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Abstract

  Family homelessness is a growing public health issue in need of attention.  Displaced families often have very complex social, financial, and health related needs that extend beyond unstable housing. Current trends toward rapid re-housing leave limited opportunity to adequately address these needs in the emergency shelter setting.  Poor mothers are a vulnerable population that often lack the capability and financial resources to maintain good health. They suffer disproportionately higher rates of physical, emotional, and mental illness.  In addition, they typically have limited access to health care services, lower levels of education, and difficulty maintaining full time employment.  Evidence-based program models to address the needs of families experiencing homelessness are not widely established in the shelter setting. In this project, two groups of displaced mothers residing in the homeless shelter participated in four healthy behavior classes developed and facilitated by a nurse practitioner with the goal of class replication and sustainability.  The classes focused on healthy behaviors related to general health, cardiovascular health, emotional/mental health, and nutritional health. This project aimed to assess mothers’ self-perceived health statuses pre and post intervention using the Short Form Health Survey 12 (SF-12) and the four dimensional symptom questionnaire (4DSQ) mental health screening tool. The primary intervention goal was to improve actual and perceived health statuses through educational programming focused on healthy behaviors of mothers experiencing homelessness.  A secondary goal was to assure referral to appropriate mental health services for participants screening positive for depression.  
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Chapter 1: Introduction

The number of homeless families has been on the rise over the last three decades and now makes up 41% of the total United States homeless population (Marshall, 2012). The number of children living in homelessness has risen from 1.2 million in 2007 to 1.6 million in 2010, and 2.5 million in 2014 with the majority cared for by single mothers (Bassuk, DeCandia, Beach & Berman, 2014). The number of single mothers in the US has grown to 9 million, which has increased by 1 million from 2000 to 2010, demonstrating that more than a quarter of families with children are single mother households (United States Census Bureau, 2014). 
	Lacking financial, educational, and support resources, single mothers and mothers in poverty are often a vulnerable population with difficulty maintaining good health and stable housing (Lee, 2012). Single mothers have a higher incidence of negative thinking, criticism, and devaluation of self, which impacts their mental health and negatively influences their overall views of themselves (Hatcher & Hall, 2009). Chronic stress, including poverty, increases single mothers’ risk for depression (Peden, Rayens, Hall, & Grant, 2005). Single mothers have higher rates of poverty, homelessness, unemployment, lower levels of education, weak social support, and poor general health, all of which influence maternal depression, yet single mothers have less access to health care services (Wang, Wu, Anderson & Florence, 2011; Williams & Cashion, 2008).   Contributing factors to poor health in single mothers include: depression, mental illness, lack of support, child care, social isolation, financial stress, and insufficient employment (See Appendix A for more information on factors contributing to poor health in mothers). 
Addressing depressive symptoms has potential for improving mothers’ health, as well as improving parenting behaviors and health outcomes of the children (Lovejoy, Graczyk, O’Hare & Neuman, 2000). A strong partnership with health care providers can promote a reduction in depressive symptoms among single mothers in homelessness (Lutenbacher, 2002).  Much of the focus for service providers working with families experiencing homelessness centers on the critical need to secure stable housing. Due to the urgency of finding stable housing there is a systemic lack of attention on why the family became homeless and how to prevent it in the future. Although stable housing is essential for mothers experiencing homelessness, it is clear that physical, educational, emotional, and mental health support are also very important for these mothers. Bassuk et al. (2014) found that there are currently no evidence-based programs or practices to address family homelessness, yet such evidence-based programs are needed for this growing population.  Gaps exist in identifying and measuring processes and potential solutions to effectively and sustainably improve the health of vulnerable mothers.
The purpose of this Doctor of Nursing Practice (DNP) Project was to implement healthy behavior classes for mothers experiencing homelessness and to assess the impact of these classes on health self-perception.  The curriculum was developed by a family nurse practitioner and includes topics related to both mental and physical health. The assumption is that improving perceived health status has potential to influence positive health outcomes among generations. The healthy behavior project, entitled “I CAN be Healthy” was developed using current evidence related to single mothers and mothers in extreme poverty or experiencing homelessness, with the goal of adding to the needed evidence-based programming for supporting and improving the health of this vulnerable population.  
The healthy behaviors classes for mothers experiencing homelessness reflect the Triple Aim goals. The classes were grounded in improving the health of women experiencing homelessness through a trauma-informed approach, which is important for this population.  Improving the mother’s health literacy empowers her to strive for higher quality health care and achieve satisfaction in her overall health status. Improved healthy behavior knowledge and practices meets the Triple Aim goal of reducing health care cost by exposing participants to preventative care rather than emergency department usage and delayed access of care (Berwick, Nolan & Whittington, 2008). Improving the health of vulnerable mothers had potential to improve the health of future generations.  
The targeted population for this project resided in a homeless shelter located in central North Carolina. Families Moving Forward (FMF) is a non-profit agency, which grew significantly in 2016 when it merged with a smaller faith-based homeless organization in central North Carolina. FMF offers shelter to families with children and aims to provide education, employment assistance, and quick placement into stable independent housing.  North Carolina Department of Health and Human Services (NCDHHS) found that during 2013, over 3,300 people (>1%) in Durham County, stayed one or more nights in a shelter or transitional housing program dedicated to serving homeless people.  “Affordable housing is a major social and economic issue in Durham County”, (NC Health and Human Services, 2014, p.112).  Food insecurity is also an issue experienced by 19.1% of the population in Durham County, an increase of nearly 2% from 2011 (NCDHHS, 2014).  In Durham County, 20% of the population had an annual income that was below the Federal Poverty Level, which was $23,283 or less for a family of four in 2012 (NCDHHS, 2014).  Remarkably, children of single mothers are more than five times more likely to live in poverty (43.9%) when compared to children living with married parents (8.5%) (NCDHHS, 2014).  
Problem Statement 

	The rapid growth of homeless families is highly concerning; it is a public health issue (see Figure 1).  The limited resources available to poor and vulnerable mothers perpetuate the unfortunate social determinants of health for these mothers who are often caught in the generational cycle of poverty.  Healthy behavior classes, and support by a health care professional for mothers’ in poverty or experiencing homelessness improve not only her health but the health of her children. 












	Figure 1. Durham, NC homeless statistics (2006-2015) (NC Health and Human Services, Durham County Community Health Assessment, 2014)
Purpose of the Project
The purpose of this DNP project was to implement nurse practitioner developed healthy behavior classes to determine if there was improved health perception of mothers experiencing homelessness.  This project addressed the perceived health status and depressive symptoms of mothers who are experiencing homelessness. Mothers were invited to participate in four weekly “I CAN be Healthy” classes led by a nurse practitioner at the homeless facility. Health perception and mental health was evaluated pre and post class implementation through the SF-12 and 4DSQ questionnaires. 
Nature of the Problem
Single mothers in poverty often have unstable residence, move frequently, and often live in inadequate housing and dangerous neighborhoods (Bassuk et al., 2014). Single mothers and mothers experiencing homelessness are more likely to have low levels of education, employment insecurity, and food insecurity, as well as childcare and transportation stressors (Bassuk et al., 2014). Many mothers in homelessness have high rates of emotional and mental health issues and struggle to support their children (Bassuk et al., 2014).  Screening tools, support, and prevention-oriented approaches are needed within homeless systems serving families and children in order to address mental and physical health education. This is largely due to the elevated risk for developmental, learning, and mental health issues among homeless mothers and children (Bassuk et al., 2014). 
Justification of Project

 The societal need for trauma-informed evidence-based programming for mothers in homelessness is evident and can have positive health effects.  Benefits from this project for mothers included developed trust with the health care provider facilitating the classes, experiencing support from other participants in the class, gaining a better understanding of their own health, and learning strategies for improving their health. People who demonstrate healthy behaviors have improved quality of life and experience greater success with aging (Kelly et al., 2016). Improvements in healthy behaviors had the possibilities of assisting the vulnerable mothers to experience stability and greater success once stable housing is realized.  Examples of healthy behaviors included: good sleeping habits, exercising, avoiding substance use, good nutrition, cardiovascular knowledge, regular health care visits, emotional health recognition, and improved parent-child interactions. Healthy behaviors can contribute to improved employment, financial stability, lower rates of isolation, and sustainable housing. 
The benefits of the healthy behavior classes for the Families Moving Forward shelter included: implementation of a sustainable healthy behaviors programming model for their clients, an evidence-based process for screening for depressive symptoms, and an improved foundation of health knowledge for their clients. Families Moving Forward may experience fewer challenges as their clients may exhibit healthier behaviors and improved parenting skills. Health care systems and providers could also benefit from this project by gaining a better understanding of what is needed to improve healthy behaviors and enhance self-perceptions of health for single mothers and mothers in homelessness. Finally, participants could benefit from a greater understanding of where and how to seek appropriate health care services.    
Theoretical Framework

	A social cognitive theoretical framework was utilized in this project. Social cognitive theory is derived from Albert Bandura, who focused on shaping behaviors (Bandura, 1977). This theory teaches that “behavior change can be induced through observational learning”, individual behaviors, and actions resulting from either positive or negative outcomes witnessed or experienced by oneself or someone else exhibiting comparable behaviors or actions (Kay & Kibble, 2016, p. 18). There are four components to Bandura’s social cognitive theory of observational learning. The four processes (see Figure 2) are attention, retention, (re)production, and motivation.  Social cognitive theory provides a sound framework for planning, implementation, and evaluation of health education programs for vulnerable populations.

(Bandura, 1977)
Figure 2. Bandura’s social cognitive theory related to healthy behavior education.

The social cognitive theory emphasizes the “global influence of perceived self-efficacy, which affects health habits directly by impacting goal setting, expectations concerning outcomes, and perception of socio-structural supports and obstacles to health promoting behaviors” (Atkins, 2010, p.157).  This DNP project aimed to positively impact the lives of the mothers and children experiencing homelessness by influencing self-efficacy through education and modeling of healthy lifestyles.  The goal was for mothers to retain the educational information, as well as reproduce the information learned in the classes in order to promote improved physical and emotional health, and to improve self-efficacy and positive health behaviors for themselves and their children.   
Assumptions 

	There was an assumption that the implementation of healthy behavior classes for mothers experiencing homelessness would result in increased self-efficacy and improved health self-perceptions of the participants. It was also assumed that attrition with this population was possible during the four weekly healthy behavior classes since mothers were attempting to find employment and stable housing, both of which were critical and unpredictable. 
Clinical Questions 

Would implementing healthy behavior classes improve participants’ self-perceived health as evidenced by response to the SF-12 questionnaire?  Would completion of the 4DSQ questionnaire identify mothers with depressive symptoms in need of referral for mental health services?  
Definition of Terms 
Single mother- female parent caring for one or more child without a husband, wife, partner or other parent of the child living in their home or current living situation. 
Depression- feelings of hopelessness, unimportance, not having joy or hope in one’s day to day actions.  Depression includes feelings of somnolence and sadness (Mayo Clinic, 2017).  
Homeless- not having a stable residence to live in, needing to live in a shelter, outside or in a vehicle. For some people this will include staying with friends and family when they have no home or residence of their own to live in. 
Mothers experiencing homelessness- female parent with children who does not have stable housing, the children do not necessarily need to be residing with the mother at the time of homelessness. 
Healthy behavior classes- classes developed to provide health education including what behaviors improve health and what behaviors contribute to poor health. For the purpose of this project, focus of healthy behaviors include: sleeping habits, exercise, substance use, cardiovascular health, healthy diet, regular health care visits, improved mental and emotional health, depression identification, and improved parent/child interactions. 
Food insecurity- reports of reduced quality, variety, or desirability of diet. Little or significant amount of reduced food intake (United States Department of Agriculture, 2016).
Partnered Mothers- for the purposes of this paper partnered mothers are mothers who are living with, married to or in a committed relationship with the father of their children. 
Trauma- emotional response to a terrible event like an accident, rape or natural disaster. Immediately after the event, shock and denial are typical. Longer term reactions include unpredictable emotions, flashbacks, strained relationships and even physical symptoms like headaches or nausea (American Psychological Association, 2017).
Anxiety- intense, excessive and persistent worry and fear about everyday situations. Anxiety disorders may involve repeated episodes of sudden feelings of intense anxiety and fear or terror that can bring on panic attacks (Mayo Clinic, 2017). 
Distress- psychological dysfunction, associated with everyday stressors, strain and coping. Stress from work, home life, psychological problems, current world and personal life events all add strain on a person which results in distress
Somatization- feeling or seeming physically ill or sick due to a person’s mental stress/strain.
Summary 
Having a successful healthy behavior program for mothers experiencing homelessness could potentially improve self-perceptions of physical and emotional health.  The population of homeless mothers’ and mothers’ living in poverty is identified as having poor health and higher rates of depression. The situational trauma mothers in poverty and homelessness have often experienced potentiates depression, which may be poorly identified and treated for mothers living in poverty (Atkins, 2010).  This project utilized the 4DSQ and SF-12 questionnaires pre and post intervention to measure health self-perceptions, as well as emotional health and health concerns for this population. Evidence-based, trauma-informed healthy behavior classes could improve emotional and physical health for single mothers living in poverty and mothers experiencing homelessness, as well as have a positive impact on health care systems through appropriate use of health care services and resources.


