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Abstract
The Smithfield Community Accessing Resources, Education, and Screenings (CARES) Doctor of Nursing Practice (DNP) project’s purpose was to provide healthcare services, support, and education that focus on health promotion, disease prevention, and management of disease to residents at the Smithfield Rescue Mission (SRM).  The SRM (2016) 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” (para 1).  The purpose of this project was to incorporate the Institute for Healthcare Improvement’s (IHI) Triple Aim (2017) of improving the quality of life and health for the homeless in Johnston County by increasing access to quality primary healthcare in a cost-effective manner.  This was a quality improvement group project divided into four components, primary prevention, secondary prevention, primary care clinic, and community outreach, to improve the health care process for the SRM by bringing community awareness and communication, fundraising, and collaboration within the Johnston County community.  Specifically, this project coordinated local partnerships and met with community organizations and individuals about raising monetary funds, increasing volunteers at the mission, and food donations.
Keywords:  chronic homelessness, staff, patient centered medical home (PCMH), collaborative practice agreements, and community outreach


Chapter One: Overview of the Smithfield CARES Project
	The Smithfield Community Accessing Resources, Education, and Screenings (CARES) Doctor of Nursing Practice (DNP) project’s purpose was to provide healthcare services, support, and education focusing on health promotion, disease prevention, and management of diseases to residents at the SRM.  The SRM (2016) 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” (para 1).  Prior to the project, the SRM did not offer preventative or primary health care to their residents, therefore creating a need for an on-site health care clinic.
Background Information
	Being or becoming homeless can happen to anyone regardless of demographics.  Homeless individuals often lack access to basic needs such as consistent clean food and water, appropriate hygiene opportunities, and reliable shelter.  Healing environments, positive attitudes, consistent support, and routine engagement shows better health outcomes in the homeless population (Asgary, Sckell, Alcabes, Naderi, Adongo, & Ogedegbe, 2015).  Homeless individuals have higher rates of non-emergent emergency room (ER) visits due to high rates of uncontrolled mental illness, chronic medical conditions, and substance abuse, leading to higher health care spending (Mitchell, Leon, Byrne, Lin, & Bharel, 2017).  ER visits were replacing primary care visits due to lack of access to affordable health care with little to no insurance (Mitchell, et al., 2017).  Studies suggest helping homeless populations through a holistic approach will curb the cycle of homelessness and improve their health with housing establishments and employment opportunities (Moore & Rosenheck, 2017).  One study in Milwaukee showed a positive impact in America’s homeless population by collaborating between the Medical College of Wisconsin and Columbia St. Mary’s Hospital offering a community based free clinic eliminating the high cost of health care (Sanders, Solberg, & Gauger, 2015).  The program was proving successful by having community input and clinical expertise working for the uninsured population at a lower cost and increased the community’s awareness and support (Sanders, Solberg, & Gauger, 2015).  
	In North Carolina, the last recorded point in time (PIT) data collected of homeless individuals was in January 2015, recording about 7,100 individuals as homeless (Holochwost, 2015).  Substance abuse and mental illness affect almost 40% of this population (Holochwost, 2015).  More specifically, Johnston County had 38 residents who were recorded homeless on the PIT data collection with surrounding counties of Wayne, Wilson, and Wake having 54, 38, and 249 (Holochwost, 2015).  During the implementation of this project, the Smithfield Rescue Mission had less than the reported 38 residents in 2015.  The purpose of the project was to incorporate the Institute for Healthcare Improvement’s (IHI) Triple Aim (2017) to improve quality of life and health for the homeless in Johnston County by increasing access to quality primary healthcare in a cost-effective manner.  The goal of this quality improvement project was to improve the health care process for the SRM by increasing community awareness and communication, fundraising, and collaborating within the Johnston County community.  
Significance of Clinical Problem
The DNP project, Smithfield CARES, aimed to develop a primary care clinic to address the SRM residents’ lack of access to quality healthcare, high prevalence of ER visits, low health literacy, and lack of access to healthcare education and disease prevention resources.  The priorities and complexities of the health care needs required a reliable primary care clinic.  The overall goal of the project was starting a primary care clinic available to the SRM’s residents.  The creation of the primary care clinic separated into four components: health promotion and education, secondary prevention and screenings, a primary care clinic, and logistics/community outreach.  The specific component of implementation for the Smithfield CARES project was the logistics/community outreach.
Specific Aims
	The aim of this quality improvement project was to improve the healthcare process, patient safety, and patient outcomes of the homeless population at SRM by bringing awareness through fundraising and collaboration within the Johnston County community.  This paper discussed how community outreach, coordinating partnerships, and meetings with organizations and individuals about raising monetary funds helped improve the health and safety of Johnston County’s homeless population.  Meeting with Johnston County community leaders, volunteer organizations, hospital administrators, and local health department leaders provided partnerships helping to fund and support the primary health care clinic.  Another aim of the project was raising the funds needed to support a free clinic with medication administration, laboratory diagnostic testing, provider volunteers, health care volunteers, and community volunteers.  
Justification of Study
	Smithfield, North Carolina is located in Johnston County.  In 2016, Johnston County’s population consisted had 16.4% of adult residents living with no health insurance, compared to the state average of 15.1% (North Carolina Institute of Medicine, 2016).  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).  Uninsured and underinsured residents have higher rates of utilizing the ER for primary care, non-emergent services (JCPHD, 2014).  With the decreasing primary care physicians within the community, about 3.7 per 10,000 residents compared to North Carolina state average of 6.9 primary care physicians per 10,000 residents, lack of access to health care was major concern for Johnston County (NCIOM, 2016).  One barrier in accessing healthcare was the number of residents living below the poverty rate, about 13.2% in 2016 (NCIOM, 2016).  This provided an opportunity for change and increased the need of a primary care clinic at the SRM.
	Currently, the SRM did not provide healthcare to the residents thus created a gap in improving the life of this vulnerable population.  The homeless population has poorer health outcomes as well as higher rates of mental health and addictive disorders (Pauley, Gargaro, Falode, Beben, Sikharulidze, & Melinda, 2016).  Without access to routine medical care, the homeless population utilized the ER for non-emergency reasons such as medication refills, diabetic blood sugar concerns, and mental health problems.  This not only causes inconvenience for the local ER and the homeless patients, it also created high volumes of unpaid medical expenses.  The main purpose of the Smithfield CARES project was bridging the gap of the expanding lack of healthcare for this vulnerable population.  Pauley et al. (2016) believed using approaches such as a collaborative teamwork with mental health, nursing, social workers, and providers can help with the transition from homeless to having shelter and improved health quality outcomes.
The positive financial impact on the Johnston County community had the potential to be huge savings for alleviating stress on the ER’s high cost for non-emergency situations.  High-cost of necessary medications and out of pocket health care expenses often correlate with higher rates of medication non-adherence and poorer quality of life for the homeless population (Brown, Hunter, Hesson, Davis, Kirby, Barnett et al., 2017).  The vicious cycle of medication noncompliance and lack of access to health care increased the cost of health insurance plans and insured individuals paying higher deductibles to balance those underinsured or have no insurance (Brown et al., 2017).  For example, depression consumed around 15% of individuals living at or below the poverty level in comparison to 6.2% of those living above the poverty level (Brown et al., 2017, para 1).  These individuals require assistance from specialty providers, such as psychiatrists, to treat effectively, but unfortunately, they did not receive adequate treatment resulting in poorer health statuses.  Utilizing cost effective strategies such as lower price medication choices, medication coupons, and collaborating with local hospitals for patient assistance programs, helped the Smithfield CARES program curb costs and improve patient care (Hunter, Zhang, Hesson, Davis, Kirby, Williamson et al., 2016).
Better quality of care was achievable with appropriate interventions but patients utilizing the previously mentioned models increased patient’s trust in their providers and access to reliable and easy to use health care (Pauley et al., 2016).  Mitchell et al. (2017), Moore and Rosenheck (2017), and Sanders, Solberg, and Gauger (2013) suggest there were current gaps in the literature about providing the homeless population affordable primary care due to their complexity of health conditions.  This resulted from their unstable social environment, this population’s transient activity, and research on this vulnerable population’s health outcomes due to lack of data (Mitchel et al., 2017; Moore & Rosenheck, 2017; Sanders, Solberg, & Gauger, 2013).  Collaborating with community outreach programs and bringing awareness to this homeless population achieved better quality of health care and improved patients’ overall health.  
Theoretical Framework and Conceptual Framework
The Smithfield CARES clinic improved the health of the residents, increased health literacy, and increased their overall access to care using guidance from Watson’s Caring Theory as the theoretical framework for the project (Petiprin, 2016).  This project worked with the health care provider, staff, and volunteers in implementing the appropriate tools needed to provide quality health care to this population.  The project encompassed new health care policies and procedures, financial input from the community, proper education classes to achieve job skills and a high school GED, and education of the Smithfield CARES project to the community through fundraisers and events.
Jean Watson’s Theory of Caring focused on three variables, curative factors, a caring relationship, and caring moments (Adventist Health System, 2014).  Curative factors are the underlying emotions, spiritual guidance, and human selflessness caregivers are providing to their patients (Adventist Health System, 2014).  This emphasized focusing on one’s self from within and improving one’s relationship through physical, emotion, and mental energy.  This idea transcended into the development and stability of a caring relationship build on trust and geniality (Adventist Health System, 2014).  Lastly, personalizing one’s relationship with designated time for focus one-on-one conversations and time spent with solely the provider and patient allowed for an ease of communication and improving one’s trust (Adventist Health System, 2014).
Healthcare suggested the use of patient centered care models and encouraged interprofessional approaches for patient care.  Watson’s Theory of Caring undergirded these two themes with an emphasis on collaboration and personal interactions (Lusk & Fater, 2013).  Lusk and Fater’s (2013) research found improvement of health status with patient centered care models incorporating the foundations of Watson’s Theory of Caring.  Positive patient outcomes occurred with transparent communication, active listening, and provided one-on-one patient and provider conversations (Lusk & Fater, 2013).  Another research study analyzed Watson’s Theory of Caring with nurses and pediatric patients found improvements in building trusting relationships and the importance of nurses’ self-reflection of their personal knowledge (Santos, Bousso, Vendramim, Baliza, Misko, & Silva, 2014).  This study also suggested the need for interdisciplinary support and teamwork atmosphere for nurse and patient benefits (Santos et al., 2014).  Both studies provided the foundational tools of incorporating teamwork and caring relationships with the staff at the SRM.
Watson’s Theory of Caring provided the foundation for bringing awareness and kindness to the SRM.  The Caring Theory was appropriate for the Smithfield CARES project and provided necessary guidance with interventions within the logistics of implementation.  This theory incorporated ideas of caring through curative factors by the following: provided equality amount individuals, provided positive healing environments, being present in the change phase, developed trusting and caring relationships between patients, volunteers, and providers, and assisted with basic needs of life (Petiprin, 2016).  Enabling residents with appropriate health maintenance information positively influenced these residents in prevention of the vicious cycle of recurring poverty, decreased health risk factors, improved health outcomes, and decreased health care spending costs by avoiding ERs (Heydari & Khorashadizadh, 2014).  Community outreach and awareness provided positive reinforcements for this population knowing they have individuals supported their journey and believed in their success.  Implementing change with basic life essentials of food, toiletries, and shelter provided the foundation for improvement in one’s life of recovery either from addiction or from homelessness (Petiprin, 2016).  With residents’ improvement in their health care, it helped provide the basis of life improvement by improved education and encouraged self-efficacy.  
The Caring Theory was helpful in the management and incorporation of the logistics section of the Smithfield CARES project.  It helped with the fundamental policies and procedures, community awareness events, ongoing fundraiser support, and volunteer implementation (Petiprin, 2016).  The short term and long term goals for the logistics section was influencing and engaging all adopters in believing and wanting to be a stakeholder in the Smithfield CARES initiative (Doyle, Garrett, Currie, 2014).  Subsequently, forming community partnerships and bringing awareness to the homeless population to provide respect, acceptance of the homeless residents as equals, and connecting this population with religious affiliations, with providing job opportunities, and proper rehabilitation organizations (Petiprin, 2016).  Collaborating with local church organizations and using the Caring Theory provided individuals the necessary help regarding instilling gratitude, helping with forgiveness, and instilling belief in one’s self (Petiprin, 2016).  By meeting with community leaders, growing supportive relationships occurred through the ideas of promoting healthy life styles, effective communication strategies, and maximizing independent living interventions (Petiprin, 2016).  
Meetings with potential donors, sponsors, or volunteers, allowed for explanation of the ideas of healing, mentally and physically, as well as and restoring life’s balance by the path of Christianity’s beliefs.  Incorporating the Caring Theory’s foundational principles of providing a journey of healing and encouragement by voicing positive experiences helped encourage donor support.  Smithfield CARES intended to use a holistic approach to healing residents from their poor decisions, negative experiences, wrong doings, or terrible circumstances and lift their spirits by dealing with their past negativity and bringing inspiration and motivation to have positive futures.  Through transpersonal teaching and learning, supporters had opportunities to be active listeners, help in the caring-healing process, and help residents achieve a solid foundation for life recovery (Petiprin, 2016).  
Assumptions
