meet healthcare needs of homeless compared to general population. 
	Supports the need for QI project with this population.

	Solari, C. D., Morris, S., Shivji, A., Souza, T. (2016) The 2015 annual homeless assessment report (AHAR) to congress: Part 2 - Estimates of homelessness in the United States. Retrieved from: https://www.hudexchange.info/resource/5162/2015-ahar-part-2-estimates-of-homelessness/
	n/a
	n/a
	n/a
	Used to define homelessness in definition section

	Toulany, A., McQuillan, R., Thull-Freedman, J. D., & Margolis, P. A. (2013). Quasi-experimental designs for quality improvement research. Implementation Science, 8(Suppl 1), S3-S3. doi:10.1186/1748-5908-8-S1-S3
	n/a
	n/a
	QI projects are designed to redesign a healthcare system to improve outcomes 
	Help describe how this project qualifies as QI

	Weinstein, L. C., La Noue, M. D., Plumb, J. D., King, H., Brianna, S., & Tsemberis, S. (2013). A primary care-public health partnership addressing homelessness, serious mental illness, and health disparities. Journal of the American Board of Family Medicine, 26(3), 279-287. doi:10.3122/jabfm.2013.03.120239
	Level VI
	This partnership is evolving to function as an integrated person-centered health home and local public health monitoring system.
	Combining on site primary care with Housing First provides opportunities for improving health in the homeless population.
	Statistics used to help explain the problem and support need for QI project in this population.  
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IRB Waiver
[image: ]EAST CAROLINA UNIVERSITY
Office of Research Integrity and Compliance (ORIC)
University & Medical Center Institutional Review Board (LJMCIRB)
Brody Medical Sciences Building, 4N-70• 600 Moye Boulevard • Greenville, NC 27834
Office 252-744-2914 • Fax 252-744-2284 • www.ecu.edu/irb

	TO:
	Elizabeth Laney, ECU College of Nursing, DNP Program

	FROM:
	Office of Research Integrity & Compliance (ORIC)

	DATE:
	July 21, 2017
Doctor of Nursing Practice (DNP) Scholarly Project

	TITLE:
	Smithfield CARES Initiative: Implementation of the Health Promotion and Education


This activity has undergone review on 7/21 / 2017 by the ORIC. Four Doctor of Nursing Practice candidates are planning a quality improvement initiative that will start a primary healthcare clinic at Smithfield Rescue Mission (SRN'I) in Smithfield, NC. The purpose of this part of the project is to initiate health promotion and education sessions for the SR-M residents on health topics including nutrition, medication adherence, disease prevention and infection control and hypertension management. Education classes will first be provided to the staff along with a notebook (with educational handouts) as a reference guide to use in educating residents. Smithfield Rescue Mission has determined this project to be a quality improvement 	that does not require IRB review and the ORIC agrees.
This activity is deemed outside of UMCIRB jurisdiction because it does not meet the current federal descriptions for human subject research. Therefore, this activity does not require UMCIRB approval. Contact the office if there are any changes to the activity that may require additional UMCIRB review or before conducting any human research activities.
Relevant Definitions for Human Subject Research:
· Research means a systematic investigation, including research development, testing and evaluation, designed to develop or contribute to generalizable knowledge. Activities which meet this definition constitute research for purposes of this policy, whether or not they are conducted or supported under a program which is considered research for other purposes. For example, some demonstration and service programs may include research activities
· Human subject means a living individual about whom an investigator (whether professional or student) conducting research obtains:
(1) Data through intervention or interaction with the individual, or
(2) Identifiable private information.
The UMCIRB applies 45 CFR 46, Subparts A-D, to all research reviewed by the UMCIRB regardless of the funding source. 21 CFR 50 and 21 CFR 56 are applied to all research studies under the Food and Drug Administration regulation. The UMCIRB follows applicable International Conference on Harmonisation Good Clinical Practice guidelines.