Chapter 2: Review of the Related Literature

The purpose of this literature review was to explore existing evidence and contributing factors related to the health statuses of single mothers, low-income mothers, and mothers experiencing homelessness and to identify gaps in current knowledge.  Sources of evidence included PubMed, CINAHL, and public health and housing records through the federal government census.  Reference lists from included manuscripts were also reviewed.  Key terms searched included: single mother, lone mother, single mother health, poverty, homeless, homeless families, homelessness, child homelessness, poor health, health education class, health behavior education, health support class, health perception, and social health determinants. 
Search Strategy
This literature review included studies dating from 1991 to the present, focusing primarily on the last fifteen years as there were valuable pieces of literature about low income mothers that were greater than five years. The initial search resulted in 146 articles. (see Appendix B). Of the 146 articles, 88 met the inclusion criteria for this project, which included the concepts of single or homeless mothers and their health.  Studies with a focus on the health of children in single parent families and children in homelessness were also reviewed for relevance.  Manuscripts published in languages other than English were excluded, as were those focused on male single parents.
Overview

Review of the 88 manuscripts found that variables associated with the health status of this population included poverty, support, trauma, self-esteem, depression, food insecurity, employment, education and access to health care services.    
Poverty negatively impacts the health of single mothers, due largely to the lack of resources and social support throughout their lives (Whitehead et al., 2000).  Poverty and chronic stress increased mothers' risk for depression and potentially led to financial hardship (Peden et al., 2005). More than half of single mother families live in poverty (Duffy, 2010).  Mothers in poverty have an increased risk for mental and emotional health issues, which in turn negatively impacts their children, often resulting in a cycle of generational poverty (Peden, Rayens, Hall, & Grant, 2004).  Homeless parents have higher than average rates of chronic medical conditions (Bassuk et al., 2014).  It is estimated that the average life expectancy of homeless people ranges from 48 to 64 years, considerably less than the national average of 79 years (Bassuk et al., 2014).
Many social factors influence the health of mothers experiencing poverty and or homelessness.  Lack of social support and isolation were found to be a risk factor for poorer health, depression and higher mortality of vulnerable mothers (Whitehead, Burstrom & Diderichsen, 2000).  Compared with partnered mothers, single mothers had lower levels of education, income, and social support, which contributed to overall poor health (Young, Cunningham, & Buist, 2005).  Single mothers were more likely to smoke, be overweight or obese, and were less physically active than partnered mothers which contributes to poorer health (Young et al., 2005).  Young et al., (2005) found that mothers who had experienced a cardiovascular event (MI, CHF, or stroke) were 3.3 times more likely to be single mothers.  Single mothers have higher levels of depressed mood and family stress (Lipman et al., 2007). Social support provided by means of support groups for single mothers resulted in improved self-concept and improved mental health status (Young et al., 2005).
Women reported that fear of losing stable housing influenced them to remain in violent relationships (Bassuk et al., 2014). Women who had experienced homelessness were two to four times more likely to have undergone violence in their past (Jasinski, Wesley, Mustaine, & Wright, 2005).  Among homeless families in housing programs, 93% of mothers experienced at least one traumatic episode and 81% experienced multiple traumatic events (Hayes, Zonneville & Bassuk, 2013).  If violence had occurred, mothers and children suffered the consequences, often for the remainder of their lives. Violent and traumatic experiences impacted mothers’ abilities to access stable housing, maintain jobs that paid a livable wage, form trusting relationships, parent effectively, and have good long-term health outcomes (Bassuk et al., 2014).    Not only had most mothers in homelessness experienced physical violence and trauma, but their children were affected, as well.  Per Bassuk et al. (2014), 66% of children parented by single mothers experienced physical violence by a childhood caretaker or other household member, and 43% were sexually molested before the age of 12. 
Mothers who experienced violence or trauma may have also experienced economic abuse that led to debt, poor credit, lack of savings, and difficulty maintaining stable employment and housing (Bassuk et al., 2014).  Bassuk et al. (2014) suggested that employment programs for homeless families should provide skills, training, and placement in local jobs with entry level skills, flexible schedules, and career ladders.  Along with employment training and assistance, mothers experiencing homelessness benefitted from life skills training to help in achievement of independence and confidence. 
Health care providers must be aware of these issues and work to reduce long-term effects of trauma (Bassuk et al., 2014).Trauma-informed care is grounded in an understanding of, and responsiveness to the impact of traumatic stress and post traumatic reactions.  Services planned utilizing a model of trauma-informed care prioritized the building of trusting and supportive relationships (Bassuk et al, 2014).  Trauma-informed care includes screening mothers for mental health disorders including major depression, PTSD, substance use, and anxiety. 
Self-esteem is a contributing factor to mental health status in women.  Data analyzed by Copeland & Harbaugh (2010) revealed that married mothers reported significantly higher levels of confidence and self-esteem and sense of parenting mastery than single mothers. A link could be made that not being married or partnered improves self-esteem and parenting confidence, which will improve mental health. 
Depression is manifested differently among individuals.  Reported symptoms may include anxiety, isolation, feelings of helplessness and hopelessness, apathy, guilt, poor concentration, and sleep disturbances (Atkins, 2010).  Lifetime rates of depression among mothers who were homeless ranged from 45% to 85%, compared to 12% of women from all socioeconomic groups (Bassuk et al., 2014).  These high rates of depression among homeless mothers represented a significant public health concern.  Depression and anxiety can influence one’s ability to obtain and maintain housing and social services (Bassuk et al., 2014; Perlman, Cowan, Gewirtz, Haskett, & Stokes, 2012).  Depressive symptoms were associated with greater everyday stressors, fewer social resources, and greater use of avoidance coping (Hall, Gurley, Sachs, & Kryscio, 1991).  Full time employment, permanent housing, improved parenting skills, and increased social support are associated with improving depression in single mothers and mothers experiencing homelessness (Hatcher & Hall, 2009).  Interventions focused on reducing negative thinking, increasing social and educational support, and providing basic needs were reported to prevent clinical depression in single mothers (Peden et al., 2005).  Mothers with and without full-time work histories who had lower levels of depressive symptoms in homelessness were more likely to complete education or job training programs than those with high levels of depression, demonstrating the need to address the issue of depression in the shelter setting (Bogard, Trillo, Schwartz & Grestel, 2001).  Depression in mothers reduced the ability to parent effectively and may have compromised children’s growth and development (Bassuk, 2010). One of the strongest predictors of poor parenting and childhood maladjustment was untreated depression of mothers.  Treatment of depressed mothers with medication, psychotherapy and/or behavioral interventions was associated with fewer emotional and behavioral problems in children (Bassuk et al., 2014). 
Food insecurity is the limited or uncertain availability of nutritionally adequate and safe foods or the uncertain ability to acquire acceptable foods in socially acceptable ways (United States Department of Agriculture, 2016).  Despite receiving government benefits, mothers living in poverty often relied on food banks, sometime resulting in mothers going without food for themselves due to inadequate food supplements through social programs (Cook, 2012).  This purposeful strategy potentially resulted in inadequate nutrition or poor food choices for the mother (Campbell-Grossman, Brage-Hudson, Keating-Lefler, & Ofe-Fleck, 2005).  This created risks for becoming malnourished, overweight, or obese and other widespread health problems (Martin & Lippert, 2012). Policy changes are needed to address and solve this public health crisis, particularly for the many female led families in poverty.  
Full-time employment increased the likelihood of improved health among mothers living in poverty, (Bogard et al., 2001; Dziak, Janzen, & Muhajarine, 2010; Fritzell et al., 2012; Gucciardi, Celasun & Stewart, 2004; Gyamfi, Brooks-Gunn, & Jackson, 2001; Hope, Power & Rodgers, 1999; Samuels-Dennis, 2006; Yanicki, 2005; Zabkiewicz, 2010).  Gaining full-time employment potentially contributed to a decline in mental health problems for poor mothers, as well as increased self-esteem among women who were depressed (Zabkiewicz, 2010).  Women employed full time demonstrated higher self-esteem than unemployed women (Peden et al, 2005).  Mothers employed on a part-time basis did not show an improvement in mental health.  .  Mothers living in homelessness were more likely to have limited education and job skills, creating challenges in finding a place in the labor market. (Bassuk et al., 2014). Unemployment was an important social determinant of health among vulnerable populations (Puig-Barrachina, Malmusi, Martenez, & Benach, 2011).  Mothers with mental health disorders experienced improper treatment at work, making for a difficult working environment (Rosen, Spencer, Tolman, Williams, & Jackson, 2003).  Depressed mothers without full time employment histories who participated in educational support programs offered through homeless organizations improved their chances of stability post-homelessness (Bogard et al., 2001).  Women who completed education or job training programs while in homelessness were more likely to find full-time employment after a homeless episode (Boguard et al., 2001).  These findings suggested that policy makers should focus on creating opportunities for full-time employment for impoverished mothers and take depressive symptomatology into account when offering assistance to mothers experiencing homelessness (Boguard et al., 2001). 
	Having advanced or specialized education and training offered people access to secure jobs, stable income, health insurance, and other benefits which could have determined whether one could afford basic resources, such as adequate food and safe housing (Braveman, Egerter & Williams, 2011).  Ogunsiji & Wilkes (2004) described a program which provided single mothers who had financial hardship the opportunity to attend a university and reported improvement in both mental and physical health among participants.  When single mothers experienced a rise in income or education, incremental improvements in their health were reported (Braveman et al., 2011). 
The combined effects of poverty, homelessness, behavioral, and medical concerns pose serious barriers to accessing health care services, leaving many women and children without adequate health care (Ponce, Lawless, & Rowe, 2014).  The majority of homeless families in the U.S. are headed by single mothers (National Women’s Law Center, 2013).  In 2013, the poverty rates for single mother families were 39.6%, five times the rate for married families at 7.6% (National Women’s Law Center, 2013).  Living in poverty significantly reduces access to health care coverage.  Even with the Affordable Care Act, low-income mothers were more than twice as likely to be uninsured as moderate-income mothers, and almost 15 times more likely to be uninsured as higher-income mothers (Karpman, Gates, Kenney & McMorrow, 2016).  
Improving the health and well-being of mothers may benefit their children.  Reducing maternal depression was associated with improved parenting behaviors, as well as improved health and development outcomes for children (Lovejoy et al., 2000).  When mothers have persistent stress due to lack of adequate support and lack of basic needs, their self-esteem decreased, leading to isolation, depression, and fear that they are not good parents (Campbell-Grossman et al., 2005).  Programs teaching parenting skills and providing education on child development have resulted in improved parenting (Bassuk et al., 2014).  Homeless children who experienced positive parenting practices had fewer trauma symptoms and behavioral problems (Bassuk et al., 2014).  Many single mothers entering homelessness did not have adequate parental role models. Programming efforts assisted and educated mothers, built stronger social networks for mothers, and resulted in greater success in positive parenting (Sepa, Frodi, & Ludvigsson, 2004).  
Evidence Based Strategies for Improving Healthy Behaviors
  Implementing population specific health behavior education resulted in improvements in maintaining healthy behaviors (Resnicow et al., 2002).  Duffy (2010) reported that mothers identified finances, stress, support, personal development, violence, abuse, living environment, and transportation as major contributors to  poor health (Duffy, 2010).  Knowledge of these influences was useful in developing evidence-based interventions and laying the groundwork for public policy changes.  Nurses and health care professionals possessed knowledge and ethical standards that respected the beliefs and experiences of vulnerable populations.  Thus, health care professionals have valuable roles in working toward gender and economic justice, thus improving health for those populations (Duffy, 2010).
Davidson et al. (2013) offered classes for mothers, which encouraged healthy behaviors and promoted personal responsibility for one’s health.  These classes were important elements of interventions for smoking cessation, increased physical activity, and healthy eating for mothers in poverty.  Peer, community, and spiritual linkages are important when implementing healthy behavior interventions. Davidson et al. (2013) developed evidence-based materials supporting the development, design, implementation, and reporting of health behavior interventions for minority groups. Gender-specific interventions should also be considered (Davidson et al., 2013).  
 Teuscher et al. (2015) completed a randomized trial implementing healthy behavior lifestyle group meetings and education on healthy diet using an ethnically-matched dietician and a gender-matched sports instructor.  The activities were held in participants’ own neighborhoods and the activities for women and men were implemented separately and completed the SF-36 questionnaire.  Those with lower socieoeconomic status (SES) had greater study dropout rates (Teuscher et al., 2015).  Low SES participants indicated they first needed to get a signal from their own body (like an illness or sickness) before making healthy lifestyle changes (Bukman et al., 2014).  Bukman et al. (2014) identified opportunities for adapting lifestyle interventions that are more appealing for individuals with low SES.  Group-based interventions had better health improvement results than individual counseling (Bukman et al., 2014).  Low SES participants indicated it would be most helpful to receive nutrition advice in a group to allow exchange of ideas and experiences (Bukman et al., 2014).  These studies supported the benefit of healthy behavior classes offered as group education (as opposed to individual education) for participants of low SES. 
Synthesis of the Literature 

Numerous studies supported the need for healthy behavior education for mothers in poverty.  Mental health and educational resources that meet the needs of mothers experiencing homelessness or mothers living in poverty are difficult to access and often fragmented to meet only the most critical needs (Marshall, 2012). Healthy behavior needs in the literature focused on certain areas of health, including cardiovascular disease (Young et al., 2005), obesity (Martin & Lippert, 2012), smoking (Burstrom et al., 2010; Sperlich & Maina, 2014), emotional health, and mental health.  The majority of the mental health studies focused on depression (Atkins, 2010; Bogard et al., 2001; Copeland & Harbaugh, 2010; Gyamfi et al., 2001; Logsdon, Hines-Martin & Rakestraw, 2009; Peden et al., 2004; Peden et al., 2005; Samuels-Dennis, 2006).  Depression was positively associated with financial stressors (Crosier et al., 2007; Dziak et al., 2010; Gyamfi et al., 2001; Hope et al., 1999; Lipman et al., 2010; Rousou, Kouta, Middleton, & Karanikola, 2013).  Depression also correlated with social isolation (Copeland & Harbaugh, 2010; Lipman et al., 2010; Popay, 1999).  
The evidence supported the notion that social support can positively impact the health of  single mothers and mothers in homeless situations (Campbell-Grossman et al., 2005; Campbell-Grossman, Hudson, keating-Lefler, Yank & Obfunwa., 2009; Campbell-Grossman, Hudson, keating-Lefler & Heusinkvelt, 2009; Copeland & Harbaugh, 2010; Crosier et al., 2007; Hope et al. 1999; Keating-Lefler, 2004; Lipman & Boyle, 2005; Lipman et al., 2010; Rousou et al., 2013; Sepa, Frodi, & Ludvigsson, 2004; Whitehead et al., 2000; Yanicki, 2005; Young, 2005).  The value of interventions which provided healthy behaviors education in an environment of trust and social support are reflected in the literature. The literature also supported advocacy in promoting public policy changes to provide ongoing resources (financial, educational, and child care) for single mothers and mothers living in homelessness (Benzeval, 1998; Burstrom et al., 2010; Cook, 2012; Curtis & Pennock, 2006; Fritzell et al., 2012; Popay, 1999; Westin & Westerling, 2007; Whitehead et al., 2000). 
Limitations 
Gaps exist in the literature related to evidence-based methods to achieve improved health of mothers in poverty and mothers in homelessness.  It is evident that providing education, improving employment, and offering ongoing support have contributed to improved health self-perception of mothers’ living in poverty.  Specific replicable programming models grounded in evidence, taught by knowledgeable health care professionals are needed to improve health and wellness outcomes for this vulnerable population and their children. 
Summation of Literature
Health professionals must act to identify and support mothers experiencing poverty and homelessness (Rousou et al., 2013).  The literature reviewed supported implementation of cost effective peer-based classes focused on healthy behaviors.  This supports the use of such an intervention for mothers in homelessness at Families Moving Forward (FMF) and successfully addresses the Institute of Healthcare Improvement’s Triple Aim, which strives to improve the individual experience of care; improve the health of populations; and reduce the per capita costs of care for populations (Berwick, Nolan & Whittington, 2008).  The Institute of Healthcare Improvement’s Triple Aim guided this DNP project of implementing healthy behavior classes by identifying an array of health determinants in a specific community/population, developing specific interventions related to those determinants, and empowering mothers in homelessness to move toward improved quality of life through improved physical and mental health.  Healthy behavior classes were developed for this specific population to improve their health, a strategy supported by the Triple Aim (Berwick, Nolan, & Whittington, 2008).  Developing an evidence-supported healthy behavior curriculum for the growing population of mothers experiencing homelessness in the community is a way to lead and manage efforts with healthcare practitioners to improve health care (Moran, Burson & Conrad, 2014).