	Program logistics incorporated all components of the projects, producing an umbrella effect over the Smithfield CARES project.  The IHI’s (2017) Triple Aim approach to improved health care systems with the focus on patient care helped support the Smithfield CARES project from emphasized staff education on health care plans, processes, and created programs for avoidable health care events.  Increased awareness throughout the community of the future resources of the clinic through community meetings and partnerships helped break the cycle of poverty and improve the health and quality of life for this population.  Incorporated community partnerships such as pharmacies, laboratory testing companies, and local health departments provided vital assistance in provided healthcare to the SRM’s residents.  Johnston County had programs, such as Project Access, that joined forces with community providers providing healthcare to at risk populations (JCPHD, 2014).  Measurable outcomes included staff collaborated with community partners, staff incorporated local volunteers to help with processes, and staff utilized an on-call system approach during after-hours for resident health care emergencies.
Project Questions
Currently, the SRM did not offer any primary health care services to its residents.  
Question 1:  Is there a need for a primary care clinic within the SRM?  
Question 2:  How is the Smithfield CARES project financially funded?  
Question 3:  How are community awareness and outreach completed?  
Definition of Terms
Key terms in this project included chronic homelessness, staff, patient centered medical home (PCMH), collaborative practice agreements, and community outreach.  Coleman (2017) defined chronically homeless as those who, “Lacked a residence for a year or more or have had four or more episodes in three years, are single, and have a persistent disability” (p. 145).  The Agency of Healthcare Research and Quality (2015) defined the PCMH as a, “Promising model for transforming the organization and delivery of primary care” (para 1).  The PCMH is an umbrella term for having the ability to afford health care, having access to providers, patient-centered care, utilizing ER, medication affordability, and medication compliance and adherence (Zogg, Scott, Jiang, Wolf, & Haider, 2016).  
Collaborative practice agreements were documents explaining agreements between the SRM and community partners offering assistance with health care challenges such as medication assistance, laboratory diagnostic testing, provider referrals and patient assistant programs.  VanderWielen, Vanderbilt, Crossman, Mayer, Enurah, Gordon, et al. (2015) defined collaborative practice, with consideration to free health care clinics, as “service-learning projects, integrating interprofessional education and collaboration, and public health and prevention practices” (p.2).  These agreements were vitally important for the success of the clinics and responsibility of the individuals (VanderWielen, et al., 2015).  Lastly, community outreach was utilizing community awareness with fundraising opportunities, meetings with community leaders about future ideas, and educating the community of the Smithfield CARES program and the potential impact in the Johnston County community (Alfano-Sobsey, Ledford, Decosimo, & Horney, 2014; Stuhlmiller & Tolchard, 2015).
Summary
The need for assisting the SRM with a primary care clinic fulfilled the mission of breaking the cycle of poverty and provided the necessities of life (SRM, 2016).  Improving the community’s opinion and assumptions of the mission improved the support of partnerships, volunteers, and donations.  Community outreach and coordinated meetings with local organizations spread awareness of the homeless population and provided a platform to provide education and answer questions.  Utilization of the community’s resources through current programs helping the underinsured, Medicaid, and Medicare populations’ improved the success of the Smithfield CARES project and improve community collaboration.
Chapter Two: Review of Literature Evidence
	Smithfield CARES aimed to develop a healthcare program to address SRM residents’ lack of access to quality healthcare, high prevalence of ER visits, low health literacy, and lack of access to healthcare education and disease prevention measures.  With the overall goal of creating a primary care clinic available to the residents of SRM, it was important to use evidence-based research comparing similar projects to know what has been successful and what areas needed further exploration.  A solid understanding of the adversities that homeless people endure daily, the stigmas attached to their population, and the mistrust they feel towards healthcare providers, helped provide cultural sensitive policies and procedures at the Smithfield CARES clinic (Hudson, Fleming, Schulling, & Candy, 2016).  Empowering this population, with the guidance of Watson’s Caring Theory, improved their self-esteem, their health outcomes, and their beliefs of respecting and appreciating primary health care (Hudson et al., 2016).  
Methodology
	Current research and literature discussed the difficulties in helping the homeless population improve their quality of life but many studies do not have a systematic approach to achieving this goal (Asgary et al., 2015; Fedele, 2015; Fryling, Mazanec, & Rodriguez, 2015; Sanders, Solberg, & Gauger, 2015).  The innovators behind Smithfield CARES are the visionaries, four Doctor of Nursing Practice students, who initiated a primary care clinic at the foundation level within one year.  The logistics and community outreach’s main goal for this project was to achieve community partnerships and collaboration, as well as stakeholder support, helped ensure implementation of a successful clinic (Randolph, Evans, & Bacon, 2016).  Having community connections provided a platform of educating potential donors, volunteers, and community residents of the positive impact of providing free services to this population.  It also helped create smoother transitions as residents return to the community with housing and job fulfillment, decreased hospital admission rates, improved health outcomes, and provided health education for understanding their disease processes and preventing future deterioration (Randolph, Evans, & Bacon, 2016).
	The literature review utilized the PubMed search engine.  Key words or mesh terms used in the search included homeless persons, homelessness, accessibility to health care services, free clinics, collaborative care, homeless population health status, and delivery of health care.  In researching the mesh terms, a selection of 32 articles from the total of 2,281 articles were chosen due to the relativeness to the quality improvement project.  Time period criteria included articles within the last five years.  Exclusion criteria were populations not homeless or have never been homeless.  
	Unlike other literature and research studies about the homeless population, expansion on this topic was with the establishment of a primary care in rural Eastern North Carolina.  Established connections within the Johnston County community and instilled stakeholder support allowed the Smithfield CARES clinic to be a sustainable project.  Networking within the health care community helped educate the need for a free clinic for the homeless populations and decreased the burden on the local ER.  Johnston County Community Health Department currently offered immunizations, behavioral health services, vocational rehabilitation, provider referrals, helped with housing, and patient assistance programs.  Community awareness, support, and collaboration began with local community meetings, fundraisers, health care collaborations, pharmaceutical partnerships, local church and religious relationships, and local hospital commitment to help this population from using the ER as a primary care resource.  
	In Wake County, a neighboring county, a survey of the community’s health needs assessment showed nine areas needing improvement regardless of socioeconomic status, with the top ranking priorities including mental health, substance abuse, access to health care, and utilizing appropriate health care facilities (Alfano-Sobsey, Ledford, Decosimo, & Horney, 2014).  One area needing more research was transportation options that are readily available for patients ensuring access to health care (Alfano-Sobsey, Ledford, Decosimo, & Horney, 2014).  Providing cost-effective and reliable transportation was a necessity with residents needing access local community resources and specialized care not provided at Smithfield CARES clinic.
Sampling Strategies
	After researching community partnerships and free health care clinics, there was little evidence supporting the success of clinics helping the health of impoverished communities (Rae & Rees, 2015 and Moore & Rosenheck, 2017).  Expanding community outreach and interventions to promote awareness, such as setting up a booth at local fairs or community events, were one of the goals to the Smithfield CARES project.  One community in Wisconsin believed success remained with community partnerships including health care providers, local churches and religious affiliation groups, and local community organizations with the drive in wanting to help their community improve their health status (Sanders, Solberg, & Gauger, 2013).  To start a free primary care clinic, volunteers are needed to help head start cost-effective interventions in bettering their community.  Some initial barriers to providing quality healthcare that Sanders, Solberg, and Gauger (2013) found were emotional stressors, creating collaborations and partnerships within the community, costs of medications and supplies, and low levels of education leading to noncompliance.  Unfortunately, with homeless populations, many of their chronic diseases were untreated and led to poorer health outcomes, causing a high volume of patients suffering with diabetes, hypertension, chronic obstructive pulmonary disease (COPD), mental health disorders, and addictions (Moore & Rosencheck, 2017).  
Literature Review Findings
	Initiating a primary care clinic on site at the SRM helped close some of the existing gaps.  These included access to providers for medical questions, accurately monitoring residents who have such diseases such as diabetes, hypertension, and mental disorders, as well as educating residents on ways to improve their life with help completing job applications and advancing one’s education to a high school GED.  By providing a support through a faith based organization and supportive housing at the SRM, residents were provided with a cohesive support plan with access to onsite health care and helps decrease health care emergencies requiring hospital treatment (Pauley et al., 2016).  Transparent communication between provider and patient, with emphasis of short-term and long-term goal interventions, had positive effects on patient outcomes (Pauley et al., 2016).
	Achievement in becoming fiscally stable was by meeting with potential donors, sponsorships, and grants.  Currently, each DNP student applied for the Versant Center for the Advancement of Nursing (VCAN) Research Grant to fund the supplies needed to start the primary care clinic.  One student within the group received a $2500 grant with utilization of implementing policies and procedures and health care intake forms and screenings.  In addition, organization of meetings with hospital personnel, local churches, and volunteer organizations helped increase awareness of the Smithfield CARES project and provided future financial donations.  The SRM raises donations through an annual fundraiser, helping support their mission and provide the finances to provide day-to-day activities.  Many community events occur in the Johnston County community and the Smithfield CARES DNP group attended the Clayton Harvest Festival and the Chamber Women’s events.
	Annual fundraisers are a way to see the impact of donations and the testimonials of past residents incorporating positive changes.  Collaborating with community outreach programs and bringing awareness about the homeless population achieved better quality of health care and improved patient’s overall health.  Measureable outcomes for this portion of the project included planning and attending meetings with local community partners, receiving financial donations from partners wishing to collaborate, and implementing awareness via social media, church attendance, and local job fairs.  Possible limitations to this study included lack of community support, lack of partnerships, and the inability to educate the Johnston county population about the SRM.  Food donations, meal drop offs, monetary donations were critical for success of the health of residents but without support it was difficult to accomplish.  Lastly, with the increase in transiency of the homeless population, support was difficult and may lack continuity of care with their healthcare program by lack of participation.
	Sanders, Solberg, and Gauger (2013) found a nontraditional model of nurses leading chronic disease management as a way to monitor these patients effectively in a free clinic.  Due to the success of their nurse-led model, the Smithfield CARES project tried to mirror the advanced practice registered nurse (APRN)-led team approach, with the goal of achieving success by improving patient health care outcomes (Sanders, Solberg, and Gauger, 2013).  Included in their nontraditional model was initiating the help of local church volunteers by educating them to have the knowledge of completing intake forms and screening questionnaires, as well as educating the patients about prevention (Sanders, Solberg, & Gauger, 2013).  Knowledge of a community’s resources and services available to the homeless such as free or low expense transportation, pharmaceutical representatives with extra samples, and donated meals are vital for providing the holistic model of nursing into chronic disease management, preventative care, and primary health care.
	The theoretical framework of Watson’s Caring Theory in starting a free primary care clinic at a homeless shelter centers on the ideas of improving self-esteem, instilling respect and equality, and motivating for life improvement.  The use of simple concepts were easier to implement and require less time for education leading to faster change (Doyle, Garrett, & Curie, 2014).  The ability to promote positive change in a limited period resulted in more individuals investing in the idea of Smithfield CARES soon after implementation (Doyle, Garrett, & Curie, 2014).  To ensure these ideas were helpful in the implementation process, frequent monitoring of results, whether positive or negative, were recorded and changes were made throughout the implementation phase (Doyle, Garrett, & Curie, 2014).
	Smithfield CARES utilized Watson’s concepts of caring to decrease or eliminate those barriers preventing patients from recovery or managing their chronic diseases through routine primary care and health education (Heydari & Khoraschadizadeh, 2014).  Emphasizing positive self-esteem was the foundation of leading towards positive health outcomes with committing to plans of health action and balancing life’s positive and negative influences (Heydari & Khoraschadizadeh, 2014).  The health of the homeless was generally below average in comparison to national or global population.  Homeless individuals had higher mortality rates due to many barriers their lifestyle presents including prevalent drug and alcohol use, higher rates of HIV, hepatitis C, and tuberculosis (Paudyal, MacLure, Buchanan, Wilson, Macleod, & Stewart, 2017).  Many homeless individuals did not have routine healthy meals, adequate nightly sleep, and had higher rates of anxiety and stress due to their lifestyle (Paudyal et al., 2017).  Many lived on the street allowing for external factors of assault, poor hygiene, food insecurities, and more vulnerable to diseases due to a weakened immune system (Paudyal et al., 2017).  Routine health care and medication compliance was difficult due to this population having unpredictable futures and their lack of financial stability (Paudyal et al., 2017).
Limitations of Literature Review Process 
Current gaps in providing care to the homeless were the barriers of access to health care, distrust of health care providers, lack of continuity of care, and lack of access to current homeless population statistics.  One study aimed at providing health services through a collaborative partnership of local hospitals, a mental health clinic, a case manager, a homeless shelter, and a physician driven long-term health plan (Lamanna, Stergiopoulos, Durbin, O’Campo, Poremski, & Tepper, 2017).  The local hospital sent referrals to the collaborating physician upon discharge explaining the health care needs of the homeless individual (Lamanna et al., 2017).  Each month, the health care team had a meeting reviewing the plan of each patient and improving the continuity of care (Lamanna et al., 2017).  Positive findings suggested the accessibility of a clinic near the identified population, developed trusting relationships with patients increased their desire to make appointments, peer accompaniment to appointments, and to feel supported in their progress (Lamanna et al., 2017).  