Appendix C
Timeline
DNP I (Project Development) 
· Dr. King Combined Proposal: 2/21
· Project Proposal: 3/8
· Copy of contract info: 3/8
· SMR Visit: 3/10
· Timeline: 3/13
· RRM Visit: 3/14
· Submit paper to OWL for review: 3/25
· CITI Training: 3/ 27
· Complete grant application: 3/31
· Compare breakdown of request with group’s to maximize grant amount prior to completion
· Submit to Dr. King for review
· 1st Draft paper: 4/3
· Grant application: 4/10
· Final: 4/26
· Time log: 4/28
 DNP II (IRB & Project Site Approval)
· Potential VCAN grant funding: 6/1
· Work on personal budget: 6/15
· Compare with rest of group
· IRB approval (Submission): 6/5
· Budget: 6/26
· Complete teaching tools (brochures, posters, etc.) for each topic to be discussed w/ residents: 6/30
· Present education material to SRM & discuss implementation process: 7/10
· Discuss if there is any need for outside educators
· Discuss with SRM staff best time to hold information/education sessions for residents
· Synthesis of Literature & Literature Matrix: 7/21
· Complete design (implementation): 7/21
· Time log: 7/21
DNP III (Implementation)
· Implementation of project: 
· Discuss with staff scheduling of education sessions for residents: 8/30
· Make copies of any educational material that can be handed out/left for residents & deliver to SRM: 9/5
· Meet weekly (or more if necessary) with staff to evaluate program implementation (PDSA): 9/5 – 12/5
· Make changes as necessary 
· Steps in implementation process: 11/17
· Barriers: 11/17
· Limitations: 11/17
· Stats Analysis: 11/17
· Lessons learned: 11/17
· Time log: 12/4
DNP IV (Project Evaluation)
· Evaluate Project: 3/19/18
· Further Project Implementation & Evaluation: 3/19/18
· Finish Paper: 4/2/18
· Dissemination Plan (Smithfield Rescue Mission): April 2018
· Poster: April 2018
· Poster presentation: April 2018
· Time log: End of April 2018