Chapter 3: Methodology
Design 

This project used a quasi-experimental pre-post intervention design to measure the effect, of healthy behavior classes on health perception in mothers experiencing homelessness.  The project included four weekly interactive classes focused on health education and healthy behaviors developed by a nurse practitioner for mothers residing at the homeless shelter.  Class content included major themes identified important for the vulnerable population in the literature. The healthy behavior classes were sensitive to an assumed history of trauma and abuse; they were developed to be supportive and to encourage building healthy relationships. Two cohorts of four week classes were offered, the first in January 2017 and the second in February 2017.  Health perception, including emotional health, was evaluated before the initial class and at the end of the final class through the use of the 4DSQ and SF-12 questionnaires.    Educational level, age, race, number of children, and employment were collected on the demographics form at the initial class.   
Setting
 
	This project was conducted, with approval, at Families Moving Forward (FMF), a non-profit shelter serving families with children, located in central North Carolina (Appendix C). FMF shelters up to 21 families entering homelessness, they stay for approximately 12 weeks.  Upon admission to the shelter, each mother undergoes an intake process which includes, an in depth family, financial, and employment history.  FMF staff work with the residents to identify appropriate child care services, employment, and permanent housing.  The service model at FMF includes required evening programing for residents taught by staff or community volunteers.  Residents receive points for each class they attend.  The points are utilized to “purchase” items in the FMF store, which is often composed of household supplies, toiletries or basic daily goods.   School age children residing at the shelter attend volunteer supported education and reading groups which are held during the adult programming time.  The “I CAN be Healthy” series was integrated into the required evening programming for adults.  
Sample 

Five mothers, all over 18 years old, were selected by the FMF staff for each of the two cohorts. The mothers were enrolled at least one week prior to the start date for the initial class of the cohort.  All races and ethnicities were included.  Due to the classes being taught in English the mothers were to be English speaking as well. 
Protection of Human Subjects 

Organizational approval was obtained prior to implementation of the project.  The project was reviewed and approved by the ECU Institutional Review board (Appendix D). The nurse practitioner obtained consent from each mother participating in the “I CAN be Healthy” classes prior to starting the initial class (Appendix E).  The consent form was read aloud by the nurse practitioner due to the uncertainty of participant literacy, participants also had time to read the consent and ask the nurse practitioner questions in private.  The participants signed the consent and each received a copy of the consent.  
The nurse practitioner provided an envelope containing the questionnaires and demographics form all with a code assuring that no participant identification information was on the questionnaires.  The nurse practitioner recorded the code number assigned to each participant on the code sheet (Appendix F).  The participants completed the coded questionnaires and placed them back in the envelope, sealed the envelope and returned it to the nurse practitioner during the initial and again at the final class.  All responses to questionnaires remained confidential and only the nurse practitioner had access to the responses.   The code tracking sheet was stored in a lock box in a locked office which was in a separate location than the questionnaires.  Participants were informed that questionnaire responses were confidential, voluntary and only the Nurse Practitioner had access to the questionnaire responses.  At the beginning of each class, the nurse practitioner reminded participants that group discussions held in the class should be is respected and confidential.  Participants’ names were released to the case worker and FMF program coordinator for referral to the FMF mental health partner, Alliance Behavior Health for additional resource support if the participant had a score greater than 5 on the depression section of the 4DSQ depression questionnaire.  
No identifying participant information was collected.  Data was stored on a secure ECU Pirate Drive on the nurse practitioner’s password-protected computer.  The questionnaires were stored for the duration of the project.  After the program is completed the questionnaires and name code sheet will be properly destroyed. 
Methods  
Initial information session for “I CAN be Healthy” classes was presented at a FMF staff meeting which assisted staff in identifying appropriate participants.  Flyers informing staff and residents about the “I CAN be Healthy” classes were distributed to the FMF staff and posted for residents (Appendix G).  The FMF program director notified the nurse practitioner of mothers who would be participating in the cohorts.  
Content for the four “I CAN be Healthy” weekly classes was developed by a Nurse Practitioner (Appendix H). Topics for the “I CAN be Healthy” classes included: General Health, Cardiovascular Health, Emotional Health, and Nutrition.  Content for each of the four classes was based on the topics identified in the literature for the needs of this vulnerable population.  The information was presented in lecture format, with participants and nurse practitioner sitting around a table. They class information was put into a PowerPoint format, printed and placed in a facilitator binder for presentation.  
A priority for the nurse practitioner leading the classes were to have participants interact by having them share personal experiences related to the class content,  or talk about their concerns.  A nurse who is a consistent volunteer with FMF was present for both of the cohorts participated as a co-leader, she assisted in answering participant questions, project and content development, and helping the mothers who had difficulty reading when needed. Having the same five participants in each of the four classes each group developed a comfort level with sharing and learning from one another, which led to a trusting and cohesive learning environment.  Participants received a notebook which they used for note taking and journaling. The nurse practitioner prepared handouts each week for the participants to include in their journals.  The handouts enhanced the discussions and provided the participants with reference materials for review.  This open dialogue led to the development of relationships among participants and increased the group cohesiveness. During the first class, the nurse practitioner led a “Healthy Behavior Bingo” activity that had mothers talking, reading, laughing and participating in learning.  This activity set a positive tone for the group.  
 Screening for health perception was included in the initial and final healthy behavior classes, using the 4DSQ and SF-12 questionnaires.  The nurse practitioner correlated the data from the participants’ responses on the 4DSQ and the SF-12 as pre-post measures.      
Materials 

	A facilitator binder with power Point slides complete with evidence based healthy behavior material were developed for the “I CAN be Healthy” classes (Appendix I)  “I CAN be Healthy” facilitators guide was shared with FMF for sustained use, both electronically and hard copy. Handouts correlating with the weekly topics were developed and used as well as the healthy behaviors bingo game. 
Instruments 

	          The questionnaire tools utilized in this project were the SF-12 (Appendix J) and the 4DSQ (Appendix K).  There was also a demographic sheet that the mothers were asked to complete at the first class (Appendix L). 
          Permission was obtained to use the SF-12 survey with a free license through the owning company Optum (Appendix M).  The SF-12 health perception survey was developed in the United States from the original, SF-36. The SF-12 evaluates physical and mental self-perception of health and consists of 12 questions.  The SF-12 is comprehensive with documented reliability and validity among cross-cultural populations (Kodraliu et al., 2001).  The reliability of the SF-12 was documented with a Cronbach alpha of 0.76, which is acceptable and reasonably strong (King, Horowitz, Kassam, Yonas, & Roberts, 2005). 
The 4DSQ tool has 50 questions, it is mainly used in primary care settings to assess depression, distress, anxiety and somatization (Langerak et al., 2012).   Utilization of the 4DSQ does not require approval as it is open for non-commercial.  Reliability of the 4DSQ is high, and validity has been confirmed with a Cronbach’s alpha for the four sub-scales ranging from .79 to .90. (Terluin et al., 2006).  
Data Collection 
	Data collection began at the initial “I CAN be Healthy” class for cohort one in January 2017and cohort two in February 2017 using the coded demographic tool, the 4DSQ, and the SF-12.    Post data was collected at the final healthy behavior class utilizing the 4DSQ and the SF-12 completed in February 2017 for cohort one and March 2017 for cohort two. 
Data Analysis 
	The data collected from the two questionnaires and the demographic tool was analyzed following the first and last class.  Results of the 4DSQ were scored by the Nurse Practitioner.  When the questionnaire results showed depressive symptoms present, as measured by a score of >5 in the depression results section on the 4DSQ, the nurse practitioner notified the FMF case manager for referral to Alliance Behavioral Health, a mental health partner of FMF.  Questionnaires were correlated individually pre and post the four classes to determine if any change in health perception or emotional health had occurred.  Analyzing the data for the SF-12 questionnaire was completed through a specific scoring program from the owning company Optum.   
Limitations
The risk of attrition is significant with this vulnerable population, as shelter residents are attempting to find employment and stable housing.  Limitations of the pre and post results include competing factors such as: other education, and support that the mothers received while in homelessness with FMF.  Mothers likely have not had supportive education in the past, so building trust and insuring participation may also be a limitation.  Mothers could potentially have transitioned out of homelessness before the classes were completed, fortunately, this did not occur during either of the two cohorts. 
Lessons Learned
	Winter inclement weather and the peak of the flu season affected scheduling and attendance.  The first class was postponed for one week due to inclement weather which affected the FMF programming schedule.  One attendee was unable to attend two of the four sessions due to illness affecting herself and her daughter. 
 A lesson learned was to be sensitive to the inclusion of too many grave statistics, which have potential to overwhelm participants with the seriousness of their situation.  Finally, the overwhelming amount of distress reported by most of the participants on the 4DSQ results, while nearly no anxiety was reported, was an outcome that was not anticipated.   

 

Chapter 4. Results
Sample Characteristics
The project sample included ten mothers in residence at FMF with the age range of 20 and 47.  The average age of the subjects was 36.6 years (Appendix N).  All subjects were English speaking.  There were four white mothers and six African American mothers.  Five out of ten mothers were high school graduates, seven mothers had some amount of post high school training.  Only three mothers were employed; of which two were employed part time.  One mother stated she was employed full time; however she was on leave from her job due to transportation difficulties.
The Nurse Practitioner taught two cohorts of classes. Each of the cohorts had five participants. The first cohort had complete attendance at each of the four classes. During the second cohort, one mother missed two weeks due to illness of herself and her child, and one mother missed the last class due to mental health crisis related to her son.  Due to the absence of the one mother during the post questionnaires her pre intervention questionnaires were not utilized. Nine pre and post questionnaires were fully completed and used. Mothers in both cohorts participated fully in discussion and activities during the classes.  
Major Findings

This project used a quasi-experimental design to estimate health perception changes as well as the impact of the healthy behavior class intervention on the target population without random assignment. Review of the literature revealed that full time employment was correlated with a lower level of depression. Only one mother indicated she had full time employment, although she was not able to attend work due to lack of transportation.  While her depression scores on the 4DSQ indicated that she did not have depression it was indeterminate if her perception of having full time employment influenced a negative depression screening.    
	On the 4DSQ pre and post intervention questionnaires there were many responses which suggest a negative impact on the mother’s health. Distress and somatization were the most common positive responses followed by depression and lastly anxiety.  The majority of the mothers had high positive responses on the 4DSQ questionnaire for the questions:   
· Disturbed sleep?
· Have difficulty getting to sleep? 
· Headache? 
· Pain in the abdomen or stomach area? 
· Feeling down or depressed? 
· Lack of energy? 
· Were you afraid of becoming embarrassed when with other people? 
· Neck pain? 
· Back pain? 
· Worry? 
· Easily irritated?
Health perception improved overall pre to post intervention based on the 4DSQ demonstrating that the “I CAN be Healthy” intervention may have had a positive impact on the mothers depressive, anxiety and distress levels.  The 4DSQ scoring ranges are: depression 0-12 (>2 is moderately elevated, >5 is strongly elevated), anxiety 0-24 (>8 is moderately elevated, >12 is strongly elevated), somatization 0-32 (>10 is moderately elevated, >20 is strongly elevated), and distress 0-32 (>10 is moderately elevated, >20 is strongly elevated). The lower the score the less likely the participant will have depression, distress, anxiety, or somatization and overall lower scores reflect a more positive outlook on health.  
On the pre intervention questionnaires the mothers scored: 
· depression 0-12 mean of 2.2 (moderately elevated)
· anxiety 0-13 mean of 4.7 
· somatization 2-14 mean of 7.3 
· distress 3-28 mean of 13.5 (moderately elevated)
On the post intervention questionnaires the mothers scored: 
· depression 0-12 mean of 1.8
· anxiety 1-10 mean of 1.5 
· somatization 0-19 mean of 7.6 
· distress 3-29 mean of 10.6 (moderately elevated)
	The average score among project participants for the depression component of the 4DSQ prior to the intervention was 2.56; after the intervention, scores decreased to an average of 1.89 (p=.1428), indicating a positive impact, though not statistically significant. In a paired sample correlation the depression score pre and post intervention was significant at (p=0.005) (Table 1.).  
	Table 1

	
	
	
	
	

	4DSQ depression data
	
	
	
	
	

	Paired Samples Statistics
	
	

Mean
	

N
	
Std. 
Deviation
	
Std. Error Mean

	Pair 1
	Depression
	2.56
	9
	4.362
	1.454

	
	DepressionPOST
	1.89
	9
	3.855
	1.285

	Paired Samples Correlations
	
	N
	Correlation
	Sig.
	

	Pair 1
	Depression & DepressionPOST
	9
	0.837
	0.005
	


The average score among project participants for the anxiety component of the 4DSQ prior to the intervention was 3.67; after the intervention, scores decreased to an average of 1.56 (p=.188), indicating a positive impact, though not statistically significant. The average score among project participants for the distress component of the 4DSQ prior to the intervention was 13.56; after the intervention, scores decreased to an average of 10.33 (p=.263), indicating a positive impact, though not statistically significant.

SF-12 QualityMetric 2009 scoring program was used with approval from the company Optum.  Results from the SF-12 indicated the depression scores of the project participants were above average compared to the general population norm based on the QualityMetric 2009 database. Population norm from the Optum QualityMetric 2009 is reported as 20% out of 100% of the population.  In this project the mean pre intervention scores indicated positive depression scores of 50% and the mean post intervention results indicated a positive depression score of 37%.  Although this sample is not generalizable, it is important to note that both pre and pose the intervention, this subpopulation of mothers in homelessness reflects a mean depression score significantly higher than the general population.  Comparing the mean depression score pre and post the intervention reflects a decrease in positive depression scores of the mothers who received the intervention, however still above the percent of depression noted in the general population norm. 