Utilization of findings in practice
	Free clinics helped improve access to care for uninsured, underinsured, or had no insurance were limited in numbers.  One study in Birmingham, Alabama noted part of free clinics success to their patient population was a strategic location, making it accessible to those whom it serve (Kertesz, McNeil, Cash, Desmond, McGwin, Kelly, et al., 2014).  Due to the limited numbers of clinics, wait times can vary in length, creating negative attitudes and lack of compliance for future appointments (Kertesz et al., 2014).  The Birmingham free clinic focused their energy into the health problems homeless population including, hypertension, diabetes, and mental illness (Kertesz et al., 2014).  The lack of motivation of homeless individuals not utilizing the health care system was their inability to pay for care and pay for any medications associated with their health care.  Free clinics generally operated with fewer resources than privately owned and operated clinics, as well as federally funded clinics but provided a resource to those who would otherwise not have access to care (Kertesz, et al., 2014).
Summary
Improving community connections and education of the Johnston County residents of the need and impact of volunteer and donation services was the goal for the logistics and community outreach portion of the Smithfield CARES project.  Building rapport through interprofessional development improved the success and ease of transitioning the homeless population back into society and becoming self-sufficient.  Providing community education through local events, provided opportunities to meet potential supporters.  Incorporating Watson’s Theory of Caring provided the foundation of improving the relationships between the community and providers, as well as homeless residents and the providers.  Our goal was to close the healthcare gaps existing for homeless populations by improving their healthcare during the stay at the SRM and providing a healthcare plan of a primary care provider, affordable medication options, and healthcare education.  The literature review revealed a need for more research within the homeless population and access to quality healthcare.  It is also highlighted the lack of collaboration in healthcare when working with the homeless population providing ways for future improvements.
Chapter Three: Theory and Concept Model for Evidence-Based Practice
	High-cost of necessary medications and out of pocket health care expenses often correlate with higher rates of medication non-adherence and poorer quality of life (Brown et al., 2017).  Overuse of the ER for primary health care poses issues, but with Smithfield CARES, Johnston County had the potential for saving money by not using the ED in non-emergent situations.  The vicious cycle of medication noncompliance increased the cost of health insurance plans and paying higher deductibles in order to balance those underinsured or have no insurance (Hunter et al., 2016).  Utilizing cost effective strategies such as lower cost medication choices, cost saving coupons, and collaborating with local hospitals for patient assistance programs, helped the Smithfield CARES program curb costs and improve patient care (Hunter et al., 2016).
Concept Analysis
	The specific focus of this portion of the project was program logistics, which incorporates all components of the project, producing an umbrella effect over the Smithfield CARES project.  The project incorporated the IHI’s (2017) Triple Aim approach of redesigning primary care services and structure.  The Smithfield CARES project was emphasizing staff education on residents’ health care plans and processes and creating programs for avoidable events.  Increasing awareness throughout the community, of the future resources of the clinic through community meetings and partnerships, helped raise awareness of the homeless population’s needs and promote community ownership and support of SRM.  
Design
	This design was a quality improvement project focusing on the logistics portion of the larger Smithfield CARES project, bringing awareness to the SRM’s new primary care clinic.  Increased awareness of the homeless population at the SRM and their healthcare needs through collaboration of community partnerships, healthcare agencies, financial funding, marketing through social media and newspaper ads, allowed for community support.  The opinions and support by community outreach was imperative to the amount of impact this project brought to the Johnston County community in eastern North Carolina.  Building on similar projects such as the Raleigh Rescue Mission (RRM), meeting with marketing directors and program directors provided added tools to establish meetings and gather support for the performance improvement project, Smithfield CARES.  Utilizing community support through volunteering and monetary donations was the foundation of the project and provided the success of the health outcomes for the SRM residents.
Setting
	The setting of the primary care clinic, Smithfield CARES, was within the residence of the SRM in Smithfield, North Carolina.  Meetings with community partners took place at local hospitals, local health department, and community support group locations.  Other important partners included Johnston County Housing agencies, local church ministries, Smithfield Boy and Girl Scouts, local employment seeking agencies, transportation companies, Johnston County food pantries, clothing assistance groups, thrift stores, and mental health/substance abuse counselors.  Support through partnerships and collaboration of the Smithfield CARES holistically helped the residents’ healthcare, stability of finances, and life balance.  The 21-bed men’s shelter and a 12-bed women’s shelter offered food, provided the basic needs of homeless individuals in crises, and served as a safe haven (Smithfield Rescue Mission, 2016).  The mission provided a setting instilling the residents with a faith-based recovery process in helping find answers to break the cycle of poverty (Smithfield Rescue Mission, 2016).
Methods
	Allowing for a culture of improvement and incorporating communication among community leaders, these tools enhanced and improved the progress of starting a primary care clinic (Taylor, Genevro, Peikes, Geonnotti, Wang, & Meyers, 2013).  Efficient communication and strategic meetings built and expanded community partnerships and collaboration for further funding.  As the coordinator for the logistics and community outreach section, it was important to communicate the ability of the clinic to participate in shared and collaborative learning with other Johnston County health care agencies on the topics of community barriers, previously learned lessons, and improving ideas for future health projects (Taylor et al., 2013).  
Scheduling one meeting per week to discuss the idea of the Smithfield CARES project and the importance of their help and support increased awareness and support.  Each week, the four-person team met each Monday morning discussing the needs for the week and the necessary contacts ensuring success.  For example, needing assistance with medication costs needed collaboration with current assistance programs such as Project Access and North Carolina Med Assist to decrease the costs to the Smithfield CARES Project.  This required phone or face-to-face interviews explaining the project and working interprofessionally.  Frequent emails, about five to ten a week, tried to build future contacts and support.  Data collection was completed by monitoring the sent dates and response feedback.  Each week warranted plan-do-study-act (PDSA) cycles for changes in the implementation of the project and further improvements.
Once stakeholders believed in the mission of Smithfield CARES, sharing of knowledge, improving processes occurred, and the integration of ideas began building on practice improvements (Taylor et al., 2013).  Measureable outcomes for the logistics section of the project included planning and attending meetings with local community partners, receiving financial donations from partners wishing to collaborate, and implementing awareness via social media and local fundraisers.  The following outline specific interventions for raising awareness and building stakeholder approval.
Data Collection 
	Implementation of data collection occurred over a three-month period.  Incorporating community outreach strategies included weekly meetings with potential donors, supporters, and volunteers; organizing meal donation drop offs, and attending local fundraisers and community events, see Appendix A.  Scheduling of weekly meetings occurred by email or telephone communication.  Five face-to-face meetings occurred over the data collection period and two phone interviews.  Community outreach to three local events included the Clayton Harvest Festival, the Chamber Women’s Business Network (CWBN) Conflict Resolution meeting, and the CWBN’s Meeting with a Meaning Super Women Luncheon.  Forty emails were sent giving information about the Smithfield CARES Project and fifteen individuals responded with wanting to help and support the endeavor.
	Helping establish sustainability during the implementation period occurred through development of a community resource list, an addiction resource list, a volunteer time log, and an acceptance referral document.  After meeting with SRM employees, request for a community resource list arose.  The list included locations and contact information for free or sliding scale primary care clinics, dental clinics, and mental health and psychiatry services.  The addictions resource list included contact information, times of meetings, and location of meetings for alcoholics anonymous (AA) and narcotics anonymous (NA).  Lastly, creation of a referral acceptance criteria document allowed for an ease of communication between outside providers utilizing the SRM and the SRM having specific exclusion and inclusion criteria for residents.
Data Analysis
	Completing the data analysis section was by monitoring the responses from weekly emails sent to local community members.  Data used the number of received emails divided by the number of emails sent, developing a percentage indicating community response.  Completion of a notebook provided community resources and referral acceptance criteria into the rescue mission was either complete or incomplete at the end of project.  Weekly meetings were held ensuring transparent communication about the progress of the project and new information added to the notebook.  Monitoring of meetings is calculated by attendance of group members, facility champion, and Rescue Mission employees.  With enhancing community support and awareness, documenting group attendance of community events was important.  
Tools
	The logistics and community outreach division of the Smithfield CARES project data collection was on the foundation of communication through interviews, emails, mailings, and phone discussion.  A letter to potential donors clearly explained the mission of the Smithfield CARES project and the potential for helping the organization.  After face-to-face meetings and interviews, a business or donor card was given with contact information.  Mass mailings and emails included a Smithfield CARES flyer explaining the power of one’s services and monetary donation.  Completed participation form tracked active volunteers and participating employees in the project.  The tracking of communication through email or letter mail and the type of responses allowed for an organization tool to track supporters (see Appendix A for further explanation of project evaluation tools).
Limitations
	One limitation was students not living or working in the local area, which caused difficulty in establishing support and coordinating partnerships.  As a newcomer to the community, organizations and personal contacts were limited, and building a trusting rapport was time consuming.  Lack of responses from community organizations delayed the potential for the Smithfield CARES project.  Implementation and fundraising during the fall was difficult for non-profit organizations trying to increase support for the upcoming holidays such as Thanksgiving and Christmas.  
	Lack of organization between current employees at the SRM proved difficult in improving their current processes and future healthcare processes.  The SRM Director and the Shelter Services Manager were away for extended leaves.  These increase events increased stress, anxiety, and focus ability during weekly meetings.  
	During the data collection phase, an increase in community outreach was achieved through emails, phone interviews, face-to-face interviews, and social events.  The period of 10 weeks was challenging to achieve all projected goals but improved the community’s negative stigma associated with the SRM improved future support for the Smithfield CARES Project.  Having ways, such as social media outlets, to improve communication to large numbers of individuals can improve more community support for the future.  It was also important to present clear, concise information to organizations and provoked empathy for the residents when discussing the Smithfield CARES Project.  Effective communication skills and team collaboration provided the best strategies for success.
Future Recommendations	
	In the future, guided tours of the SRM will be available for financial donors and volunteer groups.  Currently, the women and children’s house opened during the data collection and a tour of the house was available during this time period, as a way to increase awareness, improve volunteers, and increase donations.  Conversations with community leaders at town meetings and establishing a relationship with Raleigh Rescue Mission will be vital to the success of this project.  The Smithfield CARES clinic will provide primary and preventative care to the SRM’s residents and is hopeful to provide care to the women’s shelter. 
Cost Analysis
	A budget of $500 out-of-pocket expenses was the projected cost for this project.  Unfortunately, the VCAN grant denied funds for the logistics and community awareness portion of the Smithfield CARES project.  An itemized financial analysis of the out of pocket expenses for the implementation period was available (see Appendix E for complete itemization).  The majority of expenses were calculating miles driving to and from client appointments. 
	Being mindful of one’s schedule and coordinating meetings on the same day decreases cost and improves efficiency.  Cost of mileage, $0.54 per mile, for 770 miles created the highest costs of $415.80.  Some contacts prefered to meet outside of their office or the Smithfield Rescue Mission, therefore meeting at a local restaurant or coffee shop sometimes required a purchase during the interview.  Four face-to-face appointments occurred in this period at a local coffee shop with eight coffees purchased for $4.28 per coffee.  To monitor the costs incurred by the coffee appointments, receipts were collected and totaled.  Lastly, communication via phone, text messaging, or email had in increase in cellular costs from using data outside of designated Wi-Fi areas, leading to a budget of cellular data for three gigabytes, totaling $45.00.  
Summary	
	Efficient communication was vital when meeting with new contacts by being mindful of their time and resources.  Providing handouts and Smithfield CARES business cards are important methods of ensuring one’s contact information in the future.  Follow up emails, phone calls, or handwritten letters improved future support and feel appreciated.  Instilling stakeholder support provided future stability for the project after the implementation phase was complete.  Utilization of the tools improved transparent communication and provided education to contacts prior to interview sessions.  Daily tracking of communication was essential in tracking support and needs for follow up emails or phone calls.  Out-of-pocket expenses occurred without the awarding of grants but were necessary to success of the project.
Chapter Four: Results
	Weekly meetings started the week of August 28 until October 30, 2017.  These meetings included the four group members, as well as the SRM Director, the SRM Emergency Shelter Services Manager, and the champion team member.  These meetings allowed communication about the progress and barriers to the Smithfield CARES project.  It also allowed updates from group members to provide staff in better efforts to serve the residents of the SRM.  The staff members provided the group with feedback on their individual portions and if they suggested any changes.  Completion of weekly Plan-Do-Study-Act (PDSA) cycles allowed for improvements of the project, as well as successful interventions.  An example of a PDSA cycle on creation of a community resource list is below.  Completion of ten meetings with group members in attendance 97.5%, facility champion attendance 80.0%, and an employee from the SRM 100.0%.