Appendix D
Pender’s Health Promotion Model
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Appendix E
Tools
Staff Nutrition Handout
Dietary and Physical Activity Guidelines and Recommendations
Rates of chronic diseases have increased and diet and physical inactivity contribute to many of these.
About ½ of all American adults have 1 or more preventable, diet-related chronic disease. These include: Cardiovascular disease, Type 2 Diabetes, Overweight and Obesity
Eating healthy and regular physical activity can improve health and reduce the risk of chronic diseases 
Guidelines:
· Follow a healthy eating pattern across the lifespan: All food and beverage choices matter. Choose a healthy eating pattern an appropriate calorie level to help achieve and maintain a healthy body weight, support nutrient adequacy, and reduce the risk of chronic disease.
· Eating pattern: The combination of foods and beverages that constitute an individual’s complete dietary intake over time. Often referred to as a “dietary pattern,” an eating pattern may describe a customary way of eating or a combination of foods recommended for consumption. Specific examples include USDA Food Patterns and the Dietary Approaches to Stop Hypertension (DASH) Eating Plan.
· Focus on variety, nutrient density, and amount: To meet nutrient needs within calorie limits, choose a variety of nutrient-dense foods across and within all food groups in recommended amounts.
· Nutrient dense: A characteristic of foods and beverages that provide vitamins, minerals, and other substances that contribute to adequate nutrient intakes or may have positive health effects, with little or no solid fats and added sugars, refined starches, and sodium. Ideally, these foods and beverages also are in forms that retain naturally occurring components, such as dietary fiber. All vegetables, fruits, whole grains, seafood, eggs, beans and peas, unsalted nuts and seeds, fat-free and low-fat dairy products, and lean meats and poultry—when prepared with little or no added solid fats, sugars, refined starches, and sodium—are nutrient-dense foods. These foods contribute to meeting food group recommendations within calorie and sodium limits. The term “nutrient dense” indicates the nutrients and other beneficial substances in a food have not been “diluted” by the addition of calories from added solid fats, sugars, or refined starches, or by the solid fats naturally present in the food.
· Variety: A diverse assortment of foods and beverages across and within all food groups and subgroups selected to fulfill the recommended amounts without exceeding the limits for calories and other dietary components. For example, in the vegetables food group, selecting a variety of foods could be accomplished over the course of a week by choosing from all subgroups, including dark green, red and orange, legumes (beans and peas), starchy, and other vegetables.
· Limit calories from added sugars and saturated fats and reduce sodium intake: Consume an eating pattern low in added sugars, saturated fats, and sodium. Cut back on foods and beverages higher in these components to amounts that fit within health eating patterns. 
· Shift to healthier food and beverage choices: Choose nutrient-dense foods and beverages across and within all food groups in place of less healthy choices. Consider cultural and personal preferences to make these shifts easier to accomplish and maintain.
· Support healthy eating patterns for all: Everyone has a role in helping to create and support healthy eating patterns in multiple settings nationwide, from home to school to work to communities. 
Key Recommendations: 
· A healthy eating pattern includes: 
· A variety of vegetables from all the subgroups: dark green, red and orange, legumes (beans and peas), starchy, and other
· Fruits – Especially whole fruits
· Grains – at least ½ of which are whole grains
· Fat-free or low-fat dairy, including milk, yogurt, cheese, and/or fortified soy beverages
· A variety of protein foods – seafood, lean meats and poultry, eggs, legumes (beans and peas), nuts, seeds, and soy products
· Oils
· A healthy eating pattern limits: 
· Saturated fats and trans fats, added sugars, and sodium
Physical Activity Recommendations (Ages 18 to 64):
· Avoid inactivity! Some physical activity is better than none. 
· For substantial health benefits, adults need at least 2 hours and 30 minutes a week of moderate-intensity or 1 hour and 15 minutes a week of high-intensity aerobic activity.
· Adults should also be doing muscle strengthening activities 2 or more days per week.
Physical Activity Recommendations (65 years and Older):
· Older adults should follow the same guidelines as adults ages 18-64. If unable to do this, they should be as physically active as possible.
· Do exercises that improve or maintain balance if there is a risk of falling.
Reference
U.S. Department of Health and Human Services and U.S. Department of Agriculture. (2015). Dietary guidelines for Americans 2015-2020. 8th Edition. Retrieved from: http://health.gov/dietaryguidelines/2015/guidelines/ 
Staff Medication Adherence Handout
Medication Adherence 
· Medication Adherence: the act of taking medication on schedule or taking medication as prescribed. 
· Medication Non-adherence: not taking a medication as directed
· Non-adherence takes the lives of 125,000 Americans per year.
· Medication non-adherence can lead to 
· Additional doctor and emergency department visits and hospitalizations and therefore an increase in medical costs
· Disease progression and complications
· Decreased ability to function 
· Decreased quality of life
· Unnecessary medication changes
· Many reasons people do not take medications as prescribed:
· Forget to take them
· Not sure/convinced the medication is not working
· Fear of side effects
· Difficulty taking the medication (injections, inhalers)
· Cost 
· Ways to improve Medication Adherence:
· Ask your provider and pharmacist questions and express concerns about your medications. Be honest!
· Follow up appointments
· Go to your follow up appointments to discuss any concerns or questions with your provider.
· Ways to help you remember to take your medications:
· Medications lists
· Pill boxes
· Phone reminders
· Cost: 
· Talk with your pharmacist about generics and discount programs and any Patient Assistance Programs 

References:
American Heart Association. 2017. Medication Adherence – Taking Your Meds as Directed. Retrieved from: http://www.heart.org/HEARTORG/Conditions/More/ConsumerHealthCare/Medication-Adherence---Taking-Your-Meds-as-Directed_UCM_453329_Article.jsp#.WUG4gIWcHD4