Chapter 5. Discussion
Discussion

This project proposed that mothers in homelessness would benefit from nurse practitioner developed healthy behavior classes by improving personal perceptions of health by participants. Family and child homelessness in the United States has been increasing over recent decades and continues to rise.  People experiencing homelessness often have poorer health than the general population.  The literature indicates that few programs exist which aim to improve the health of mothers with children while in homelessness. 
The sample consisted of ten mothers with children currently residing at a family shelter in central North Carolina. Four weekly classes were offered to each cohort, with five mothers in each cohort.  In addition to information sharing and discussion, activity based learning was included in each session to keep the participants engaged and excited about learning.  Goals for participants were set each week and progress was shared at the start of each session. This provided rich qualitative data, which complemented the quantitative results obtained from the pre-post intervention outcome data.
Social cognitive theory provided the theoretical framework for this project. This theory teaches that “behavior change can be induced through observational learning”, which was supported by the outcome data of this project.  Health perception improved overall pre to post intervention, based on the 4DSQ, suggesting that the intervention may have had a positive impact on the mothers’ depressive, anxiety, and distress levels.  In addition, participants verbalized increased confidence in managing their health and initiating healthy lifestyles for themselves and their children.
The literature identified that isolation was a factor for mothers’ living in poverty and proved true in this project sample.  Having gender specific group classes with peers helped build relationships and decreased isolation.  During the project some mothers bonded together and felt like they belonged to a group, something bigger than just being in life alone which may have contributed to the decrease on the post intervention anxiety, depression, and distress scores.  They would discuss what they were cooking or feeding their family, where they went for medical or dental care, and they also organized a walk together to get exercise. 
Healthy People 2020 goals revolve around creating environments that promote good health for all, achieving health equity while eliminating disparities to improve health of all groups and attain quality longer lives free of preventable disease and premature death.  Implementing the “I CAN be Healthy” healthy behavior classes meets the goals of healthy people 2020 in promoting healthy behaviors across all life stages. Recognizing the limited sample size, these results are consistent with goals of the Healthy People 2020 goal to increase the proportion of adults reporting good or better mental health.
The findings from this study support current evidence regarding the presence of increased stress and depression in mothers in homelessness.  Just two out of ten mothers in this project scored greater than 5 on the depression section of the 4DSQ.  Based on the reading in the literature, there was an assumption that more women would indicate the presence of depression.  While results of the 4DSQ did not reflect the presence of clinical depression per se in participants, there was a statistically significant reduction in mean depression scores overall pre to post intervention. The majority of the mothers responded positively on the 4DSQ to questions related to sleep, headache, pain, energy level, worry, and feelings of depression. A significant finding not commonly reported in the literature was the overwhelming distress that mothers reported.  Distress is associated with psychological dysfunction, associated with everyday stressors, strain and coping. Stress from work, home life, psychological problems, current world and personal life events all add strain on a person, which results in distress. The effort people exert to manage, deal with, and cope through the stressors contributes to distress.  Distress can be thought of as stress related to life symptom.  Depression, in contrast, is a psychiatric illness characterized by depressive thoughts, mood disorders, and loss of pleasure or joy.  Depression can be treated with therapy or medication.  The majority of participants reported high levels of distress at the onset of the classes. This information was shared with the case managers at the FMF facility, increasing their awareness that distress was a large component in the everyday life of the mothers. Results revealed a decrease in distress from pre to post intervention.  One of the long-term goals with continuation of the classes is to provide resources for proactively coping with stress, so that mothers can lower their distress levels.  The SF-12 tool was used to assess health perception.  A subset of questions on the SF12 screens for depressive symptoms. A finding of interest in this sample was the fact that participants were identified as demonstrating depressive symptoms at a greater rate than the norm of the general population.  
The somatization questions on the 4DSQ represented psychosomatic symptoms that are represented through bodily stress or illness.  With somatization, people may experience symptoms of physical illness due to their mental stress and strain. Even with mild physical illness, complaints are many and are disruptive to the person. The presence of high somatization scores among the mothers’ in this sample were evident both pre and post intervention. Over time and with continued support and education, the hope is that somatization will decrease, leading to improved health perception overall.  Strategies to decrease somatization include improving access to health care and achieving employment and financial security. These results reflect clear examples of social impact as determinants of health. 
Evidence suggests that improving the health of mothers living in poverty and homelessness can improve the health of their children.  Through the “I CAN be Healthy” classes mothers’ learned coping and parenting skills.  They were encouraged to adjust some of their parenting techniques, particularly in the area of communicating effectively with their children. Participants reported making positive changes from week to week in the classes.  Several mothers discussed their attempts to get their children to bed at a regular time on school nights.  They also reported efforts to improve nutrition by getting their children to eat vegetables or drink water/milk instead of soda or sweet tea for dinner. Mothers’ described trying to make healthy breakfast choices for themselves and their family.  Participants in both cohorts bonded together and reported increased cohesiveness as the classes continued, as well as decreased feelings of isolation.  During the cardiovascular health class the nurse practitioner was able to identify hypertension in one mother and encouraged her, and other mothers, to have a primary care provider.  This specific mother had elevated blood pressure at the follow up class as well, and increased stress with domestic abuse, which she discussed.  We were able to work with the case manager at the homeless facility to get a primary care provider. 
The findings of this project correlate with the literature, which supports having gender specific classes to allow for intimate conversations, as well as building support and trust between the participants and the leader. Instituting consecutive classes that are gender specific aligns with the evidence as a strategy to improve health of mothers in poverty or mothers experiencing homelessness. 
Mothers from the first cohort expressed an interest in continuing with the second cohort, indicating they enjoyed and felt a benefit from the classes. Following the first cohort, when participants  would see the nurse practitioner, they would come up to talk and share how they were  doing,  reporting  improvements in their health and that of  their children, as well as any positive change in their living situation.  It was clear that these mothers had formed a trusting relationship with the nurse practitioner.
Variables which may have impacted these results include the other educational programs, support and assistance mothers received while living at FMF. Major world happenings which may have impacted the results include a change in the U.S. president during the initial cohort. There was discussion by the participants about their fears of having a president in power who seemed to be willing to take away resources for the poor.  Multiple times, fear of losing access to health insurance came up, as well as distress that they expressed when discussing a freeze on the housing authority funding. 
Conclusion

The take-home points from this project are that “I CAN be Healthy” classes should span over multiple weeks, with a consistent group of same gender participants.  It is beneficial to have the classes taught by a health care provider, preferably a nurse or nurse practitioner, so that participants can get the most up to date, evidence-based information, as well as having their health questions answered accurately.  The classes with not be as beneficial if not taught by a nurse or nurse practitioner as the mothers questions about their health may not be answered accurately.  Nurses and Nurse Practitioners are qualified to implement the “I CAN be Healthy” classes to mothers in poverty in their communities.  The “I CAN be Healthy” classes can be taught at libraries, community centers, homeless shelters, even at a health care provider’s office. The “I CAN be Healthy” programming should be tailored to highlight the specific services available in the town or city where the mothers are living and taking the classes. 
Mothers’ who participated in the classes, all of whom resided in FMF homeless shelter, had higher positive depression scores than the general population, based on the SF-12 results.  Depression scores on the SF-12 did decrease after the “I CAN be Healthy” intervention, however continued to be elevated compared to the general population norm.  4DSQ results indicated that depression, anxiety, somatization, and distress all decreased after the intervention.  These findings suggest that the “I CAN be Healthy” intervention may improve the health perception of mothers’ in homelessness. 
Recommendations 
Future practice implications at the project site involve using volunteers with health care knowledge to lead the four weekly healthy behaviors classes, utilizing the program manual and activities created for this project.  During the “I CAN be Healthy” classes, a DNP prepared nurse who is a consistent volunteer with FMF was present and has the desire to lead future healthy behavior class cohorts.  FMF has the desire to continue the healthy behavior classes, as they saw the benefit the mothers experienced from the classes. The plan is for the project to continue at the project site with five women to be selected quarterly and enrolled in the health behaviors classes.  
Mothers who have experienced homelessness are a vulnerable population. With family homelessness growing in the United States, programs and policies to not only rehouse families, but to educate and improve their health, is important. There is opportunity to improve the lives of mothers in poverty, including those who face homelessness, and further investigation into improving health is important.  Implementation of the “I CAN be Healthy” classes is a good start. Outcome data showed a decrease in depression, distress, and anxiety.  While this small sample is not transferrable to other settings, the positive results provide adequate justification for the continuation and further development of this program.  The project reflects the IHI Triple Aim to improve the health of the population, improve patient experience and satisfaction, as well as reduce overall health care costs. The project also contributes to the health care delivery and nursing body of knowledge. Finally, this DNP project contributes to the need for program models to improve the health of mothers in poverty and mothers experiencing homelessness.
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Appendices

Appendix A:
Figure 3. Contributing Factors of Poorer Health and Disparities amongst Single Mothers. 
 
 





Poor health of 
single mothers and mothers in homelessness

 ©Amie Gray, FNP 2016

Figure 3. Schematic Depiction Single mothers have poorer health than partnered mothers. The reasoning around the health disparities and having poorer health are multifactorial and cyclical. 


Appendix B: Strategy Search
Healthy Behavior Classes for Mothers in Homelessness Search Strategy Flow Diagram
Search Strategy including MeSH terms provided and is inclusive enough to capture an extensive review of published evidence: 

Inclusion Exclusion Criteria:
Records identified through database search
590 
Additional records identified through other sources including hand searches of reference lists and EMBASE search (see librarian)
0
Records after duplicates removed
0
Full-text quantitative articles excluded, with rationale
0
Records excluded and rationale
61
Records screened
108 















Full-text articles assessed for eligibility
47




Evidence from systematic reviews and meta-analysis included
9


Number of full text articles assessed included in quantitative synthesis by level of evidence
47



Evidence from RCT articles included
3




Evidence from opinion of authorities and/or reports from expert committees included
0


Evidence from well-designed case control, cohort studies, and/or clinical practice guidelines included
19






Evidence from systematic reviews of descriptive or qualitative studies included  11


Evidence from single descriptive or qualitative studies included 5
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	EAST  CAROLINA  UNIVERSITY
University & Medical Center Institutional Review Board Office 
4N-70 Brody Medical Sciences Building· Mail Stop 682
600 Moye Boulevard · Greenville, NC 27834
Office 252-744-2914  · Fax 252-744-2284  · www.ecu.edu/irb


 Notification of Initial Approval (Committee)
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	Social/Behavioral IRB
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	Amie Gray
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Dianne Marshburn
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	UMCIRB 16-001584 
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	 I am pleased to inform you that at the convened meeting on 11/2/2016 of Social/Behavioral IRB, the committee voted to approve the above study. Approval of the study and the consent form(s) is for the period of 11/2/2016 to 11/1/2017.
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Appendix E: Consent
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	Informed Consent to Participate in Research
Information to consider before taking part in research that has no more than minimal risk.



Title of Research Study: Perceived Health Status of Mothers in Homelessness 
Principal Investigator: Amie Gray, RN, FNP  (Person in Charge of this Study)
Institution, Department or Division: College of Nursing
Address:      East Carolina University College of Nursing
Telephone #: 919-451-6720

Researchers at East Carolina University (ECU) and Families Moving Forward study issues related to society, health problems, environmental problems, behavior problems and the human condition.  To do this, we need the help of volunteers who are willing to take part in research.
Why am I being invited to take part in this research?
The purpose of this project is to develop and implement healthy behavior classes for mothers in homelessness to determine if there is improvement in their health perception following participation. This project will address perceived health status and depressive symptoms of mothers who have or are currently experiencing homelessness. The mothers in homelessness will be asked to participate in four “I CAN be Healthy” classes at the homeless facility. Mothers’ health perception will be evaluated before and after the healthy behavior classes with two questionnaires.
There is a societal need for evidence-based programs with a focus to improve the health of mothers in homelessness. Improvement in the health of single mothers and mothers who are experiencing homelessness will likely have positive effect on their and their child’s health outcomes.
You are being invited to take part in this research because your view and experience matters. The decision to take part in this research is yours to make.  By doing this project, we hope to learn how to improve the health perception of single mothers and mothers in homelessness through healthy education classes.  
If you volunteer to take part in this research, you will be one of about __20__ people to do so.  
Are there reasons I should not take part in this research? 
If you are not a mother you should not take part in this research. 

What other choices do I have if I do not take part in this research?
You can choose not to participate.  

Where is the research going to take place and how long will it last?
The project will be conducted at Families Moving Forward.  You will need to come to the assigned room after dinner, weekly, four times during the study.  The total amount of time you will be asked to volunteer for this study is one hour each week in class for a total of four weeks.  

What will I be asked to do?
There will be four weekly one hour classes over the course of four weeks. The classes are interactive healthy behavior classes developed and taught by a nurse practitioner. You will be asked to complete two questionnaires at the first class and again at the last class. Together these questionnaires should take no more than ten minutes. The Nurse Practitioner will read both questionnaires with the participants. Questions of your name, age, race, level of education level (grade level), number of children you have living with you, how many children are no longer living with you as well as if you currently have a job will be only be asked once, at the beginning of the first class.  You will be asked to complete the questionnaires and place in the sealed envelope and return to the Nurse Practitioner. 

What might I experience if I take part in the research?
We do not know of any risks (the chance of harm) associated with this project.  Any risks that may occur with this project are no more than what you would experience in everyday life.  We do not know if you will benefit from taking part in this study.  There may not be any personal benefit to you but the information gained by doing this project may help others in the future. You may experience a greater knowledge of your health and behaviors to practice to improve your and your children’s health. 

Will I be paid for taking part in this research?
Just like when you attend other schedule programming at Families Moving Forward with these classes you will receive points, you will earn points at Families Moving Forward with each of the healthy behavior classes you attend. You otherwise will not be paid for the time you volunteer while taking part in this project.  

Will it cost me to take part in this research? 
 It will not cost you any money to be part of the project.  

Who will know that I took part in this research and learn personal information about me?
With your permission, these people may use your information to do this project:
·  Families Moving Forward agency and the Office for Human Research Protections.
· Case managers at Family Moving Forward if referral designated by Amie Gray based on depressive questionnaire scores or other physical and mental health concerns. 
· The University & Medical Center Institutional Review Board (UMCIRB) and its staff have responsibility for overseeing your welfare during this research and may need to see research records that identify you.
· People designated by Amie Gray, RN, FNP and Mary Vinson, RN, DNP;

How will you keep the information you collect about me secure?  How long will you keep it?
You will be assigned a specific code number in which the questionnaires that you complete will also have.  A code sheet with your name and assigned code number (you will be assigned a code number that will be your name) will be kept safely in a locked box in a locked office. Only the investigator will have access to code sheet. The completed questionnaires will be kept separately from the code sheet so no identifiers will be on or near the completed questionnaires. Responses to the questionnaires will be kept confidential. The consents and questionnaires will be kept for a minimum of three years then it will be securely destroyed. The code sheet will be destroyed at completion of the study. 

What if I decide I do not want to continue in this research?
You can stop attending classes at any time. There will be no consequences if you stop and you will not be criticized.  You will not lose any benefits that you normally receive at Families Moving Forward.  Your stay at Families Moving Forward will not be in jeopardy.  