	Sending out weekly emails increased community support for the mission.  Sending at least five emails per week, totaling 40 contacts, to community leaders, business leaders, and healthcare professionals educated the community about the mission and the Smithfield CARES project and ways to volunteer at the mission.  The number of responses measured this goal, resulting in 15 responses to 40 contacts, or 37.5%, see diagram below.  Many Johnston county individuals were not aware the mission was still open, and other had negative connotations, allowing for educational opportunities.  Unfortunately, communication via social media was not an option due to director privileges and administrator access only.  A meeting with the Johnston Health Human Resources Director gave constructive feedback on ways the hospital can help with the Smithfield CARES project.  This meeting led to two other meetings with local hospital employees about continued ways the hospital can lend their services. 
 
	In addition, a future collaboration with the Emergency Department’s director and case managers can ensure residents from the SRM have proper residency forms, a completed discharge medication sheet, and any other medical information necessary ensuring the safety and health of the residents.  Community outreach activities such as the Clayton Harvest Festival, the Chamber Women’s Business Network (CWBN) of Smithfield Selma Conflict Resolution Seminar, and the CWBN Meeting with a Meaning Super Women luncheon provided excellent opportunities to meet potential donors, increase awareness of the Smithfield CARES project, and improve support of the mission.  
	A goal of weekly donations was not met due to the lack of response through email, phone, and face-to-face interviews.  The mission worked towards making creating 150 Thanksgiving Boxes to give to members of the community who would otherwise not have a Thanksgiving dinner and the SRM succeeded.  Raising support and awareness of the Thanksgiving Food Drive is important to the mission.  At the CWBN Meeting with a Meaning luncheon, communication to the attendees about the meal needs of the Thanksgiving boxes and continued needs of the SRM and women and children’s houses were expressed.  In addition, at the CWBN conflict resolution seminar and the Clayton Harvest Festival, communication about the food donations, volunteers needed, and community support for the Smithfield CARES project was voiced.  Data from attending community events includes 2 out of 2 events or 100.0% of group attendance.
	To improve sustainability after the implementation period, a binder with each group member’s information was included as a hardcopy and an electronic copy.  The SRM needed a referral acceptance criteria allowing for an inclusion and exclusion for entry into the rescue mission.  Development of this sheet incorporated needs from the primary clinic, needs from the SRM, and needs from the individual group members.  To view the referral acceptance sheet see Appendix B.  The SRM needed an organized list of community health resources such as mental health services, substance abuse meetings, psychiatric services, sliding scale clinics, free dental clinics, and vocational rehabilitation services.  Creation of a community resource spreadsheet provides a clear understanding where services are located, a contact number, and information about the unique services, as well as sustainability.  For clarity, a separate resource list for narcotics anonymous (NA) and alcoholics anonymous (AA) was created with times of meetings, locations, and types of meetings available (Appendix C and D).  
Summary
	Implementing a free clinic was daunting and required tremendous organization and time management skills.  Healthcare needs surrounded us every day, but acting to decrease these health disparities and improve patient outcomes was the drive behind the project.  Unfortunately, some of the findings were not what we predicted but this does not make them less significant.  In the future, improvement on community communication and networking with community leaders needs more emphasis for sustainability of the clinic.  Without contributions and donations from community groups or representatives, neither the clinic, nor the mission would succeed in the future.  As a reflection, meeting more individuals face-to-face had a powerful impact on support of the clinic and allowed for a larger networking community.
Chapter Five: Implications for Nursing Practice
	This quality improvement project taught many skills needed for implementation of a health care clinic with minimal resources.  Using the American Association of Colleges of Nursing Doctor of Nursing Practice (AACN DNP) Essentials provided the structural guidance for performing evidence-based research in finding innovative ideas to help with future health care (2006).  Building knowledge of the DNP Essentials with the DNP Project allowed research efforts to generate new knowledge through hands on experience and a collaborative effort.  Evidence based guidelines were used to set up protocols and algorithms for the employees at the SRM to follow.  This ultimately allowed for more autonomy and more education to the staff, but decreased the number of phone calls to the Nurse Practitioner.  The health care clinic provided a financially fiscal means in treating patients, rather than the alternatives, either not receiving healthcare or utilizing the ED for non-emergent medical reasons.
With the recommendation that entry level to advanced practice nursing to be the clinical doctorate, the DNP essentials were developed to set to improve translational research inquires through DNP projects (AACN, 2006).  Aligning with the IHI’s Triple Aim, this project brought quality healthcare access to the homeless residents at the SRM and curbing costs through volunteer donations, Nurse Practitioner donation of time and energy, and financially through the VCAN grant.  Improving the role of an APRN to a DNP prepared individuals for advanced nursing leadership, nursing health care policy, and more specialized APRNs (AACN, 2006).  Lack of current evidence of free clinics in small rural communities helped provide the justification for this project.  Fulfilling a need for more research with the health of the homeless population was imperative for improving the outcomes of patients and providing quality patient care.  
Essential I:  Scientific underpinnings for practice
	Essential I helped translate and incorporate evidence based practice into advanced nursing practice.  The goal was to improve health care for the residents by effective use of an  APRN.  With improvements in practice, this essential strived to develop innovative strategies improving patient care (AACN, 2006).  Examples of this essential were meetings with our group each week either by phone of face-to-face, communication with the site champion and faculty champion ensuring appropriate progress, and reflective journals monitoring the successes and fails of interventions.  This essential translated into APRN practice by using evidence based literature and strategies improved patient flow designs and improved stagnate or deteriorating methods that hindered excellent patient care and patient outcomes
Essential II:  Organization and systems leadership for quality improvement and systems thinking.  
	Essential II is preparing DNP graduates to help eliminate health disparities, strive to provide quality patient care, and ensure patient safety (AACN, 2006).  Utilization of quality improvement strategies as a new graduate APRN and provided sustainable interventions improved patient outcomes but one must understand the office policies, as well as state and nationwide policies (AACN, 2006).  The Smithfield CARES project incorporated Essential II by assessing the risks and needs for a healthcare clinic for this homeless population.  Presenting the group’s project at statewide conferences were ways to share improvements in healthcare practice and organizational strategies for implementation.  Ensuring cost effective healthcare interventions and understanding the financial foundations to quality improvement strategies helped increase sustainability.  A financial cost analysis was complete outlining a budget needed for projects in the future.
Essential III:  Clinical scholarship and analytical methods for Evidence Based Practice.  
	Utilizing collaboration across various disciplines provided multiple perspectives and outlooks on current strategies met Essential III.  Essential III was also met utilizing the outcomes and providing relevance to improve APRN practice guidelines (AACN, 2006).  During the implementation phase of the project, education sessions about intake forms, current community involvement, healthcare clinic needs, and screening forms improved the patient flow for the residents.  In addition, meeting with community leaders improved the communication of explaining the implementation of new ideas helping this vulnerable population and collaboration of the community for the betterment of their healthcare.
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of healthcare.  
	Essential IV was met by incorporating information systems/technology into improving patient care.  Information technology assisted in monitoring patient visits to the clinic and the ED, assisted with web-based learning, and improved decision-making skills for the group members and SRM employees (AACN, 2006).  Understanding the legal and ethical issues within healthcare information systems/technology and instilling leadership in monitoring these issues improved patient care technology (AACN, 2006).  Unfortunately, due to restrictive access of social medias accounts by SRM administrators, the Smithfield CARES healthcare clinic could not be publicized by the student, thus creating a barrier to communication.  With the budget constraints and starting a health care clinic from the ground level, completion included a simple paper charting system, intake forms, and screenings in protected locked cabinets.  Evidence based research on current practices helped improve and streamline the intake process and monitored patient’s health status while at the homeless shelter.  Attending presentations on providing care to low income and uninsured patients by bringing quality health care improved the health of this population.  Providing consent forms for these patients protected the residents ethical, privacy, and legal issues.
Essential V: Healthcare policy for advocacy in healthcare.  
	Influencing and educating potential stakeholders and advocating for this vulnerable patient population completed Essential V.  Scheduling meetings with community leaders and seeking potential community donors helped advocate for the health care clinic at the homeless shelter and educate the county of the future resource.  Many residents within the Johnston County community were unaware of the health effects of being homeless and the need for a clinic to deter people from utilizing the ER for non-emergent health reasons.  As a group, presenting at the DNP Council event and the Quality Improvement Symposium qualified as educating policymakers, influenced health care stakeholder support, and provided leadership in helping this population.  The idea behind the clinic was creating a health care delivery model, providing health care services, and engaging a Family Nurse Practitioner to help address the current health needs of residents (AACN, 2006).  The desire was to decrease the current health care disparities and provide equality, quality health care.
Essential VI:  Interprofessional collaboration for improving patient and population health outcomes.  
	In aligning with the Institute of Medicine’s approach to patient-centered care, incorporating and utilizing interprofessional collaboration provided a more holistic approach to treating patients (AACN, 2006).  Interprofessional collaboration improved patient outcomes and decreased medical errors.  Participating in a group or teamwork model for the Smithfield CARES model provided interprofessional collaboration, as well as close interaction with the SRM staff members, faculty site champion, and faculty chair.  Education sessions with local healthcare educators, graduate students in other healthcare disciples, and nutritionists helped teach the residents practical information about food and nutrition choices.  Networking with the hospital and their charity program administrators provided necessary collaboration in connecting patients with primary care providers and medication assistance.  Each team member practiced leadership in their vital role division such as community awareness, primary screenings, secondary screenings, and community education.  Communicating with community residents through email, phone interviews, or face-to-face conversations increased community awareness and involvement, and led to collaboration that is more interprofessional.  The use of interprofessional collaboration provided the necessary teamwork attitude to help create a change in the health care delivery system and bringing health care to the vulnerable population.
Essential VII:  Clinical prevention and population health for improving the nation’s health.  
	The Institute for Healthcare Improvement (IHI) worked diligently to improve the current healthcare delivery model focusing on the triple aim initiative of improving patient’s overall care experiences, improve the health of the nation’s population, and decreasing healthcare spending costs (IHI, 2017).  Focusing on the idea of prevention and promotion were ideal for preventing future illnesses.  Utilizing the primary prevention screenings and secondary screenings of the Smithfield CARES project pinpointed areas for health improvement.  Before implementation, annual influenza vaccinations were sparse, tuberculosis screenings were infrequent, and contagious diseases such as lice and scabies were not screened.  After accessing the need for health screenings, implementing appropriate algorithms and health care delivery system improved the awareness, knowledge, and health of the residents and employees.
Essential VIII:  Advanced nursing practice
	Providing sustainable resources and having the ability to replicate this group project helped fulfill Essential VIII (AACN, 2006).  Each meeting at the SRM included educational opportunities for the group and the staff to learn, asks questions, and has a hard copy of new weekly material.  The material included intake screening forms, community resource spreadsheets, volunteer spreadsheets, health education such as low sodium diets, and referral acceptance criteria.  The development of a staff notebook allowed simple instructions to follow when needed, clinic protocols, and user-friendly community resources with contact information.  Incorporating Watson’s Caring Theory helped guide and support the decision-making system in developing a health care delivery model.  
	The volunteer nurse practitioner used the provided resources to serve the residents of the rescue mission.  The nurse practitioner acted in in a leadership role for advanced practice providers in helping the underserved, providing appropriate treatment plans, and providing guidance for the DNP students through mentoring in patient situations and clinical decision making, especially with case management scenarios.  The DNP students embodied the skills of advanced nursing practice as educators to the rescue mission staff in recommending patient centered care interventions such as intake screenings and referral criterion.  Presenting the group’s findings at statewide conferences and to the DNP cohort is portraying the leadership roles intended for an advanced practice registered nurse.
Summary
	Understanding the community surrounding this health care clinic directly influenced the success of implementation.  Having the knowledge of specialty health care clinics, free health care resources, vocational rehabilitation services, and community stakeholder support directly influenced the success of a healthcare clinic.  Educating the community of the rescue mission and making them aware of the healthcare clinic, the residents’ health care conditions, and the needs for basic living arrangements can allow the community many opportunities to help in the future.  Future implications were expanding responsibilities and accountabilities of an APRN in direct patient care to patients without insurance or are homeless (AACN, 2006).  Providing care to low income or indigent populations improved their health care status and improved their quality of life.  Building therapeutic partnerships with community providers and resources strongly influenced the ability for patients to navigate the health care system and improved compliance with appointments and medications.  
	In the future, a better understanding of community leaders and resources will make connections easier for a free clinic and provide enhanced sustainability.  Knowledge of the marketing techniques available will provide a more predictable communication tactic such as social media, cold calling, fundraisers, or mailings.  Having the ability to think critically and provide quality health care at a low cost was imperative to future APRN practice with patients having limited financial or insurance resources.  Developing a community resource list of names and contact information was beneficial and a timesaver in practice in making referrals and utilizing the community’s resources appropriately.  Using primary and secondary screenings allowed for avenues of improvement in health and opportunities for preventative immunizations and screenings.  Incorporating education increased patients’ knowledge of their health, utilized motivational interviewing skills, and improved self-motivation in one’s own future.
Chapter Six:  Final Conclusions
	The Smithfield CARES DNP project aimed to provide quality healthcare services through primary prevention, secondary screenings, and disease education to the homeless population at the SRM.  The project’s goal was to improve residents overall access to healthcare and decrease time and money spent utilizing the ER without emergency health needs.  Being mindful of cost-effective health care interventions, improved the county’s awareness of this vulnerable population, and awareness of their health needs were vital to the success of the community outreach division of the DNP group project.  Coordinating local partnerships improved the overall support and health care network necessary for future expansion and sustainability of the Smithfield CARES project.
Significance of Findings
 	Effective and efficient communications were important ways to circulate the message of the Smithfield CARES clinic and its positive effects on Johnston County.  With close to 40.0% response rate through emails, phone calls, and face-to-face interviews, showed areas of improvement in the future.  Knowing how and who to reach out to with community organizations and leaders allowed for an easier platform in presenting possibilities of collaboration opportunities.  Creation of community resource spreadsheets provided staff an easy to use tool when needing health care outlets not available at the SRM.  Referral sheets allowed for an ease of communication from the SRM to the appropriate outlet.  Allowing staff to have a hard copy binder created a simplistic tool to use as a resource for common health needs of the patient population. 
Project Strength and Limitations
	The projects strengths include increased community awareness of the SRM and the Smithfield CARES project, completion of a healthcare clinic notebook, and employee and group involvement was successful.  During the planning phase of the project, hopes for solid community support and donations were strong goals, but during the implementation phase, this proved difficult during a limited period.  Community organizations such as the Chamber Women’s Business Network supported our group and our goals provided for future collaborations with donations and a network of strong executives.  Improved ease of communication messages through social media can increase the number of residents of Johnston County and surrounding counties of the type of non-profit start up work trying to help the homeless population.  Ensuring stakeholder support with the employees and group project members was important for deadlines and achievement in the overall goal of improving access to healthcare.  With a small nonprofit, it is difficult to add more responsibilities to staff members due to their current demanding schedules.  Allowing for simplistic documents and organized binders allows for few questions and ease of navigation when group members are not present.
	Limitations included lack of donation support, limited financial resources, lack of knowledge of the Johnston County community, and low numbers of residents during the implementation period.  Having access to more community donor support can expand the foundation of the healthcare clinic and could allow for more medication resources, onsite testing such as glucometer readings and electrocardiograms, and more preventative immunizations and treatments.  If financial resources expanded, an increase in staff members could help with the clinic and allow the nurse practitioner to be onsite greater than one day a week.  Improving the Johnston County community through word of mouth, social media, and printed flyers can help in the future improvement of sustainability.  The low numbers of residents could have been due to a mild fall season during the implementation period, lack of advertising from the SRM, or a decrease in the homeless population during the time.  Implementation during the winter or summer months could have produced more numbers due to the extreme cold and heat these seasons produce, causing a need for more shelter.
Project Benefits
	The Smithfield CARES project allowed for gaining a better understanding of the foundations necessary for starting a healthcare clinic.  Even though our patient numbers were not high, having the ability to perform primary prevention screenings, intake screenings, and secondary screenings allowed staff to complete the process and ask questions when necessary.  As a future Nurse Practitioner, it allowed me to have the networking ability for future patients and residents of my community.  An increased in awareness of the services of the SRM and the Smithfield CARES project was beneficial for the Johnston County community with hopes of future support from community leaders and community organizations.  Knowledge of a county’s vocational rehabilitation, substance abuse counselors, mental health services, and free health care services were beneficial when needing additional health services outside of the primary care entity.  This project allowed me to expand my communication skills with face-to-face meetings, professional emails, and phone interviews.  At the SRM, a complete binder with hard copies of all portions of the project was available to all staff members, ensuring their understanding, replicability, and future sustainability.  Lastly, working in a group project allowed for necessary collaboration, time management skills, and weekly communication and updates, thus building the groundwork for realistic office work as a new Nurse Practitioner in a primary care office setting.
Recommendations for Practice 
	Future recommendations for the Smithfield CARES project was improving financial and community stakeholder support.  With about a 40.0% feedback response rate from email, phone, or face-to-face interviews, communication and responses needs to increase in the future.  One of the drawbacks for this project was lack of funding for necessary equipment in the health care clinic.  One group member received a grant, which helped tremendously with overhead expenses for supplies.  Improving knowledge of the community where the clinic will be set up will help in the future to decrease lag or downtime when trying to improve community awareness.  Knowledge of community organization’s meetings such as the Junior Women’s Clubs, Rotary Clubs, and Optimist Clubs would benefit by meeting many residents at one time.  Utilizing social media through Facebook, Instagram, and Twitter is an easy avenue to broadcast messages about the SRM and the Smithfield CARES project.
	To provide additional data analysis, record keeping of outgoing and incoming communication is necessary in documenting this data entry.  During the implementation period, weekly meetings had a SRM employee, all group members, and faculty site champion to ensure ease of communication and transparency.  To continue the routine meetings, documenting attendance and any information that needs completing before the next meeting will improve efficiency and success.  A hard copy binder was created to provide a sustainable and practical resource allowing staff the ability to continue the clinic after the completion of the implementation period.  Updating the community resources section with accurate locations, contact information, and information about the resources will be helpful for the future.
	Our group was fortunate to be chosen to present our DNP project at two local health care conferences.  The experience of speaking with other DNP colleagues about the first three phases of the project and sharing our hopeful results was an honor and privilege.  Our faculty site champion and faculty team member helped in the presentation, allowing colleagues to learn how to implement and support a successful DNP group project.  At a local poster presentation event, it allowed undergraduate students, graduate students, university faculty, and local hospital employees to view and engage with the poster presenters.  This allowed an opportunity to speak about our project to other healthcare professionals and receive criticism on future recommendations and past implementation.  
	In addition to the two presentations, completion of individual poster presentations at the university setting will allow for dissemination of our findings with other graduate student colleagues and faculty members.  It is a goal to continue similar projects in surrounding counties or educate individuals on how to start a free health care clinic with minimal resources.  In trying to implement the IHI’s triple aim approach, improving access to quality health care and improving the health care of individuals.  Our group will continue to seek podium presentation opportunities and free health clinic associations to speak about what we have accomplished and hope to spark others enthusiasm to want to improve the health care of others.
Final Summary
	The journey on starting a free health care clinic at a homeless shelter was a daunting task and took many individuals with creativity and motivation to make it a success.  Having close relationships with group members and project sites were imperative for goal attainability.  Community awareness and stakeholder support are difficult to replicate because of the diversity of our communities and availability of resources.  Reaching out and making connections with strong community leaders will increase future stakeholder support and provide a network of communication to voice the importance of a free healthcare clinic.
	It is our group’s hope that we have given the SRM the guidance and tools to keep the Smithfield CARES project alive and growing.  Utilization of simple tools like the community resource spreadsheets or referral acceptance form were ways to streamline parts of the healthcare process, allowing less time completing paperwork and more time improving patient care.  Providing access to free health care took a burden off immediate care offices and the ER for non-emergent health care reasons.  Having a passion behind one’s DNP project provided the motivation behind the means of success.  Unlike other projects, having group support and dedication made collaborating and seeing goals completed much more exciting and worth the wait!
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Appendix A
Table A1
Measureable Goals and Outcomes of the Smithfield CARES Project
	