National Stroke Association. 2012. Medication Adherence and Compliance. Retrieved from: https://www.stroke.org/sites/default/files/resources/NSA_Med_Adherence_brochure.pdf
Infection Control and Disease Prevention Staff Handout
Infection Control and Disease Prevention
· Some illnesses are spread through small droplets that come from our nose and/or mouth when we cough, sneeze, or talk. If these droplets come into contact with another person’s nose, moth, or eyes they may also get sick. 
· Some diseases that are spread by droplets in the air are:
· Colds
· Flu
· Whooping cough
· Chicken pox
· Smallpox
· Bacterial Meningitis
· Measles
· Mumps
· Rubella
· Some bacteria that lead to stomach illnesses (diarrhea, nausea, vomiting) cannot be killed by alcohol hand sanitizers. So, washing your hands with soap and water is important to prevent the spread of infection in these cases.
· Good Basic Health Manners:
· Cover your mouth & nose with a tissue when you sneeze or cough.
· If no tissue is available, use the pit of your elbow
· Put used tissues into the trashcan.
· Wash hands properly and frequently with soap and warm water or use an alcohol based hand sanitizer.
· Try to avoid contact with others if you are sick
· Do not share eating utensils, drinking glasses, food, towels, cigarettes, or other personal items that may be contaminated with respiratory germs. 
· See your primary care provider as soon as possible if you have a cough and fever. Follow their instructions (take your medicine as prescribed and get plenty of rest).
· How to Keep Yourself Healthy:
· Wash hands properly and frequently with soap and warm water or use an alcohol based hand sanitizer.
· Wash your hands before eating. 
· Avoid touching your eyes, nose, or mouth.
· When possible, avoid close contact with people who are sick.
· Get vaccinated! The flu and pneumonia vaccines can prevent some serious respiratory illnesses. 
Reference
North Carolina Public Health. (2013). Diseases & Topics: Keep illness from spreading. Retrieved from: http://epi.publichealth.nc.gov/cd/diseases/infection_control.html
Hypertension Staff Handout
Hypertension
· Blood pressure (AKA: Hypertension): the force of blood pushing against the walls of the arteries that carry blood from your heart to other parts of your body.
· It normally rises and falls throughout the day, but if it stays high for a long time, it can damage your heart and cause health problems
· Having high blood pressure puts you at risk for heart disease and stroke, which are leading causes of death in the US
· About 1 in 5 adults is unaware that they have high blood pressure
· Risk Factors:
· Prehypertension 
· Diabetes
· Smoking tobacco
· Eating foods high in sodium and low in potassium
· Not getting enough physical activity
· Obesity
· Drinking too much alcohol
· Signs and Symptoms:
· There usually are no warning signs or symptoms associated with high blood pressure. 
· Only 1 way to know if you have high blood pressure: Have a health professional measure it (this is quick and painless)
· Blood Pressure Levels
· Normal: less than 120/80
· At risk: 120-139/80-89
· High: 140/90 or higher
· How to Control High Blood Pressure
· Take prescribed blood pressure medications
· Reduce sodium in diet
· Get daily physical activity
· Quit smoking 

Reference
Centers for Disease Control and Prevention. (2016). High blood pressure fact sheet. Retrieved from: https://www.cdc.gov/dhdsp/data_statistics/fact_sheets/fs_bloodpressure.htm 


Evaluation Tool
Evaluation Tool
	Class Topic
	Number of Classes Completed
	Number of Staff that Attended
	Number of Classes Staff Taught

	Nutrition & Physical Activity
	1 (Combined into one class)
	3
	0

	Hypertension Management
	1 (Combined into one class)
	3
	0

	Infection Control & Disease Prevention
	1 (Combined into one class)
	3
	1

	Medication Adherence 
	1 (Combined into one class)
	3
	0






Appendix F
Budget 
	Expense
	Cost/unit
	Quantity
	Subtotal

	Gas
	$0.535/mile
	948 miles
	$507.18

	Lunch
	$10.00/day
	1 day
	$10.00

	3-Ring Binder
	$12.00/binder
	1 binder
	$12.00

	Paper
	$8.00/pack
	1 pack
	$8.00

	Paper Dividers
	$15.00
	2 packs
	$30.00

	Laminators 
	$10.00
	2 packs
	$20.00

	Paper Sleeves 
	$18.00
	2 packs
	$36.00

	Ink
	$35.00/cartridge
	1 cartridge
	$35.00

	Copies 
	0.69/copy
	85 copies
	$58.65

	Total
	---
	--- 
	$716.83





Appendix G
Participant Demographics
	Race
	Male
	Female

	African American
	1
	0

	Caucasian
	2
	1

	Total (n=4)
	3
	1
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