Who should I contact if I have questions?
The people conducting this study will be able to answer any questions concerning this project, now or in the future.  You may contact the Principal Investigator, Amie Gray, RN, FNP at 919-451-6720 (days, between 8:00am and 6:00pm).   

If you have questions about your rights as someone taking part in research, you may call the Office of Research Integrity & Compliance (ORIC) at phone number 252-744-2914 (days, 8:00 am-5:00 pm).  If you would like to report a complaint or concern about this research study, you may call the Director of the ORIC, at 252-744-1971.

Are there any Conflicts of Interest I should know about?
The Principal Investigator has no conflict of interest.

I have decided I want to take part in this research.  What should I do now?
The person obtaining informed consent will ask you to read the following and if you agree, you should sign this form:  

· I have read (or had read to me) all of the above information.  
· I have had an opportunity to ask questions about things in this research I did not understand and have received satisfactory answers.  
· I know that I can stop taking part in this study at any time.  
· By signing this informed consent form, I am not giving up any of my rights.  
· I have been given a copy of this consent document, and it is mine to keep. 



										_____________
Participant's Name  (PRINT)                         Signature             	Date  


Person Obtaining Informed Consent:  I have conducted the initial informed consent process.  I have orally reviewed the contents of the consent document with the person who has signed above, and answered all of the person’s questions about the research.


												
Person Obtaining Consent  (PRINT)             Signature                     Date  





Appendix F: Name to Code Tracking tool
Cohort 1 
	Name
	Code Number

	1.

	0111

	2.

	0112

	3.

	0113

	4.

	0114

	5.

	0115

	6.
	0116


	7. 

	0117

	8.

	0118

	9.

	0119

	10.

	0120


Cohort 2
	Name
	Code Number

	1.

	2111

	2.

	2112

	3.

	2113

	4.

	2114

	5.

	2115

	6.
	2116


	7. 

	2117

	8.

	2118

	9.

	2119

	10.

	2120



Appendix G: Flyer

I CAN Be Healthy Classes







4 weekly classes ~ 1 hour each
January 2017 and February 2017Win prizes!

Earn points!



 Healthy behavior classes for mothers in homelessness with FMF were developed by a nurse practitioner. The classes will cover health education including mental and physical health. 
Let your case worker or staff at FMF know if you are interested in attending the classes. 

Instructor: Amie Gray, RN, FNP



Appendix H: I CAN be Healthy Class Schedule

	I
	Class 1. I CAN be healthy.
	Class one focuses on healthy lifestyle, including sleep, stress, How to form daily healthy behaviors. Medication and treatment adherence. Child development and positive parenting. Knowing my health which educates how the mother’s health affects her children, child development and what to do when sick. How to form daily healthy behaviors. 

	C
	Class 2. Cardiovascular Class.
	The second class will focus on cardiovascular health.  Including cardiovascular disease, high blood pressure (hypertension), stroke, stress, exercise. The topics will include signs, symptoms, and the importance of heart healthy lifestyle. 

	A
	Class 3. Addressing Emotional Health.
	Class three focuses on emotional health of many kinds. Discussions on violence, trauma, domestic abuse, history of abuse, substance use, PTSD, mental health, anxiety and depression. Education on smoking, drug use and alcohol will be presented. How support verses social isolation effect our health. The class will including positive affirmations, negative thinking, and trauma.

	N
	Class 4. Nutrition
	The final class, class four, revolves around nutrition. The class objectives include education on obesity, food insecurity, the food pyramid/ the healthy plate, what we eat. How to influence our children’s health through the food they eat.






Appendix I: “I CAN be Healthy” Facilitator Guide 
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Appendix J: SF-12 Questionnaire





Appendix K: 4DSQ Questionnaire

4DSQ Questionnaire 

Four-Dimensional Symptom Questionnaire (4DSQ) 
 
The following is a list of questions about various complaints and symptoms you may have. Each question refers to the complaints and symptoms that you had in the past week (the past 7 days, including today). Complaints you had before then, but no longer had during the past week, do not count. 
Please indicate for each complaint how often you noticed that you had it in the past week by putting an “X” in the box under the answer that is most appropriate. 
 
 	 	 	 	          very often or 
                                                                                                     no 	     sometimes  regularly 	often 	      constantly 
During the past week, did you suffer from: 	 	 	  	 	 
1. dizziness or feeling light-headed?  - - - - - - - - - - - -	 	 	 	 	 
2. painful muscles?  - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
3. fainting?  - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
4. neck pain?   - - - - - - - - - - - - - - - - - - - - - - - - - - - -	 	 	 	 	 
5. back pain?   - - - - - - - - - - - - - - - - - - - - - - - - - - - -	 	 	 	 	 
6. excessive sweating?   - - - - - - - - - - - - - - - - - - - - -	 	 	 	 	 
7. palpitations?  - - - - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
8. headache?  - - - - - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
9. a bloated feeling in the abdomen? - - - - - - - - - - - - 	 	 	 	 	 
10. blurred vision or spots in front of your eyes? - - - - -        	 	 	 	 
11. shortness of breath?   - - - - - - - - - - - - - - - - - - - - -	 	 	 	 	 
12. nausea or an upset stomach?  - - - - - - - - - - - - - - -	 	 	 	 	 
 	 	 	 	 	 	 
During the past week, did you suffer from: 	 	 	 	 	 
13. pain in the abdomen or stomach area?   - - - - - - - -	 	 	 	 	 
14. tingling in the fingers?   - - - - - - - - - - - - - - - - - - - -	 	 	 	 	 
15. pressure or a tight feeling in the chest?  - - - - - - - - 	 	 	 	 	 
16. pain in the chest?   - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
17. feeling down or depressed?  - - - - - - - - - - - - - - - - 	 	 	 	 	 
18. sudden fright for no reason?  - - - - - - - - - - - - - - - -	 	 	 	 	 
19. worry?  - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
20. disturbed sleep?  - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
21. a vague feeling of fear?  - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
22. lack of energy? - - - - - - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
23. trembling when with other people?  - - - - - - - - - - - 	 	 	 	 	 
24. anxiety or panic attacks?  - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
 	 	 	 	 	 
During the past week, did you feel: 	 	 	 	 
25. tense?    - - - -  - - - - - - - - - - - - - - - - - - - - - - - - - -        	 	 	 	 
26. easily irritated? - - - - -- - - - - - - - - - - - - - - - - - - - - 	 	 	 	 	 
27. frightened?         - - - - - - - - - - - - - - - - - - - - - - - - -       	 	 	 	 
	 
	
	 
no 
	 
sometimes 
	 
regularly 
	 
often 
	very often or 
constantly 

	During the past week, did you feel: 
	
	 
	
	 
	
	
	 
	

	28. that everything is meaningless? - - - - - - - - - - - - - -
	
	 
	
	 
	
	 
	 
	 

	29. that you just can't do anything anymore?  - - - - - - -
	
	 
	
	 
	
	 
	 
	 

	30. that life is not worth while?  - - - - - - - - - - - - - - - - - 
31. that you can no longer take any interest in the 
	
	 
	
	 
	
	 
	 
	 

	people and things around you?  - - - - - - - - - - - - - -
	
	
	
	
	
	
	 
	

	32. that you can't cope anymore?    - - - - - - - - - - - - - - 
	
	 
	
	 
	
	 
	 
	 

	33. that you would be better off if you were dead?  - - - 
	
	 
	
	 
	
	 
	 
	 

	34. that you can't enjoy anything anymore?  - - -- - - - - 
	
	 
	
	 
	
	 
	 
	 

	35. that there is no escape from your situation? - - - - - 
	
	 
	
	 
	
	 
	 
	 

	36. that you can't face it anymore?  - -  - - - - - - - - - - 
	
	 
	
	 
	
	 
	 
	 

	 	 
	
	 
	
	
	
	 
	
	 

	During the past week, did you: 
	 
	
	 
	
	 
	
	 
	 

	37. no longer feel like doing anything?   - - - - - - - - - - - 
	
	 
	
	 
	
	 
	 
	 

	38. have difficulty in thinking clearly?   - - - - - - - - - - - - 
	
	 
	
	 
	
	 
	 
	 

	39. have difficulty in getting to sleep?  - - - - - - - - - - - - 
	
	 
	
	 
	
	 
	 
	 

	40. have any fear of going out of the house alone? - - - 
	 
	
	 
	
	 
	 
	 

	 	 
	
	 
	
	
	
	 
	
	 

	During the past week: 
	 
	
	 
	
	 
	
	 
	 

	41. did you easily become emotional?   - - - - - - - - - - - 
42. were you afraid of anything when there was really 
	
	 
	
	 
	
	 
	 
	 

	no need for you to be afraid?      - - - - - - - - - - - - - (for instance animals, heights, small rooms) 
	
	 
	
	 
	
	 
	 
	 

	43. were you afraid to travel on buses, streetcars/ 
trams, subways or trains? - - - - - - - - - - -- - - - - - - 
44. were you afraid of becoming embarrassed when 
	
	

	
	 

	
	

	 

	


	with other people?   - - - - - - - - - - - - - - - - - - - - - - 
45. did you ever feel as if you were being threatened 
	
	 
	
	 
	
	
	 
	 

	by unknown danger?   - - - - - - - - - - - - - - - - - - - - 
	
	 
	
	 
	
	 
	 
	 

	46. did you ever think "I wish I was dead"?  - - - - - - - - 
47. did you ever have fleeting images of any upsetting 
	
	 
	
	 
	
	 
	 
	 

	event(s) that you have experienced?   - - - - - - - - - 
48. did you ever have to do your best to put aside 
	
	
	
	
	
	
	
	

	thoughts about any upsetting event(s)?  - - - - - - - - 
49. did you have to avoid certain places because they 
	
	
	
	
	
	
	
	

	frightened you?  - - - - - - - - - - - - - - - - - - - - - - - - - 
50. did you have to repeat some actions a number of 
	
	 
	
	 
	
	 
	 
	 

	times before you could do something else?  - - - - - 
	
	
	
	
	
	
	
	
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Appendix L: Demographics



Demographics
CODE NUMBER:

Age:

Race:

What is your highest grade level?

Did you have any education after high school? 

How many children are living with you at FMF?

How many children in total do you have?

Do you currently have a job?      yes / no       If yes:  part time / full time






Appendix M: SF-12 Use Approval





Appendix N: Project Demographics

	Project Participants (n=10) :: Demographic Information

	 
	A
	B
	C
	D
	E
	F
	G
	H
	I
	J

	Age
	37
	32
	47
	33
	20
	37
	32
	42
	46
	40

	Race
	black
	white
	black
	black
	black
	black
	white
	black
	white
	white

	High School (HS) Graduate (if not, grade completed in parentheses)
	y
	y
	y
	y
	no (9)
	no (11)
	no (9)
	 
	no (9)
	y

	Post-HS Education or Training
	y
	y
	y
	y
	n
	y
	no
	y
	no
	y

	No. of Children in Household
	1
	3
	2
	2
	1
	3
	2
	2
	1
	3

	Total No. of Children
	3
	4
	3
	3
	1
	3
	4
	3
	1
	6

	Employed
	y
	no
	y
	no
	no
	no
	no
	no
	no
	y

	
	
	
	
	
	
	
	
	
	
	

	SUMMARY
	
	
	
	
	
	
	
	
	
	

	Average Age
	36.6
	
	
	
	
	
	
	
	
	

	Non-White
	60% (n=6)
	
	
	
	
	
	
	
	
	

	HS Graduates
	56% (n=5)
	
	
	
	
	
	
	
	
	

	Post-HS Training
	70% (n=7)
	
	
	
	
	
	
	
	
	

	Median No. Household Children
	2
	
	
	
	
	
	
	
	
	

	Median No. Children
	3
	
	
	
	
	
	
	
	
	

	Employed
	30% (n=3)
	
	
	
	
	
	
	
	
	







Appendix O

DNP Essential Key
· Essential I: Scientific Underpinnings for Practice
· Essential II: Organizational and Systems Leadership for Quality Improvement and          Systems Thinking
· Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice
· Essential IV: Information Systems/Technology and Patient Care Technology for the Improvement and Transformation of Health Care
· Essential V: Health Care Policy for Advocacy in Health Care
· Essential VI: Interprofessional Collaboration for Improving Patient and Population Health Outcomes
· Essential VII: Clinical Prevention and Population Health for Improving the Nation’s Health
· Essential VIII: Advanced Nursing Practice
(AACN, 2006)

IPEC Competency 
Domain 1: Values/Ethics for Interprofessional Practice
Domain 2: Roles/Responsibilities 
Domain 3: Interprofessional Communication 
Domain 4: Teams and Teamwork

EAST CAROLINA UNIVERSITY
COLLEGE OF NURSING
Post Master’s DNP SCHOLARLY PRACTICUM PROJECT TIME LOG
STUDENT:__ Amie Gray, FNP___  CLASS:__ Scholarly practicum I Summer 2016____
	DATE
	# OF 
HOURS
	ACTIVITY
	IPEC Core Competencies DNP
	AACN ESSENTIALS 

	5/18/16
	1.25
	SABA session overview of the Scholarly I 
	2
	AACN # 2

	5/18/16
	0.15
	Email to Mary Vinson DNP (families moving forward) to discuss meeting in hope for potential DNP project discussions
Collaborate with possible  team as a leader and establishing the interprofessional team for my DNP scholarly project
	3, 2
	AACN # 1, 6

	5/19/16
	0.15
	Email with Mary Vinson about DNP  community member on my DNP project committee
	3
	AACN # 3 & 4

	5/20/16
	3
	Communication with Mary Vinson, DNP agreeing to be my DNP community member on DNP project, confirm 6/2 meeting. Engaging in evidence based leadership for aggregates with disparities (single mothers) in population health. 
CITI Training
	3, 2
	AACN # 7, 1& 2

	5/21/16
	1
	Work on Reflection journal 1 
	2
	AACN # 7, 5

	5/22/16
	2 
	CITI Training	- completed
	2
	AACN # 1 & 2

	5/26/16
	1.15
	Email with Mary Vinson and Catherine Pleilm with FMF
Work on DNP project proposal
Identify and address social justice and equity in health care
	3
	AACN # 2, 5

	5/27/16
	0.15
	Email with Mary Vinson and Catherine Pleil with FMF
	3
	AACN # 3

	5/28/16
	2
	Work on DNP project proposal
	2
	AACN # 1, 3

	5/29/16
	1
	Work on reflection journal 2
	2
	AACN # 3

	5/30/16
	4
	Literature search and research topic, aggregate single mothers. Reviewed papers on population health of single mothers. Researched the population health among single mothers
	1
	AACN # 2,  4, 7

	6/1/16
	3
	Prepared for my meeting with FMF, researched single mother health disparities (largely including depression, self-esteem, employment and homelessness). 
Focus on QI strategy to create and sustain a change in the single mother community.
	2
	AACN #1, 2, 7