Goal
	
Indicator
	
Date
	Goal Met/Not Met

	Coordinating weekly meetings and scheduled appointments with future financial supporters from August 2017 to November 2017
	Two weekly meetings or appointments each week.  Meetings will be coordinated by email, mail, or telephone and allow for a one-week turnaround time for making an appointment.  After one week of time, a follow up phone call is made to ensure person or business will or will not make an appointment.
	Meetings scheduled on Tuesdays and Fridays of each week
 
	Goal not met.  Completed nine interviews, five face to face, three emails, one telephone.

	Coordinating volunteers and meeting with local churches about ways to help provide the community with time and meal planning.  Meal planning needs volunteer organizations, individual support, and business partnerships.

	Currently, meals provided are once or twice a month and my goal is to have meals once a week provided to the shelter.  
	Weekly goals starting August 21 to December 1
	Goal not met.  SRM desires to start fundraising for Thanksgiving Meals and not coordinating drop offs at this time.  Tried to facilitate communication to local restaurants and businesses for food donation and meal donation but did not have successful response.  

	Organizing weekly food donation drop offs to stock SRM food pantry.
	Coordinating at least one food donation drop off per week.  
	Weekly goals starting August 21 to December 1
	Goal not met.  Currently, communicating with Johnston Hospital about having the SRM as a recipient for their annual winter food drive.

	Establish meetings with community leaders and volunteer organizations educating on the homeless population’s health priorities, and how they can support through donations and time.  The financial support will help with the clinical tools, medications administered, medical record system, computers for charting and coordinating care, educational classes, and laboratory testing.  