	6/2/16
	5
	Met with Mary Vinson, DNP, Catherine and Rachel at FMF (connected across disciplines) wrote up our meeting, researched what we discussed for CNA classes. Work on reflective journal 2. 
	3
	AACN # 2, 3, 5 & 6

	6/3/16
	2
	Class reading (blackboard)
	2
	AACN # 3

	6/5/16
	2
	Reflection journal completion and posting
Research on depression screening/self-esteem screening
Worked on Project proposal 
	2
	AACN # 1, 2, 4

	6/7/16
	2
	Worked on Project Proposal 
	2
	AACN # 1, 2, 7

	6/10/16
	5
	Research on community of interest, research on CNA programs.
Course reading
Turned in project proposal on blackboard
Review The AACN Essentials 
Literature review and collection of data for paper
	2
	AACN # 1, 3

	6/11/16
	4
	Review The AACN Essentials
Deepened my foundation in public health and the disparity of health on single mothers. Analyze data on the single mother population to determine how to promote their health. 
	1
	AACN # 3, 7

	6/12/16
	3.5
	Continued to design and develop CNA course plan for single mothers without FT employment
Researched CNA/NA I programs in NC 
Emailed Durham Tech CC nursing program
Reviewed Step-Up program in Durham
Researched DHHS requirements for CNA/NA I
	3, 4
	AACN # 4, 2

	6/13/16
	11
	DNP Intensives- SP I class
Met with Dr. Marshburn, PhD, RN, NE-BC discussed project
Worked on abstract
Continued research on CNA/ NA I teaching ability
Emailed with Mark and Pam at DTCC nursing department
Spoke with Pam Krakow at DTCC CNA program, discussed project, scheduled time to meet (6/15/16 at 0830)
I worked on the abstract of my project/paper. Spent time reading The Doctor of Nursing Practice Scholarly Project. 
	3, 4
	AACN # 1, 2, 6, 7, 8

	6/14/16
	8
	DNP Intensives
completed “Requesting Permission to use Rosenberg Self Esteem Scale
Thank you for your submission. You now have permission to use the Rosenberg Scale. Please be sure to properly cite Dr. Rosenberg's work in your paper or project. The most appropriate citation is: "Rosenberg, Morris. 1989. Society and the Adolescent Self-Image. Revised edition. Middletown, CT: Wesleyan University Press". 
https://docs.google.com/forms/d/1afjvdzUzqgWKtuf8NHyemo-fJPJzarkBi8q-IlaUJEU/formResponse
-Discussed via emails with Dr. Marshburn possible other project. 
Lit search on MOST form and it’s use in NP schools, by NPs 
Working on time log
	3, 4
	AACN # 1, 2

	6/15/16
	3
	Met with Pam K and Sandy of DTCC nursing aid (and other health care profession) program. Discussed NA program, population they have, possible grants, time line, instructor capabilities. They identified what the data states that many women who are single mothers in the class get discouraged easily (low self-esteem and high negative thinking, they sometimes have to drop out d/t child care difficulties and transportation difficulties. They are excited about increased support for the single mothers.
Applied to DTCC for an instructor position. 
Emailed with Mary Vinson, DNP community chair to set up meeting. 
	3, 4
	

	6/18/16
	3
	Worked on reflection journal 3. 
Read population health and literature on social determinants of health. Developing population health goal based on evidence of single mothers having poorer health.
Continued to develop timeline.
	2
	AACN # 7

	6/19/16
	0.5
	Complete and post reflection journal #3
	2
	AACN # 2

	6/21/16 
	3
	Met with Mary Vinson DNP
Obtained signed committee chair form
Discussed project, brainstormed, literature searching on PubMed
	3
	AACN # 5, 6, 7

	6/23/16
	2.5
	Worked on Project Proposal (per request of Dr. Marshburn). 
Write up meeting notes from meeting with Mary Vinson DNP
Confirm meeting with FMF and Mary Vinson via email for 7/25/16
Working on time log
	3
	AACN # 2, 3, 5

	6/24/16
	2
	Worked on a process to evaluate outcomes of implementing a support course for single mothers at FMF to improve their health via education and increased self-esteem. 
literature searching
	2
	AACN # 3

	6/25/16
	9
	Worked on 10 class course schedule
Worked on literature searching
skills for the psychosocial and socioeconomic components engulfing single mothers. The focus is under/unemployment, poverty, depression, low self-esteem, low education. 
Emailed with Dr. Marshburn
Emailed articles between Dr. Vinson and myself and read the articles
	3
	AACN # 8

	6/26/16
	2
	Worked on reflection Journal 4
Research a possible tools for a course for single mothers at FMF.
Reading The Doctor of Nursing Practice Scholarly Project.
	2
	AACN # 4

	6/27/16
	4
	Worked on project proposal/abstract, emailed with Dr. Marshburn
	2, 3
	AACN # 1, 3

	6/28/16
	2
	Spoke with Dr. Marshburn on the phone 6/28/16. Submitted my time line and project abstract to blackboard. 
Contacted community member for signed scholarly project committee form
Worked on reflection journal
	3
	AACN # 1, 2, 3

	6/30/16
	3
	Email with Dr. Marshburn with need to revise my abstract. 
Discussed revision needs with Dr. Vinson and DNP classmate Jen G.
Reviewed DNP essentials, Health people 2020, and course objectives. Related These concepts to the DNP project I have proposed. 
Literature search for relation of self-esteem and health correlation. 
Reading The Doctor of Nursing Practice Scholarly Project.
	3
	AACN # 1, 3

	7/1/16
	2
	Email with Dr. Vinson and Dr. Marshburn. 
Trying to think of ways to work with the single mothers who are homeless toward healthy behaviors and a pre-post measurement tool. 
Reading The Doctor of Nursing Practice Scholarly Project.
	3
	AACN # 1, 3

	7/2/16
	4
	Thinking about my role as DNP/advanced practice nurse and what it could bring to my project to improve health.
Email with Dr. Marshburn and Dr. Vinson. Reading about Maslow hierarchy of needs relating to the DNP. 
Literature search for what tools related to perception of health (for mothers, homeless) 
	3
	AACN # 3, 5, 8

	7/5/16
	7
	Reading literature about homeless, single mothers. Revising project proposal. 
Reading The Doctor of Nursing Practice Scholarly Project.
Reading AACN essentials and Healthy people 2010 and 2020
	2
	AACN #3, 5, 6

	7/6/16
	5 
	Reading literature about homeless, single mothers, US census data
Gathering literature for initial draft of paper.
Revising project proposal. 
Set up time to meet with Dr. M
Emailed with Dr. M and Dr. V
	3, 2
	AACN #6

	7/7/16
	12
	Reading literature about homeless, single mothers, homeless children. Revising project proposal. 
Emailed with Dr. M and Dr. V
Completed revised project proposal (#6)
Worked on time log. 
Reading The Doctor of Nursing Practice Scholarly Project.
Reading the AACN white paper. 
Started organizing for first draft of final paper, continued literature searching and collecting. 
	3, 2
	AACN # 7

	7/8/16
	4
	Phone meeting with Dr. Marshburn
Revised abstract
Worked on draft of paper
Email with Mary Vinson DNP
	3, 4
	AACN # 2

	7/9/16
	2
	Submitted finalized abstract
Reading literature
Email with Mary Vinson DNP about project and literature
Working on timelog
	3
	AACN # 1,3

	7/10/16
	3
	Reading literature
Working on draft of paper
Reading about Families Moving Forward
Reviewing questionnaire tools
	2
	AACN # 2

	7/11/16 
	0.5
	Reposted Final abstract
	2
	AACN # 3

	7/12/16
	2
	Work on rough draft
	2
	AACN # 1, 3

	7/13/16 
	3
	Work on rough draft chapters 1, 2 and 3
Submit rough (very rough) draft
Working on time log
	2
	AACN # 1, 3

	7/15/16
	2
	Review recommendations and edits from Dr. Marshburn on rough draft. 
Emailed rough draft to Dr. Vinson, along with the rough draft of the organizational support letter
	2, 3, 4
	AACN # 6

	7/16/16
	3
	Work on paper edits and formation
	2
	AACN #2

	7/17/16
	3
	Writing paper, literature reviewing, email with Dr. Marshburn
	3, 2
	AACN # 2

	7/19/16
	2
	Reading The Doctor of Nursing Practice Scholarly Project.
Emailed Dr. Vinson about meeting 7/25/16 with FMF as well as organizational letter support
Working on time log
	3, 2, 4
	AACN # 7, 3

	7/20/16
	2
	Work on time log, reading about literature search and review for DNP projects
	2
	AACN #2

	7/21/16
	5
	Revising paper, reading literature
Reading DNP project book
Thinking about how the classes would work, and how to make them interactive. 
	2, 1
	AACN # 7,

	7/22/16
	3
	Work on time log, working on Methods section of paper
	2
	AACN # 2

	7/23/16
	6
	Searching literature for healthy behavior education and classes
Work on time log
Email with Dr. Marshburn 
Reviewing AACN essentials
Continued work on revised paper for “final” rough draft
	3
	AACN #  3

	7/24/16
	5
	Developing plan for education  for healthy behavior classes (partly a branch of a healthy people 2010 goal)
Work on paper- chapters 1, 2, 3 Print out literature used in paper. Look for more studies about healthy behavior education and classes to support my project and to develop the classes. 
Submit final “rough draft” of paper 
	1, 2
	AACN # 7

	7/25/16
	5
	Meet with FMF staff and Dr. Vinson, community member for project. 
Work on time log
Volunteered with families moving forward family for evening programing and dinner to understand setting, needs, method for the evenings
	3, 4, 2
	AACN # 7, 6, 4



175.85 hours completed out of required 125 hours total 
EAST CAROLINA UNIVERSITY
COLLEGE OF NURSING
DNP II PROJECT TIME LOG
STUDENT:__Amie Gray, FNP____________  CLASS:__DNP II_
	DATE
	# OF HOURS
	ACTIVITY
	IPEC COMPETENCY DNP/ AACN ESSENTIALS 

	8/19/16
	1.5
	IRB entries on website
	2,  AACN# 2

	8/20/16
	7h
	Work on paper, Intro, literature and method section. 
Review and search literature on healthy behavior classes and education. 
Start to develop classes for DNP project implementation.
	3, 2, 4, AACN# 1, 2,3

	8/21/16
	2
	Overview DNP II course and assignments
Submit Organizational support letter to BB
	3, 4, AACN# 2

	8/22/16
	2
	Work on evidence based “I CAN Be Healthy” healthy behavior class curriculum 
	3, 2, AACN# 7, 5

	8/23/16
	.5
	Emailed with Dr. Mary Vinson, community DNP member
Worked on paper
	2, 4. AACN# 2

	8/25/16
	3.5
	Submitted my most final draft of my paper to the writing center. 
Successfully presented healthy behavior bingo at FMF during adult programing hour along with Dr. Vinson.
	2, 4. AACN#7, 8, 3

	8/26/16
	1
	Began reviewing edits from writing center. Reviewed reflection journal requirements for class. 
	3, AACN#8

	8/27/16
	2
	Work on edits from writing center.
	3

	8/29/16
	2
	SABA session with Dr. Marshburn.
Submitted paper to Dr. Marshburn. 
	2,4,  AACN#2

	8/31/16
	1
	Communicated with Pam Bently of Optium for the SF-12 survey release, faxed documents.
Received final paper, with edits, back from Dr. Marshburn. Began working on the edits.
	2, 4, AACN#2, 6, 8

	9/2/16
	0.5
	Faxed paperwork back to Pam Bartley. Received the permission and final approval to use SF-12. Pam sent me the documents for use.
	1, 4, AACN#2, 6

	9/3/16
	3
	worked on paper and edits sent from Dr. M.
worked on timelog
	2

	9/4/16
	2
	Worked on paper edits
	3

	9/6/16
	2.5
	Worked on paper edits, format, layout. 
Time log
	2, AACN# 2

	9/8/16
	2
	Optum SF-12 paperwork download, printed forms, reviewed forms
	2

	9/10/16
	3
	Edits on paper, literature matrix
	2

	9/11/16
	3
	Edits on paper, started to work on consent form, posted reflection journal
	2

	9/12/16
	6
	DNP Intensives
Met with Dr. Marshburn to discuss paper, IRB, surveys, tools, facilitator manual.
Worked on literature flowsheet
	1, 4 AACN#3, 8, 7

	9/13/16
	3
	Worked on consent form template, emailed with Mary Vinson, DNP community chair, worked on literature Review section of my paper
	3, 4, AACN# 2,6, 8

	9/14/16
	2
	Completed consent form for ECU IRB and my DNP project
	3

	9/17/16
	3
	Working on ePirate IRB online
Work on paper
	3

	9/18/16
	4
	Working on ePirate IRB online
Work on paper
Work on class format/ facilitator manual for the classes
	3, AACN# 8, 7

	9/21/16
	1
	Emailed with Dr. M, submitted all the forms and pieces of this QI study required via email, and initial ePirate complete. 
	2, 4

	9/23/16 
	2
	Submitted completed initial packet of this study from Dr. Marshburn to Suzanne Sparrow
Worked on, and completed, the revisions on the ePirate IRB study information based on revisions per Dr. Marshburns review. 
	2, 4, AANC# 7

	9/26/16
	1
	Received initial email questions from IRB Suzanne at ECU
	3

	9/28/16
	2
	Revised ePirate IRB after Suzanne had emailed with me and Dr. M. 
Emailed revisions to Dr. M.
Worked on timelog.
	3, 4

	9/30/16
	2
	Submitted to IRB, after corrections to consent and final changes to IRB submission. 

	2

	10/3/16
	2
	Worked on the I CAN be Healthy classes layout.
	3, AANC# 7

	10/5/16
	3
	Reviewed questions from IRB Patricia Crane, resubmitted to the IRB. Emailed with Dr. Marshburn.
	2,4, AANC# 6

	10/6/16
	3
	Emailed with Ms. Sparrow, awaiting return. Emailed with Dr. Marshburn. Worked on time log.
Emailed with Dr. Vinson. Setting up recruitment for cohorts in November and December. Trying to set up meeting with case managers to describe study and involvement. 
Worked on I CAN be Healthy powerpoint.
	2, 3, 4, AANC# 7, 5

	10-9-16
	2
	Completed reflection journal. Emailed with Dr. Marshburn
	3, 4

	10-14-16
	4
	IRB edits, consent edits, conference call with Dr. Marshburn. 
	3, 4, AANC# 3, 8, 1

	10-15-16
	3
	IRB edits, consent edits, final read through of IRB, saved (not submitted). Editing chapters 1,2 ,3 of paper. 
	3, AANC# 6

	10-17-16
	2
	Review email from Dr. Marshburn on ePirate changes for IRB, and attachment
	3, 4

	10-19-16
	1
	Worked on I CAN be Healthy classes powerpoint for facilitator guidance. Thought about what specific information I am going to teach.
	2, AANC# 7

	10-20-16
	2
	Worked on Chapters 1, 2 and 3 of rough draft of paper. 
	3, 2

	10-24-16
	3
	Completed reflection journal. Submitted revised study on ePirate for IRB  review based on Dr. Marshburns instruction. Worked on DNP timeline. Emailed with Dr. Vinson, Rachael and Catharine at FMF about recruitment of participants. 
	3, 2, 4, AANC# 7, 5

	10-25-16
	4
	Worked on paper edits and reading through paper for DNP II paper first draft
Submitted first draft. Worked on I CAN be Healthy powerpoint facilitation guide
	3, 4, , AANC# 5

	10-27-16
	3
	Communicated with Jason from IRB and Dr. Marshburn about research study submission, made corrections, emailed reply. Revised recruitment flyer. Reviewed course, DNP essentials, worked on time log.
	3, 4

	11-2-16
	3
	Worked on paper edits from Dr. Marshburn track changes from my first draft submission
	2, 4

	11-4-16
	1
	IRB sent back the revisions to be made from my IRB submission, read through them, communicated with Dr. Marshburn
	2, 4,  AANC# 6

	11-7-16
	3
	Work on paper with Dr. Marshburn comments
	2

	11-8-16
	3
	Continued work on paper draft. Connected it to IRB project and resubmitted to IRB for review of revisions. 
	3, 2

	11-10-16
	1
	IRB accepted minimal risk study/project
	3, AANC# 6

	11-11-16
	1
	Posted letter in black board, reviewed letter and IRB specifics. Worked on DNP time log.
	3, 2, AANC# 6

	11-15-16
	4
	Meeting with Catharine, Rachel and Dr. Vinson at FMF
Discuss recruitment.
Gave them copies of my flyers, consent and the questionnaires I will be using. 
Went over power point and class structure.
	2 , AANC# 6

	11/17/16
	0.5
	Emailed Dr. Vinson and Catharine information they requested from our meeting.
	2, AANC# 7, 2, 6

	11/18/16
	2
	Working on edits for power point for project and quick fact sheet handout for staff meeting in December.

	3, AANC# 7, 5

	11/20/16
	2
	Editing final paper. 
Brainstorming ideas for cardiovascular class activity. 
Continue to develop information important to touch on in the four classes.
Work on time log.
	2, 3, AANC# 7

	11/22/15
	2
	Worked on methodology section
	2

	11/27/16 
	3
	Edits to paper, submit to ECU writing center
	2, 3

	11/28/16
	3
	Reviewed edits to paper from writing center. 
	3,2 

	11/29/16
	3
	Worked on paper, reviewing, editing, reading. Submitted.
	2

	12/2/16
	1
	Worked on time log
	2

	Total hours
	129
	
	



Completed:
· IRB approval and site authorization letters from site and/or ECU (Including appropriate contracts).
· Design of project
· Program to be implemented including written permission to use tools/sites/scripts/consents.
· Met and confirmed with program site and community chair.
· At least 125 hours toward project reflecting the DNP Essentials met by the activity. 


EAST CAROLINA UNIVERSITY
COLLEGE OF NURSING
DNP III PROJECT TIME LOG
STUDENT:__________Amie Gray, FNP________  CLASS:____DNP III________
	DATE
	# OF HOURS
	ACTIVITY
	IPEC COMPETENCY/AACN ESSENTIALS 

	12/9/16
	2
	Worked on quick fact sheet for the FMF staff meeting so all the staff is aware of the I CAN be healthy classes offered January-March 2017.
	3, 4, AACN# 2

	12/10/16
	3
	Worked on quick fact sheet for the FMF staff meeting so all the staff is aware of the I CAN be healthy classes offered January-March 2017. Emailed it to Dr. Vinson, received email and adjusted for suggestions.
	3, 2, AACN# 7, 5

	12.11.15
	3
	Worked on quick fact sheet for the FMF staff meeting so all the staff is aware of the I CAN be healthy classes offered January-March 2017. 
Went to Kinkos to print out the in color quick fact sheet for FMF staff meeting
	2, 4. AACN# 2, 7

	12/12/16
	2
	Met with Families Moving Forward staff during a staff meeting to deliver the developed quick fact sheet about the classes and to encourage recruitment for the classes. Answered questions the case managers had. 
	2, 4. AACN#2, 7, 8, 3

	12/13/16
	1
	Purchased 2 lock boxes for consents and questionnaires, large envelopes. 
	2

	12/17/16
	4
	Worked on I CAN be healthy power point – facilitator guide for the 4 classes- nutrition
	3 AANC #7

	12/18/16
	2
	Worked on I CAN be healthy power point – facilitator guide for the 4 classes- nutrition
	2,4,  AACN# 7

	12/20/16
	1
	Printed out questionnaires, consent, demographic sheet, and activities that will be used during the class. 
	2

	12/22/16
	5
	Purchased supplies for the two cohorts: notebooks, pens, glue sticks.
Organized supplies with handouts and items to be glued inside notebooks for the women of the classes to use as their class notebook and to keep with them after the class to remember the information.
Collated in separate large envelopes for each participant: 2 consents (one to return and one to keep for their records), 2-4DSQ for pre and post, 2 SF-12 for pre and post, 1 demographics sheet. Will place coded number on the sheets once I know how many participants will be in the first cohort as their names will only be on one consent and not on any other forms, only code number will be on the forms.
----
Worked on I CAN be healthy power point – facilitator guide for the 4 classes- nutrition
	2 AANC#4, 7

	12/23/16
	3
	Worked on I CAN be healthy power point – facilitator guide for the 4 classes- cardiovascular
	2 AANC#7

	12/24/16
	2
	Worked on I CAN be healthy power point – facilitator guide for the 4 classes trauma
	3, AANC#7

	12/27/16
	3
	Worked on I CAN be healthy power point – facilitator guide for the 4 classes: trauma
Emailed the draft of the power point-facilitator guide to Dr. Vinson. 
	2, AACN# 2

	12/28/15
	1
	Printed more consents, received email back from Dr. Vison for I CAN be healthy power point slides for class. She had one correction/addition and stated she would review more in depth but it was very nicely done and she can see it being an excellent resource for FMF. 

	2

	12/29/16
	2
	Worked on DNP III time log
	2

	1/6/17
	3
	Reviewed syllabus, course instructions and requirements on blackboard. 
Beginning to work on the assignments and organizing the course documents and assignments for the semester. 
Begin work on initial PDSA.
	2

	1/7/17
	4
	Worked on printed material for the facilitators guide for the healthy behavior classes. Prepared handouts for the mother participants to place in their class journals.
Organized facilitator binder for the healthy behavior classes. 
Work on Initial PDSA- Plan, Do, Study and Act for initial week 1/17 post. 
	1, 4 AACN#3, 8, 7

	1/8/17
	3
	Worked on Draft of paper with track changes. 
	3, 4, AACN# 2,6, 8

	1/9/16
	2.5
	Worked on Draft of paper with track changes. Completed chapter 1, started on chapter 2, lit review. 
	3

	1-11-17
	1
	Worked on draft of paper with track changes, literature review section. Reviewed DNP intensive schedule and elevator speech.
	3

	1-13-17
	1
	Worked on draft of paper with track changes, literature review section. Organized and printed copy of power point for healthy behaviors course. 
	3, AACN# 8, 7

	1-15-17
	1
	Submitted IRB approval form to DNP III blackboard assignment tab. 
Worked on draft of paper with track changes, literature review section.
	2, 4

	1-16-17
	4.5
	Worked on draft of paper with track changes, literature review section- completed lit review section. 
Began methodology section. 
Emailed with Dr. Vinson, community chair of project.
	2, 4, AANC# 7

	1-17-16
	3
	I CAN be healthy class at homeless shelter intervention class 1 of cohort 1, reviewed with staff at facility after class. 
	2, 3, 4, AACN# 2, 6, 7, 8

	1-18-17
	2
	Scored 4DSQ forms from initial class. 
Worked on draft of paper with track changes method section.
Emailed Dr. Marshburn as I cannot open her PDSA review.
	3, 2, AACN# 7, 5

	1-19-17
	1
	Made changes to PDSA. 
Worked on Methods section of paper. 
Started outline of goals and things to accomplish. 
	2, 4. AACN# 2

	1-21-17
	3
	Worked on Methods section, outline for results and discussion for paper. 
Worked on outline of goals and things to accomplish
	2, 4. AACN#7, 8, 3

	1/22/17
	1
	Worked on track changes and the time line for draft of paper. 
	3, 4, AACN# 2

	1/24/17
	3
	Class 2 of cohort 1 completed
	2, 3, 4, AACN# 2, 6, 7, 8

	1/25/17
	1
	Completed track changes reviews, the word document and comments with time line. Posted on blackboard and sent to Dr. Marshburn. 
	2, 4. AACN# 2

	1-26-17
	0.5
	Worked on time log, reviewed assignments and blackboard.
	2, AACN#3

	1-29-17
	1
	PDSA revision 3and posting
	3, AACN#8

	1-31-17
	3
	Healthy behavior class 3 intervention at Families Moving Forward with the 5 mother participants and Dr. Mary Vinson. 
Worked on paper. 
	2, 3, 4, AACN# 2, 6, 7, 8

	2/2/17
	1
	Met with Dr. Mary Vinson community chair discussed progress and project. 
	2,4,  AACN#2

	2/6/17
	1
	Updated and submitted PDSA
	2, 4, AACN#2, 6, 8

	2/7/17
	3
	Class 4 of 4 for cohort 1, data collection of post forms of SF 12 and 4DSQ. 
	2, 3, 4, AACN# 2, 6, 7, 8

	2/8/17
	2
	Worked on scoring the 4DSQ questionnaires and comparing to Pre. Reviewing Dr. Marshburns comments on rough draft. 
	2

	2/9/17
	0.5
	Reviewing black board, updating time log.
	3

	---------
	80
	------------------
	

	2/13/17
	2
	PDSA revisions, edits on rough draft paper. 
	2

	2/14/17
	1
	PDSA submission, prepare for cohort 2 class 2, put papers together for the packets for each participant. Emailed with FMF about participants and consent. 
	2

	2-16-17
	2
	Went to FMF and met with the 5 mothers for cohort 2. Obtained consent from the 5 mothers. Obtained demographics sheets. Will start class 2/21. Organized consents and demographic forms. 
	2

	2/19/17
	1.5
	Organized supplies and materials for class 1 in cohort 2. 
	1, 4 AACN#3, 8, 7

	2/21/17
	3
	Taught class 1 of cohort 2, all 5 mothers were in attendance and participated and interacted throughout the class. 
	2, 3, 4, AACN# 2, 6, 7, 8

	2/22/17
	4
	DNP intensives DNP III, poster presentation class
	3

	2/26/16
	4
	Revise paper. Submit chapter 1 to writing center, receive and work with changes provided. 
Updated PDSA
	3

	2/27/16
	2
	Revise paper. Submit chapter 2 to writing center, receive and work with changes provided. 
	3, AACN# 8, 7

	2/28/17
	2.5
	Class 2 in Cohort 2 taught. One participant did not come d/t illness. 
	2, 3, 4, AACN# 2, 6, 7, 8

	3/1/17
	2
	Revise paper. Submit chapter 3 to writing center, receive and work with changes provided.  
	2, 4, AANC# 7

	3-6-17
	1
	Worked on PDSA, prepared and reviewed for class 3 of cohort 2
	3, 4, AACN# 2

	3-7-17
	2.5
	Class 3 in Cohort 2 taught.
	2, 3, 4, AACN# 2, 6, 7, 8

	3/10/17
	2
	Organized material for class 4 of cohort 2
Purchased toiletries and kitchen soaps/sponges for the women to reward them if they got their homework from class three completed.
	2, 4. AACN# 2

	3-14-17
	3
	Class 4 of cohort 2 taught. 
Talked with Dr. Vinson about the cohorts, the women and the next steps. 
Got my paper back from the writing center, this was the fourth submission to have the same tutor read through the entire paper thus far. 
	2, 3, 4, AACN# 2, 6, 7, 8

	
	---112.5---
	
	

	3/17/17
	1
	Emailed back and forth with Families Moving Forward staff and Dr. Vinson to come up with a date for us to meet to discuss the classes, the future of the classes and to deliver the facilitator manual to them. (April 17th at their staff meeting).
	3, 4

	3/24/17
	3
	Scored the 4DSQ for the second cohort. 
Contacted and working at setting up a time to meet with statistician (Greg) who agreed to talk with me about the project and hopefully help.
	2,4,  AACN#2, 4

	3/25/17
	0.5
	Worked on time log
	2, 4, AACN#2, 6, 8

	3-29-17
	2
	Worked on edits to chapter 1 and 2
	1, 4, AACN#2, 6

	4-1-17
	3
	Grading 4DSQ and entering data into qualtrics. Discussed with health statistician and will meet with him 4/6/17. I was unable to score the SF12 so I emailed the company for reactivation. 
	2, AANC# 1

	4-4-17
	2.5
	Set up meeting with statistician for 4/6. 
Worked on paper chapter 1,2,3 format and edits. 
	3, 4 AANC# 6

	4-6-17
	4
	Demographics worksheets into Excel spread sheet. 
Entered SF-12 into the scoring calculator of the system QualMetrics. 
Designed 2 graphs with data from SF-12 (results). 
	2, AACN# 2

	4-8-17
	6
	Met with health care statistician in person. Reviewed work. Adjusted some information I had put in SF-12 to remove the pre questionnaire of a person who did not complete post.  Reviewed goals. Discussed demographics, sample, literature, findings. Input 4DSQ data into excel spread sheet to determine pre and post sample averages for all sections. Worked on result sections of my paper. 
E-mailed data spreadsheets to statistician after I completed the requested work.
	2, 3 , 4AANC #3, 4, 6, 7

	4/10/17
	1.5
	Worked on and posted PDSA
	2

	4/15/17
	2
	Worked on Abstract and discussed edits with Dr. Vinson. Contacted Greg- statistician who will get back to me tomorrow 
	2, AANC #3, 4,6,7

	4/16/17
	4
	Emailed with Dr. Vinson. Reviewed course deliverables. 
Worked on reading and editing and making the Chapter 3, Methodology section more concise.
Communicated with Greg (stats), resent him the demographics information.
Completed PDSA
	1, 4 AACN#3,6, 8, 7

	4-17-17
	2
	Worked on statistics via email with Greg. Emailed with Dr. Vinson and Dr. Marshburn. Dr. Vinson sent Chapter 1 edits. I continued to work on Chapter 3. 
	3, 4, AACN# 2,6, 7

	4-18-17
	4
	Worked with statistician, paired t tests. Made tables. Completed Dr. Vinson’s edits to chapter 1.  Editing and adding to result section- very rough draft chapter 4 results section.
	3, 4 AANC# 6

	
	---148---
	
	

	4-22-17
	3
	Editing from Dr. Marshburns edits
	3, AACN# 6. 