	Meet twice a month with community leaders or volunteer organizations.  
	Monthly goals 
September
October 
November
	Goal Met.  Met with Robert Cupp, Manager of Human Resources at Johnston Health, Georgia Anthony, Executive Director of Project Access at Johnston Health, spoke at Chamber Women’s Business Network (CWBN) for the Smithfield Selma area, met with Melissa Overton, community leader, and met with Judy Gustafson, Rehabilitation Counselor II for the Vocational Rehabilitation Dunn Unit.

	Volunteer time logs to document their time arrival and leave times at the SRM.  

	Set up volunteer logs by the end of August 2017.  
	August 30, 2017
	Met.  Current process has a volunteer log.

	Creating updates of SRM Facebook page and showing the public the progress of the clinic.  In addition, improving SRM webpage about the services offered and updates of events for community members to interact with the homeless population.  
	Updating SRM Facebook once a week.  Improve the SRM webpage by the end of September 2017.  Work with or independently on the webpages by using an education topic or a featured health screening each week.
	First goal September 29, 2017 and then weekly updates starting October 3 and updating each Tuesday until November 28
	Not met.  Director of SRM does not allow access to Facebook.

	Attending local church worship services and instilling their help through offering time, bible study, and donations.

	Attend church services or bible studies twice a month between September 2017 to November 2017, 6 sessions total.  Meet with a church representative during worship services stating attendance to event.

	Monthly goals
September 30, 2017
October 31, 2017
November 30, 2017
	Not met.  After emailing numerous churches in Johnston County, did not have a response back.  Director of SRM would not share contact information with current involved churches.

	Attending local fundraisers and events to spread awareness of SRM CARES and provide opportunities for local residents to help.

	Attending the following fundraisers and set up a booth about the Smithfield CARES program, Clayton Harvest Festival Sept 13-17 and Railroad Days Festival Oct 7.
	September 17, 2017
October 7, 2017
	Met.  Attended Clayton Harvest Festival, CWBN Conflict Resolution meeting, and CWBN Meeting with a Meaning.
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Email to Potential Donors


















Serving homeless men, women, and children

Date:
To Whom it May Concern,

The Smithfield Community Accessible Resources Education and Screenings (CARES) program is a group graduate project in which me and three other Doctor of Nursing Practice Students develop and implement a healthcare program for the residents at the Smithfield Rescue Mission.  We have split the project into 4 major components: health promotion and education, secondary prevention and screenings, a primary care clinic, and logistics/community outreach. I am in charge of the logistics/community outreach!

Our goal is to provide healthcare services, support, and education that focuses on health promotion, disease prevention, and management of disease to the residents at the Smithfield Rescue Mission.  

We will not be working in the clinic, but we will be creating it, and working with the staff to implement the project.  Our ECU faculty, Dr. Ann King, will be the Family Nurse Practitioner working in the primary care clinic.  Our hope is that the program will eventually provide access to care for underinsured or uninsured individuals in the community, as well as the residents at the Smithfield Rescue Mission. 
The SRM always needs volunteers and donations (monetary and supplies).  Attached is a list of items the SRM needs!  Volunteers are needed on a weekly basis, as well as meal donations if possible.  We appreciate any amount of time, product donation, or monetary donation.  Thank you for your time and appreciation in this endeavor!  
Sincerely,

Anne Huitt O’Hara, BSN-DNP Student
Logistics and Community Outreach
Running head:  SMITHFIELD CARES		1
SMITHFIELD CARES		53

smithfieldrescue.org     523 Glenn Street       P.O. Box 681     Smithfield, NC, 27577      (919) 934-9257
Business/Donation Card Example
66
Running head:  SMITHFIELD CARES

91
SMITHFIELD CARES


Smithfield Rescue Mission Donations
Paper Towels, toilet Paper, hand soap, laundry soap, deodorants, shampoo, condition, coffee, spices, trash bags, cleaning products.
For more options!
Contact Tiffany@smithfieldrescue.org
Smithfield Rescue Mission Donations
Paper Towels, toilet Paper, hand soap, laundry soap, deodorants, shampoo, condition, coffee, spices, trash bags, cleaning products.
For more options!
Contact Tiffany@smithfieldrescue.org 
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Smithfield CARES Flyer


















Serving homeless men, women, and children


Smithfield Community Accessing Resources, Education, and Screenings (CARES) Project
A student led project helping to improve quality of life and health for the homeless in Johnston County by increasing access to quality primary healthcare in a cost-effective manner to the residents at the Smithfield Rescue Mission.
Donations:  Check payable to Smithfield Rescue Mission sent to 
P.O. Box 681, Smithfield, NC 27577 
or visit https://smithfieldrescue.org/donate/ for online donations!
Contact tiffany@smithfieldrescue.org about donation options

Smithfield Rescue Mission
Provides a place and a program to break the cycle of addiction and poverty.
$1.92 provides one meal and HOPE
$25 provides shelter, personal items, and three meals to a person in need
Needs
Office and Ground Needs:  weed and grass killer, pens and pencils, printer paper, spiral notebooks, black ink cartridges (126 or 127 Epson), trashcans and bags, black sharpies, and cleaning supplies
Personal Items:  Socks, underwear, feminine products, shampoo, conditioner, body wash, bar soap, deodorant, diapers, and wipes.
Kitchen and Household Items:  pantry supplies (flour, vinegar, sugar, salt, pepper), non-perishable foods (canned vegetables, beans, rice, oatmeal, coffee, grits), cooking oil, condiments and spices, aluminum foil and plastic wrap, cooking gloves for food prep, dish and hand soap, paper towels, napkins, and toilet paper

smithfieldrescue.org     523 Glenn Street       P.O. Box 681     Smithfield, NC, 27577      (919) 934-9257








Participation Documentation


















Serving homeless men, women, and children


______________________________________, will participate the Smithfield CARES project by giving a _____________________________(financial donation, time donation, or meal donation) starting __________________________(date) until ___________________________(date).  This document ensures the collaboration between person/business in their wish to serve the Smithfield CARES project. 

Date: _________________________
Sign: ____________________________
Witness: _____________________________


smithfieldrescue.org     523 Glenn Street       P.O. Box 681     Smithfield, NC, 27577      (919) 934-9257



Table B1
Communication Responses from the Johnston County Community
	Date
	Number of Emails, Texts, or Letters sent
	Numbers of responses
	Donation (Time, money amount, contact information, or all)

	8/16/17
	3
	3
	Time, 3 meetings scheduled

	8/18/17
	1
	0
	

	8/25/17
	2
	2
	Meeting and contact information

	8/28/17
	1
	0
	

	8/30/17
	2
	2
	Contact information

	9/11/17
	9
	2
	Meeting and contact information

	9/19/17
	9
	2
	Meeting and contact information

	9/25/17
	9
	3
	none

	10/2/17
	1
	1
	none

	10/3/17
	2
	0
	none

	10/14/17
	1
	0
	none

	Total
	40
	15
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Serving homeless men, women, and children

Smithfield Rescue Mission (Homeless Men, Women, and Children)
About the mission:
A faith based community, private, non-profit dedicated to help men and women find answers to breaking the cycle of poverty and homelessness.  In Johnston County for over 40 years, serving eastern North Carolina and beyond, providing shelter, case management, employment preparation, support, and life skills education.
Persons referred to our agency will be individually screened with the following guidelines:
1) Age:  Residents must be 18 years or older (women may be accepted with children as long as boys are under the age of 10, subject to bed availability, NO men with children)
2) Length of stay:  Emergency Shelter is on a night-by-night basis:  residents admitted to the Program stay from 3 to 6 months.
3) Physical Criteria:  Residents must be ambulatory enough to walk at least 400 yards without assistance, no unstable medical conditions including infectious diseases
4) Mental Health Issues:  Requests a mental health grade prior to acceptance and should be stabilized
smithfieldrescue.org     523 Glenn Street       P.O. Box 681     Smithfield, NC, 27577      (919) 934-9257



















Serving homeless men, women, and children

5) Substance Abuse:  Person is not under the influence of any substance, past substance abuse history does not prevent admission
6) No warrants, no sex offenders, past and current criminal charges will be considered on a case by case basis
Residents accepted into the program must comply with the following:
1) Hours of arrival:  Check in or intake is from 10:00 AM to 3:00 PM, Monday through Friday
2) Picture ID
3) Medicines:  All medicines (prescription and over the counter) must be checked in (number of pills, dosage, and frequency), and if possible a supply will be sent with the client and handed directly to the staff, no controlled substances will be accepted
4) Working:  Residents admitted to the program will not work for the first 2 to 4 months, then may look for work, as approved by staff
a. If a resident is already working, they can continue to work as long as they meet the other criteria
If the client withholds, omits, or fails to communicate status (pertinent to programs or overnight stay) from the beginning of the client’s relationship with SRM, it is grounds for dismissal immediately.  **All referrals are evaluated on a case-by-case basis, no admissions guaranteed**
smithfieldrescue.org     523 Glenn Street       P.O. Box 681     Smithfield, NC, 27577      (919) 934-9257
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Appendix D
Table D1  
Johnston County Community Resources
	Agency/Resource
	Information
	Email/Contact Individual
	 Address
	Phone Number

	Free Clinics
	 
	 
	 
	 

	Johnston County Health Department 
	Free STD Testing
	 
	517 Brightleaf Blvd.  Smithfield, NC 27577
	919-989-5200

	Commwell Health
	sliding scale
	 
	507 N. Brightleaf Blvd, Smithfield, NC 27577
	919-934-0850

	Mental Health
	 
	 
	 
	 

	Johnston County Mental Health Center 
	Dr. Janis Nutt
	 
	Mental Health Center
521 N. Brightleaf Blvd.
Smithfield, NC 27577
	989-5500 / 888-815-8934

	Mental Health Support Groups/Family Education (National Alliance for Mental Illness (NAMI) of Johnston County)
	 
	 
	P. O. Box 713 Clayton, NC 27528
	919-601-3762

	Allian Behavioral Healthcare Emergency Hotline
	 
	 
	 
	1-888-815-8934 or 1-800-510-9132

	National Alliance on Mental Illness (NAMI); North Carolina Hotline
	 
	 
	 
	1-800-451-9682

	NAMI Johnston County
	 
	 
	 
	919-601-3762
Suicide Hotline: 1-800-273-8255

	Mental Health Association of Johnston County
	 
	 
	24 Noble St., Smithfield NC, 27577
	919-934-0311

	CBLAC
	Psychiatric Services; individual and group therapy for mental health and Substance abuse.  DWI assessment and treatment. Accepts Medicaid 
	 
	1302 West Market St. Smithfield,NC 27577
	919-989-1786

	Desting Counseling Connection 
	Individual and Family Therapy for adults, adolescents, & children; Psychiatric services on site in Garner (40/42) one day a week Accepts Medicaid, BCBS, Champus,  & sliding scale fees, (MD accepts Medicaid & insurances only
	www.destinycounselingconnection.com
	216 Peedin St. Smithfield NC 27577
	919-502-9361

	Johnston Counseling Services 
	Court ordered SA treatment; ADETS & DWI assessments, Individual & group therapy for mood disorders, anxiety, grief, stress, addiction, and dual diagnosis  *Adults Only*
	 
	111 North 2nd Street Smithfield, NC 27577
	919-938-0921

	NOVA-IC
	Individual, group, and family therapy servicces for children and adolecents (age 5-20). Specializes in addressing disruptive behavior, substance abuse, parenting skills, and therapy.  Accepts Medicaid, Health Choice, Tricare, BCBS, and Cigna 
	 
	1329 N. Brightleaf Blvd                                                           
Smithfield, NC 27577                                                          
	919-934-3192

	Restoration Family Services
	Child and adult individual and family therapy; Specializes in grief counseling and cognitive-behavioral therapy. Offers Anger management  for children and adolescents. 
	 
	15 Noble St. Smithfield NC 27577
	919-938-9502

	Savin Grace
	Adult individual and group therapy. Substance Abuse Services 
including SAIOP day and evening groups. Accepts Medicaid and 
Medicare
	 
	115 N. 3rd St.                                                      
Smithfield, NC 27577                                                     
	919-779-6595

	 
	 
	 
	 
	 

	AA/NA/AL-ANON
	 
	 
	 
	 

	Alcoholics Anonymous
	 
	 
	 
	(919)-894-7070, (919)-261-1609, (919)-934-7757

	Narcotics Anonymous
	 
	 
	 
	1-800-372-5447

	AL-ANON
	 
	 
	 
	1-800-344-2666

	 
	 
	 
	 
	 

	Dental
	 
	 
	 
	 

	Dr. Kennon Woods
	Medicaid Dentist
	 
	14 Noble Street
Smithfield, NC 2757
	(919) 934-5778

	Smithfield Family Dentistry
	Medicaid Dentist
	 
	910 South Brightleaf Blvd
Smithfield, NC 27577
	(919) 934-1333

	Dr. Whitney Bales
	Medicaid Dentist
	 
	101 East Market Street
Smithfield, NC 27577
	(919) 934-3409

	Carolina Dental Associates
	Medicaid Dentist
	 
	545 Venture Drive
Smithfield, NC 27577
	(919) 938-0525

	Dr. Allen, Harp, Patel, and Sims
	Medicaid Dentist
	 
	606 Buffalo Road
Smithfield, NC 27577
	(919) 989-8805







Appendix E
Table E1
Johnston County Addiction Meetings
	Meetings
	Type of Meeting
	Address
	Type of Meeting
	Meeting Day and Time

	A Fresh Start
	NA
	Asbury Church
215 E. Caroline Avenue, Smithfield, NC, 27577
	O, D, SO, LS
	Wednesday 7:00PM-8:00PM

	Another Chance Recovery
	NA
	First Baptist Church Ministry Center
125 South 4th St, Smithfield, NC, 27577
Use Door on East Johnston St
	O, D
	Friday 8:00PM-9:00 PM

	The Last Stop 
	NA
	Edgerton Memorial Church
401 Anderon St, Selma, NC, 27576
	C, LS 
	Thursday 7:00-8:30PM

	The Last Stop 
	NA
	Edgerton Memorial Church
401 Anderon St, Selma, NC, 27576
	C, D
	Saturday 7:00-8:30 PM

	Get it Together Group
	AA
	First Baptist Church 125 S. Fourth St. Smithfield, NC 27577
	C
	Monday - Noon 

	 
	 
	 
	O
	Tuesday - Noon 

	 
	 
	 
	Beginner Meeting
	Wednesday - Noon

	 
	 
	 
	O
	Thursday - Noon 

	 
	 
	 
	C
	Friday - Noon (Big Book Study)

	 
	 
	 
	O
	Saturday - 12:00 pm/ 7:30 pm - Open Spiritual Meeting

	Johnston County Group
	AA
	300 Wilsons Mill Rd. Smithfield, NC 27577
	 
	Sunday 9:00 AM/7:30 PM Spiritual Meeting

	 
	 
	First Baptist Church 125 S. Fourth St. Smithfield, NC 27577
	C
	Monday - 8:00 PM

	 
	 
	 
	C
	Tuesday - 8:00 PM (Big Book Study)

	 
	 
	 
	O
	Thursday - 8:00 PM 

	A Latte Hope Group
	AA
	First Presbyterian Church
215 S. 3rd St. Smithfield, NC 27577
	C
	Monday 5:30 PM (Step Study)

	 
	 
	 
	O
	Wednesday 5:30 PM (As bill sees it)

	 
	 
	 
	O
	Friday 5:30 PM (grapevine discussion)

	 
	
	
	
	

	Meeting Types
	 
	
	
	

	Open (O)
	Open to addicts and non-addicts alike.  All are welcome
	
	
	

	Closed ©
	Closed to non-addicts.
	
	
	

	Discussion (D)
	This meeting invites all to participate
	
	
	

	Speaker Only (SO)
	Speaking-only meeting, other attendees do not participate in the discussion
	
	
	

	Literature Study (LS)
	Literature Study
	
	
	





Appendix F
Table F1
Financial Analysis of Budget
	Item
	Quantity
	Item Description
	Cost of item
	Subtotal

	Face-to-Face Appointments at coffee shops
	
8
	Number of Coffees 
	
4.28
	
$34.24

	Travel Costs
· Mileage
	
770
	Number of Miles
	
0.54
	
$415.80

	Cellular data 
	
3
	Number of Gigabytes 
	
15.00
	
$45.00

	Total
	
	
	
	$495.04





Appendix G
Table G1
Literature Review
	Database
	Key Word Searches
	Data findings/ sample size
	# of citations found/
kept
	Levels of Evidence
	APA citation

	PubMed
	(("homeless persons"[MeSH Terms] OR ("homeless"[All Fields] AND "persons"[All Fields]) OR "homeless persons"[All Fields] OR "homeless"[All Fields]) AND "persons"[MeSH Terms]) AND ("health services accessibility"[MeSH Terms] OR ("health"[All Fields] AND "services"[All Fields] AND "accessibility"[All Fields]) OR "health services accessibility"[All Fields] OR ("access"[All Fields] AND "health"[All Fields] AND "care"[All Fields]) OR "access to health care"[All Fields]) AND ("2012/03/29"[PDat] : "2017/03/27"[PDat])
	Thirteen qualitative articles, reporting nine studies; necessary improvements for access to care includes building trust between homeless persons and health professionals, increasing collaboration between and flexibility within services, and providing more training and support for all professionals.
	11/257
	Qualitative research
Level 5
	(Hudson, Flemming, Shulman, & Candy, 2016)
Hudson, B. F., Flemming, K., Shulman, C., & Candy, B. (2016). Challenges to access and provision of palliative care for people who are homeless: A systematic review of qualitative research. BMC Palliative Care, 15(1), 96. doi:10.1186/s12904-016-0168-6 


	PubMed
	See above
	39 students were involved in a BSN program accessing the homeless population.  Students were developing assessment
tools, protocols, and policies; planning and implementing educational
sessions; and collecting pre- and posttest data to determine the
effectiveness of the education provided.

	11/257
	Level 4/5
	(Randolph, Evans, & Bacon, 2016)
Randolph, S., Evans, C., & Bacon, C. T. (2016). Preparing BSN Students for Population-Focused Nursing Care. Nursing Education Perspectives (National League For Nursing), 37(2), 115-117. doi:10.5480/13-1122

	PubMed
	Homeless people and [mesh term] access to health care
See above
	4,047 citations, we identified five eligible studies (one randomized controlled trial and four observational studies).
	11/257
	Level 5, systemic review
	(Health Quality Ontario, 2016).
Health Quality Ontario. (2016). Interventions to Improve Access to Primary Care for People Who Are Homeless: A Systematic Review. Ontario Health Technology Assessment Series, 16(9), 1–50.

	PubMed
	Homeless people and [mesh term] access to health care
See above
	A pilot study was conducted to determine if IT could serve as an effective means of communication with patients at a free clinic where 100% of the patients are uninsured; the clinic is located in an urban setting and primarily serves Latinos, the working poor, and the homeless.
The use of IT tools may improve their’ access to health information in ways that could enhance patient knowledge and self-management, and perhaps positively impact health outcomes.
	11/257
	Level 6
	(Ryan, Yoder, Flores, Soh, & Vanderbilt, 2016)
Ryan, M. H., Yoder, J., Flores, S. K., Soh, J., & Vanderbilt, A. A. (2016). Using Health Information Technology to Reach Patients in Underserved Communities: A Pilot Study to Help Close the Gap with Health Disparities. Global Journal of Health Science, 8(6), 86–94. http://doi.org.jproxy.lib.ecu.edu/10.5539/gjhs.v8n6p86

	Pubmed
	Homeless people and [mesh term] access to health care
See above
	147 clients during a 16-month period post-implementation
CAP proved an efficient and cost-effective model in engaging marginalized populations. There was a trend toward greater client satisfaction when clients perceived success related to "education, employment, activities, and programs" goals.
	11/257
	Level 4
	(Pauley, Gargaro, Falode, Beben, Sikharulidze, & Melinda, 2016)
Pauley, T., Gargaro, J., Falode, A., Beben, N., Sikharulidze, L., & Mekinda, B. (2016). Evaluation of an integrated cluster care and supportive housing model for unstably housed persons using the shelter system. Professional Case Management, 21(1), 34-42. doi:10.1097/NCM.0000000000000128 [doi] 


	PubMed
	Homeless people and [mesh term] access to health care
See above
	ED visits related to schizophrenia were more frequently made by patients living in an 
“other” type of residence (17.2%) than ED visits not related to schizophrenia (1.9%). This 
category included nursing homes, psychiatric hospitals, group homes for the mentally or 
physically disabled, assisted-living centers, prisons, hotels, and college dormitories.

	11/257
	Level 3
	(Albert & McCaig, 2015)
Albert, M. & McCaig, L.F., 2015.  Emergency department visits related to schizophrenia among adults aged 18-64:  United States, 2009-2011.  National Center for Health Statistics Data Brief, 215, 1-8.  Retrieved from https://www-cdc-gov.jproxy.lib.ecu.edu/nchs/data/databriefs/db215.pdf

	PubMed
	Homeless people and [mesh term] access to health care
See above
	the research was conducted on 21 patients with diabetic ulcers of 930 homeless people visited between 2008 and 2013.  Clinical improvement was observed in 18 patients (86%), whose pathologic condition was completely resolved after 3 years and, therefore, no longer needed medication
	11/257
	Level 5
	(Matteoli, Scaringi, Carella, Fruttaldo, Angeloni, & Laurenza, 2015)
Matteoli, M. Scaringi, C., Carella, P., Fruttaldo, L., Angeloni, U., & Laurenza, M. (2015). A mobile health service to manage diabetic foot in homeless patients. Journal of the American Podiatric Medical Association, 105(5), 424-428. doi:10.7547/13-152 [doi] 


	PubMed
	(("homeless persons"[MeSH Terms] OR ("homeless"[All Fields] AND "persons"[All Fields]) OR "homeless persons"[All Fields] OR "homeless"[All Fields]) AND ("population"[MeSH Terms] OR "population"[All Fields] OR "population groups"[MeSH Terms] OR ("population"[All Fields] AND "groups"[All Fields]) OR "population groups"[All Fields])) AND (access[All Fields] AND ("delivery of health care"[MeSH Terms] OR ("delivery"[All Fields] AND "health"[All Fields] AND "care"[All Fields]) OR "delivery of health care"[All Fields] OR "healthcare"[All Fields])) AND ("2012/04/01"[PDat] : "2017/03/30"[PDat])
	Homeless populations respond better to less intrusive questions, more readily understandable vocabulary and greater relevance to subjects' living conditions are needed to improve
	8/81
	2 step independent convenience  study 
Level 4
	Girard, Tinland, Bonin, Olive, Poule, Lancon, et al., 2017)
Girard, V., Tinland, A., Bonin, J. P., Olive, F., Poule, J., Lancon, C., et al. (2017). Relevance of a subjective quality of life questionnaire for long-term homeless persons with schizophrenia. BMC Psychiatry, 17(1), 72-017-1227-0. doi:10.1186/s12888-017-1227-0 [doi]

	PubMed
	See above
	Homeless individuals with diabetes are having barriers including competing priorities, limited access to healthy food, and inadequate healthcare resources. Recommendations are provided for healthcare providers and public health practitioners to optimize diabetes outcomes for this population.
	8/81
	Level 5
	(White, Logan, & Magwood, 2016)
White, B. M., Logan, A., & Magwood, G. S. (2016). Access to diabetes care for populations experiencing homelessness: An integrated review. Current Diabetes Reports, 16(11), 112. doi:10.1007/s11892-016-0810-y 

	PubMed
	Same as above
	Homeless Veterans are having trouble with access to health care.  One study found recommendations related to education, communication, access to electronic medical records, and collaborative partnerships. Without dedicated effort to improve coordination, health care will decline.
	8/81
	Level 2
	(LaCoursiere Zucchero, McDannold, & McInnes, 2016)
LaCoursiere Zucchero, T., McDannold, S., & McInnes, D. K. (2016). "Walking in a maze": Community providers' difficulties coordinating health care for homeless patients. BMC Health Services Research, 16, 480-016-1722-x. doi:10.1186/s12913-016-1722-x [doi]

	PubMed
	Same as above
	Increases in uses of the hospital by homeless individuals as their primary care.  Improving the health of this population is to improve collaboration with general practitioners.
	8/81
	Level 1
	(Elwell-Sutton, Fok, Albanese, Mathie, & Holland, 2016) Elwell-Sutton, T., Fok, J., Albanese, F., Mathie, H., & Holland, R. (2016). Factors associated with access to care and healthcare utilization in the homeless population of england. Journal of Public Health (Oxford, England), doi:fdw008 [pii]

	PubMed
	(free[All Fields] AND ("health"[MeSH Terms] OR "health"[All Fields]) AND ("Clinics"[Journal] OR "clinics"[All Fields] OR "Clinics (Sao Paulo)"[Journal] OR "clinics"[All Fields])) AND (collaborative[All Fields] AND care[All Fields]) AND ("2012/04/03"[PDat] : "2017/04/01"[PDat])
	Collaborative approach to primary care, especially those treating diabetics, with financial incentives have a positive effect on this population.
	5/22
	Level 2
	(Desai, Taylor, Vazquez-Benitex, Vine, Anderson, Garrett, et al., 2017)
Desai, J., Taylor, G., Vazquez-Benitez, G., Vine, S., Anderson, J., Garrett, J. E., et al. (2017). Financial incentives for diabetes prevention in a medicaid population: Study design and baseline characteristics. Contemporary Clinical Trials, 53, 1-10. doi:S1551-7144(16)30442-6 [pii] 


	PubMed
	Same as above
	Increasing access to health care with the help of student-led and student-run clinics is impacting the New Wales community in positive ways.  The student-led clinic is an invaluable and sustainable link between students, health care professionals, community based organizations, the university, and the community
	5/22
	Level 6
	(Stuhlmiller & Tolchard, 2015)
Stuhlmiller, C. M., & Tolchard, B. (2015). Developing a student-led health and wellbeing clinic in an underserved community: Collaborative learning, health outcomes and cost savings. BMC Nursing, 14, 32-015-0083-9. eCollection 2015. doi:10.1186/s12912-015-0083-9 [doi] 

	PubMed
	Same as above
	Students exposed to underserved populations may be more likely to pursue primary care fields and practice in underserved communities, improving health-care infrastructure.  Interprofessional collaboration between free clinics and underserved clinics and medical schools remain low.
	5/22
	Level 3
	(VanderWielen, Vanderbilt, Crossman, Mayer, Enurah, Gordon, et al, 2015)
VanderWielen, L. M., Vanderbilt, A. A., Crossman, S. H., Mayer, S. D., Enurah, A. S., Gordon, S. S., et al. (2015). Health disparities and underserved populations: A potential solution, medical school partnerships with free clinics to improve curriculum. Medical Education Online, 20, 27535. doi:10.3402/meo.v20.27535 [doi] 


	PubMed
	Same as above
	REACH project is a student led clinic.  The model of care at the REACH Clinic was developed by senior students from the schools of Medicine, Physiotherapy, Nursing and Social Work and managed by an interconnected student committee structure. The final consultation model involves a triage process and simultaneous consultation by two disciplines
	5/22
	Level 6
	(Buckley, Vu, & Remedios, 2014)
Buckley, E., Vu, T., & Remedios, L. (2014). The REACH project: Implementing interprofessional practice at australia's first student-led clinic. Education for Health (Abingdon, England), 27(1), 93-98. doi:10.4103/1357-6283.134360 [doi] 


	PubMed
	free[All Fields] AND ("delivery of health care"[MeSH Terms] OR ("delivery"[All Fields] AND "health"[All Fields] AND "care"[All Fields]) OR "delivery of health care"[All Fields] OR ("health"[All Fields] AND "care"[All Fields]) OR "health care"[All Fields]) AND ("ambulatory care facilities"[MeSH Terms] OR ("ambulatory"[All Fields] AND "care"[All Fields] AND "facilities"[All Fields]) OR "ambulatory care facilities"[All Fields] OR "clinic"[All Fields])) AND ("costs and cost analysis"[MeSH Terms] OR ("costs"[All Fields] AND "cost"[All Fields] AND "analysis"[All Fields]) OR "costs and cost analysis"[All Fields] OR "costs"[All Fields]) AND ("2012/04/04"[PDat] : "2017/04/02"[PDat])
	Out of pocket expenses for mental health patients not having insurance, or underinsured trying to access the mental health system.
	1/101
	Level 3
	(Brown, Hunter, Hesson, Davis, Kirby, Barnett, et al., 2017)
Brown, G. D., Hunter, W. G., Hesson, A., Davis, J. K., Kirby, C., Barnett, J. A., et al. (2017). Discussing out-of-pocket expenses during clinical appointments: An observational study of patient-psychiatrist interactions. Psychiatric Services (Washington, D.C.), , appips201600275. doi:10.1176/appi.ps.201600275 [doi]

	PubMed
	Same as above
	Discovering cost effective strategies and decreasing the out of pocket costs for patients.
	1/101
	Level 1
	(Hunter, Zhang, Hesson, Davis, Kirby, Williamson et al., 2016)
Hunter, W. G., Zhang, C. Z., Hesson, A., Davis, J. K., Kirby, C., Williamson, L. D., et al. (2016). What strategies do physicians and patients discuss to reduce out-of-pocket costs? analysis of cost-saving strategies in 1,755 outpatient clinic visits. Medical Decision Making : An International Journal of the Society for Medical Decision Making, 36(7), 900-910. doi:10.1177/0272989X15626384 [doi]

	PubMed
	(applying[All Fields] AND ("diffusion of innovation"[MeSH Terms] OR ("diffusion"[All Fields] AND "innovation"[All Fields]) OR "diffusion of innovation"[All Fields]) AND theory[All Fields] AND ("Intervention (Amstelveen)"[Journal] OR "intervention"[All Fields] OR "Interv Sch Clin"[Journal] OR "intervention"[All Fields]) AND ("growth and development"[Subheading] OR ("growth"[All Fields] AND "development"[All Fields]) OR "growth and development"[All Fields] OR "development"[All Fields])) AND ("2012/04/04"[PDat] : "2017/04/02"[PDat])
	Implementing a Cardiovascular Health Awareness Program (CHAP) utilizing the diffusion of innovation theory and the health belief model.
	1/2
	Level 1
	(Angeles, Dolovich, Kaczorowski, & Thabane, 2014)
Angeles, R. N., Dolovich, L., Kaczorowski, J., & Thabane, L. (2014). Developing a theoretical framework for complex community-based interventions. Health Promotion Practice, 15(1), 100-108. doi:10.1177/1524839913483469 [doi]

	PubMed
	(pender's[All Fields] AND ("health promotion"[MeSH Terms] OR ("health"[All Fields] AND "promotion"[All Fields]) OR "health promotion"[All Fields]) AND model[All Fields]) AND ("2012/04/04"[PDat] : "2017/04/02"[PDat])
	The use of Pender’s Health Promotion and the association with linking positive health behaviors and health outcomes.
	1/28
	Level 6
	(Heydari & Khorashadizadh, 2014)
(Heydari, A., & Khorashadizadeh, F. (2014). Pender's health promotion model in medical research. JPMA.the Journal of the Pakistan Medical Association, 64(9), 1067-1074. doi:6937 [pii]

	PubMed
	(("north carolina"[MeSH Terms] OR ("north"[All Fields] AND "carolina"[All Fields]) OR "north carolina"[All Fields]) AND ("health services accessibility"[MeSH Terms] OR ("health"[All Fields] AND "services"[All Fields] AND "accessibility"[All Fields]) OR "health services accessibility"[All Fields] OR ("access"[All Fields] AND "health"[All Fields] AND "care"[All Fields]) OR "access to health care"[All Fields])) AND ("2012/04/04"[PDat] : "2017/04/02"[PDat])
	Health needs and health concerns of the Wake County population.
	1/818
	Level 4
	Alfano-Sobsey, E., Ledford, S. L., Decosimo, K., & Horney, J. A. (2014). Community health needs assessment in wake county, north carolina: Partnership of public health, hospitals, academia, and other stakeholders. North Carolina Medical Journal, 75(6), 376-383. doi:75601 [pii]

	PubMed
	(rogers[All Fields] AND ("diffusion of innovation"[MeSH Terms] OR ("diffusion"[All Fields] AND "innovation"[All Fields]) OR "diffusion of innovation"[All Fields]) AND theory[All Fields]) AND ("2012/04/04"[PDat] : "2017/04/02"[PDat])
	The use of Rogers’ Diffusion of Innovation theory in implementing mobile devices into the nursing curricula and the strengths and weaknesses of implementation.
	1/32
	Level 6
	(Doyle, Garrett, & Currie, 2014)
Doyle, G. J., Garrett, B., & Currie, L. M. (2014). Integrating mobile devices into nursing curricula: Opportunities for implementation using rogers' diffusion of innovation model. Nurse Education Today, 34(5), 775-782. doi:10.1016/j.nedt.2013.10.021 [doi]



	PubMed
	(("homeless persons"[MeSH Terms] OR ("homeless"[All Fields] AND "persons"[All Fields]) OR "homeless persons"[All Fields] OR "homelessness"[All Fields]) AND ("delivery of health care"[MeSH Terms] OR ("delivery"[All Fields] AND "health"[All Fields] AND "care"[All Fields]) OR "delivery of health care"[All Fields] OR ("health"[All Fields] AND "care"[All Fields]) OR "health care"[All Fields])) AND ("2012/05/29"[PDat] : "2017/05/27"[PDat])
	The use of ER visits by the homeless for primary care and ways to utilize other health care agencies to stop this process.
	1/1160
	Cross Sectional Analysis
	(Mitchell, Leon, Byrne, Lin, & Bharel, 2017)
Mitchell, M. S., Leon, C. L. K., Byrne, T. H., Lin, W. C., & Bharel, M. (2017). Cost of health care utilization among homeless frequent emergency department users. Psychological Services, 14(2), 193-202. doi:10.1037/ser0000113 


	PubMed
	(free[All Fields] AND ("health"[MeSH Terms] OR "health"[All Fields]) AND ("Clinics"[Journal] OR "clinics"[All Fields] OR "Clinics (Sao Paulo)"[Journal] OR "clinics"[All Fields])) AND ("homeless persons"[MeSH Terms] OR ("homeless"[All Fields] AND "persons"[All Fields]) OR "homeless persons"[All Fields] OR "homeless"[All Fields]) AND ("2012/06/07"[PDat] : "2017/06/05"[PDat])
	This study is based on a survey of a random sample of homeless individuals utilizing four shelters in Birmingham, AL conducted in May and June 2010
	1/12
	Randomized screening
	(Kertesz, McNeil, Cash, Desmond, McGwin, Kelly, et al., 2014)
Kertesz, S. G., McNeil, W., Cash, J. J., Desmond, R., McGwin, G.,Jr, Kelly, J., et al. (2014). Unmet need for medical care and safety net accessibility among Birmingham's homeless. Journal of Urban Health : Bulletin of the New York Academy of Medicine, 91(1), 33-45. doi:10.1007/s11524-013-9801-3


	PubMed
	(("homeless persons"[MeSH Terms] OR ("homeless"[All Fields] AND "persons"[All Fields]) OR "homeless persons"[All Fields] OR "homeless"[All Fields]) AND ("health services accessibility"[MeSH Terms] OR ("health"[All Fields] AND "services"[All Fields] AND "accessibility"[All Fields]) OR "health services accessibility"[All Fields] OR ("access"[All Fields] AND "health"[All Fields] AND "care"[All Fields]) OR "access to health care"[All Fields])) AND ("2012/06/08"[PDat] : "2017/06/06"[PDat])
	Homeless individuals have lack of access to healthcare due to their financial instability.
	1/340
	sub-study within a larger mixed methods evaluation of the CATCH programme
	(Lamanna, Stergiopoulos, Durbin, O’Campo, Poremski, & Tepper, 2017)
Lamanna, D., Stergiopoulos, V., Durbin, J., O'Campo, P., Poremski, D., & Tepper, J. (2017).  Promoting continuity of care for homeless adults with unmet health needs: The role of brief interventions. Health & Social Care in the Community, doi:10.1111/hsc.12461





Weekly Emails, 40 contacts


15 feedback responses


37.5% response rate






Plan  
SRM needed
Community Resource List


Do 
Emailed contacts to develop a spreadsheet of accurate community resource information


Study 
SRM does not have an organized list of community resources 


Act
Spreadsheet created with community resources, addiction services, mental health services, and free healthcare clinics 
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