	4-23-17
	1
	Paper edits
	AANC# 6

	4-24-17
	3
	Prepare hand outs and present the intervention to the case workers and staff at FMF with Dr. Vinson. Answered their questions and discussed future use of the healthy behavior classes in the FMF shelter.
Worked on paper edits from Dr. Marshburn suggestions chapter 1,2, 3 and table of contents
	2, 3, 4, AANC# 6. 7

	4-27-17
	2
	Email with Dr. Vinson. Work on paper edits and reworking paper
	3, AANC# 6

	4-28-17
	2
	Work on paper edits and reworking paper. Work on time log.
	3, AANC# 6

	total
	159 hours
	
	




Completed:
· IRB approval and site authorization completed and retained. 
· Consents completed and retained.
· Completed program intervention with close contact with community chair, Dr. Vinson.
· SF-12 and 4DSQ questionnaires used pre and post intervention for data collection.
· Began data analysis, results and discussion sections of paper. 
· Working with a statistician.  
· At least 150 hours toward project reflecting the DNP Essentials met by the activity. 

EAST CAROLINA UNIVERSITY
COLLEGE OF NURSING
DNP IV PROJECT TIME LOG
STUDENT:__ Amie Gray Koch, FNP____  CLASS:____DNP IV NURS8277
	DATE
	# OF HOURS
	ACTIVITY
	IPEC COMPETENCY/AACN ESSENTIALS 

	4-29-17
	1.5
	Exchanged emails with Dr. Vinson. Discussed paper edits. Worked on paper revisions.
	3, 4, AACN# 2

	5/1/17
	2.5
	Work on edits from Dr. Vinson. Compile paper and sent to Dr. Marshburn. Exchanged emails with Dr. Vinson
	3, 2, AACN# 7, 5

	5/8/17
	0.5
	Emailed with Dr. Tillman (new ECU chair) sent her my paper. Set up time to have a phone meeting.
	AACN# 3

	5/9/17
	2
	Worked on power point presentation layout
	AACN# 2, 8

	5/13/17
	4
	Worked on results section, tables, table of contents, acknowledgments, discussion and appendix sections of the final paper for DNP IV.
	2, 4. AACN# 2, 7

	5/14/17
	2.5
	Worked on results section in paper. Worked on power point slide layout. 
Reviewed blackboard, reviewed templates of PP, developing new PP based on template.
	2, 4. AACN#2, 7, 8, 3

	5/15/17
	5
	Reviewed blackboard, course info, templates, timeline. 
Worked on my timeline updates and comments. 
Started track changes and comments in my first draft for Dt. Tillman. 
Saba session. 
Submitted timeline updates under assignment tab.
Emailed with Dr. Vinson community chair- sent course information and approval form with description for Dr. Vinson to be aware.
	2 AANC# 3, 6, 8

	5-16-17
	4
	Talked with Dr. Tillman via phone. 
Worked on chapters 4 and 5
	3 AANC #2, 6

	5-18-17
	4
	Worked on edits of chapter 1, 2 and 4 and 5 
Posted paper to BB and sent to Dr. T. 
	2,4,  AACN# 2,3, 6,7

	5/21/17
	
	Had a baby 
	

	5/28/17
	3
	Worked on reflection journal. Worked on dissemination plan. Emailed Dr. Tillman for edits of paper as I have not seen them yet. 
Reviewed BB for assignments. Reviewed BB for summer intensives and scheduling. Worked on time log. 
	2 AANC# 2, 3, 6, 7

	5-29-17
	3
	Communicated with classmate (Crystal) about paper.  
Worked on reflection journal. Worked on dissemination plan. Submitted reflection journal and dissemination plan on BB
	2 AANC#4, 3, 7, 6

	5-30-17
	2.5
	FaceTime with Dr. Tillman. Reviewed email with Dr. Tillman and started reviewing (accepting and adding) edits on paper. 
	2 AANC# 3, 6, 7

	5-31-17
	2
	Paper edits
	2 AANC# 3, 6

	6-1-17
	3
	Paper edits
	2 AANC# 3, 6

	6-2-17
	2
	Paper edits
	2 AANC# 3, 6

	6-3-17
	4
	Methodology edits, results section work and edits
	AANC# 3, 6

	6-4-17
	5
	Results and discussion section work. Edits and writing. 
Data calculations and reworking outcome data. 
Submit to BB
	2, 4, AANC# 1, 2,3, 6, 7

	6-7-17 
	2
	Searching for literature on Distress
	

	6-8-17
	4
	Edits of chapter 1 and figures, references work. Reviewed information for intensives. Talked about projects with colleague (Jen)
	1, 4 AACN#3, 8, 7

	6-10-17
	3
	Worked on new abstract
Worked on Dr. Tillman edits chapter 2
	3, 4, AACN# 2,6, 8

	6-11-17
	1
	Work on chapter 3 edits
	AANC# 2, 6,  8, 1

	6-13-17
	9
	DNP Intensives
	All

	6-14-17
	10
	DNP Intensives
Spoke with IRB. 
Submitted study closure on ePirate (now closure is in IRB staff review) awaiting closure 
	All

	6-15-17
	1
	Worked on chapter 5 discussion/conclusion
	2, 4, AANC# 1, 2,3, 6, 7

	6-17-17
	3
	Work on reflective learning journal (SWOTs) 
Checked IRB site (ePirate) for status on closing study-still in review. 
	2, 3, 4, AACN# 2, 6, 7, 8

	6-19-17
	2
	Email exchange with IRB about closure of study. 
Worked on references

	3, 2, AACN# 7, 5, 1, 2, 6, 7, 8

	6-20-17
	2
	Completed reference check and edits
Worked on time log
	2, 4. AACN# 2

	
	87.5
	
	

	6-22-17
	5
	Wrote abstract 
Worked on paper edits, worked on results section
Sent paper to Dr. Vinson
	2, 4. AACN#7, 8, 3

	6-24-17
	3
	Worked on paper
Emailed with Dr. Vinson
Sent her the paper she will need to sign 
FINAL Draft of Project Poster Submitted
	3, 4, AACN# 1, 2, 6, 7, 8

	6-25-17
	3
	Worked on reading through paper- start to finish and editing 
Submitted First Draft of Final Paper to Dr. T via Submission Tab
	2, 3, 4, AACN# 2, 6, 7, 8

	6-27-17
	3
	FaceTime meeting with Dr. Tillman. 
Work on poster- adding essentials
	2, 4. AACN# 1, 2, 3, 6

	6-28-17
	2
	Work on narrative for poster presentation
Wrote bio sketch and sent to Dr. T
Formatted facilitators guide into appendix, adjusted appendix lettering
Paper edits
	2, 3 AACN#3, 2, 8

	6-30-17
	1
	Worked on narrative for presentation
	2, 3, AACN#2, 8

	7-5-17
	2
	Worked on narrative for presentation.
Communicated with Dr. Vinson about results section
	2, 3, 4, AACN# 1, 2, 6, 7, 8

	7-6-17
	3
	Worked on narrative for presentation
Made version of poster with AMA reference and submitted to lapus library poster printing. 
Paper editing
	2,3, 4,  AACN#2, 6,7,8

	7-7-17
	2
	Worked on narrative for presentation
Reformatted poster for printing as the Lapus Library said it was not formatted correctly for printing. 
Received email from Dr. Vinson with her edits for chapter 4. 
	2, 3. 4, AACN#1, 2, 6, 7, 8

	7-8-17
	3
	Worked on edits of paper- Dr. Vinson edits and my one by reading it through.
Worked on poster presentation narrative.
	2, 3, 4, AACN# 2, 6, 7, 8

	7-9-17
	6
	Worked on edits of paper- Dr. Vinson edits and my one by reading it through. 
Worked on poster presentation narrative.
	1, 4 AACN#3, 8, 7

	7/10/17
	3
	Edited chapter 5
Final Draft of Project Paper Submitted (& emailed to site champion and other stakeholders).
Emailed a few times with Dr. Vinson.
Emailed with the IRB about closure. 
	2, 3, 4, AACN# 2, 6, 7, 8

	7/11/17
	3.5
	Worked on chapter 5 edits
IRB closed today!  E-mailed committee chairs. Submitted closure to blackboard. 
Practiced narrative.
FaceTime meeting with Dr. Tillman
	3 AANC# 2, 3, 6, 8

	7-12-17
	2.5
	Worked on narrative. Practiced narrative. 
	2, AACN# 2, 6, 7, 8

	7-13-17
	6
	Worked on narrative (additions/ corrections for future presentations). 
Poster Presentation at ECU. 
Got poster from Lapus.
Networked with colleagues.
Worked on chapter 5 edits
	1, 2, 3, 4, AANC# 5, 7

	7-15-17
	3
	Worked on chapter 5 edits.
Emailed with Dr. Vinson
	1, 3, 4 AACN#3,6, 8, 7

	7-16-17
	3
	Worked on chapter 5 edits.
Worked on table of contents.
	3, 4, AACN# 2

	7-17-7
	2
	Worked on time log and submitted
Found old time logs and added to paper. 
Submitted final paper minus the appendix of time logs.
	2,4,  AACN#2, 8

	Total hours thus far
	143.5 hours
	
	

	TBD
	
	Approved Final Draft of Project Paper Submitted
	2

	TBD
	
	Submit APPROVED final paper to ScholarShip after instructed by Dr. Tillman
	1, 2 AANC #1, 2, 3, 4, 5, 6, 7 8



Completed:
· Final paper completed.
· Chapter 4 & 5 completed including: evaluation of project outcomes including all final data analysis and conclusion, strategies for further project implementation and evaluation and my dissemination plan. 
· Presented project outcomes at Families Moving Forward.   
· Created poster presentation of DNP project, presented at ECU.
· Closed IRB Approvals (took almost 1 month). 
· Uploaded the final paper into ScholarShip repository
· Networked with colleagues. 



1


Attention: observations and extractions from modeled events.


3


(Re)Production: Learners convert retained healthy behavior information into positive steps and actions in their own life.


4


Motivation: Having the incentive or not to exhibit the learned behavior and continually model appropriate behavior in their life. Imprinting into memory what they have learned.


2


Retention: ability of learners to retain knowledge about modeled event for purpose of repeating and remembering desired behavior modification. 



Financial Stress



greater likelihood of living in poverty


difficulty maintaining employment


Poor Coping






feelings of loss



Health Disparities


difficult to access health care


vulnerable population



Poor Health


underserved population


increased heart disease and CVD


increased smoking rate


depression


their children have poorer health


loneliness


fatigue


Self-blame/ rumination


greater liklehood of chronic illness


childcare challenges





lack of social support


prolonged stress


unemployment


few supportive measures through our health care system


less educated 








food  insecuriy


difficult to access higher education


lower self-esteem


split custody


sorrow, missing their children


Obesity 


Homelessness


History of Trauma


2006	Homeless families	Homeless under 17 yrs old	Homeless adults living without kids	115	64	438	2009	Homeless families	Homeless under 17 yrs old	Homeless adults living without kids	99	62	473	2012	Homeless families	Homeless under 17 yrs old	Homeless adults living without kids	126	79	519	2015	Homeless families	Homeless under 17 yrs old	Homeless adults living without kids	157	102	711	



Microsoft_PowerPoint_Slide32.sldx
	Class Three. Addressing Emotional 	Health.

			ACTIVITY

List our strengths and weaknesses

I like __________________.

I do not like ________________.

I am good at _________________.

I am not good at _________________.

I am good at this activity, but I do not like it: _________.

I am not good at this activity, but I like it: ____________.

I prefer being involved in individual activities _____ or group activities ___. (Check one.)

Food Preferences

I like to eat ____________.

I do not like to eat __________.

I do ____ do not _____ eat a balanced diet. (Check one.)

Relaxing

I relax by __________.

I like relaxing alone _____ or with other people ____. (Check one.)

After this activity, I always feel calm and peaceful. _______________.



Relationships with Friends and Adults (Check the statements that apply to you.)

I am generally well liked: ____________.

I am generally not well liked: ___________.

I have a group of friends: ________.

I prefer having one or two friends: _______.

I am a leader: ___________.

I am a follower: _________.

I prefer people who like the same things I like: ___________.

I prefer people who like different things: _____________.

I have the support of significant adults in my life: __________________.

I have the support of a group of peers: ______________________.



A
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Class Four. Nutrition

•

The final class, class four, revolves around nutrition. The class objectives 

include obesity, food insecurity, food pyramid, food plate, what we eat, 

where we buy food. How to influence our children’s health through the food 

they eat.

• Purpose:

The purpose of this lesson is to assist the learner in making good 

decisions about health issues and ways to determine if a certain action or 

behavior could be detrimental to good nutrition for mother and children.

• LEARNING OUTCOMES

•

Identify barriers to maintaining a healthy, nutritious, lifestyle

•

Describe how personal decisions can affect health throughout a lifetime
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	Class Four. Nutrition

The final class, class four, revolves around nutrition. The class objectives include obesity, food insecurity, food pyramid, food plate, what we eat, where we buy food. How to influence our children’s health through the food they eat.

Purpose:  The purpose of this lesson is to assist the learner in making good decisions about health issues and ways to determine if a certain action or behavior could be detrimental to good nutrition for mother and children. 

 

LEARNING OUTCOMES	

Identify barriers to maintaining a healthy, nutritious, lifestyle

Describe how personal decisions can affect health throughout a lifetime
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Class Four. Nutrition

•

Food pyramid

•

Food Plate

•

Healthy choices

•

Grocery store tips

•

Healthy foods can be 

healthy for your wallet too! 

•

Farmers market 

•

Food banks

•

Food insecurity

•

Obesity and malnutrition
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	Class Four. Nutrition

Food pyramid

Food Plate

Healthy choices

Grocery store tips

Healthy foods can be healthy for your wallet too! 

Farmers market 

Food banks

Food insecurity

Obesity and malnutrition
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Sweets, salty snacks
and sweetened drinks

0ils, fats, and nuts

Milk, dairy products,
meat, fish, and eggs

Whole grain products
and legumes...

Vegetables
and Fruit
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Fruits:

Focus on fruits.

« Eata variety of fruit.

« Chose fresh, frozen, canned
or dried fruit.

« Go easy on fruit juices.

Vegetables:
Vary your veggies.

« Eat more green dark veggies.

« Eat more orange veggies.
« Eatmore dry beans and
peas.

Physical Activity

Find your balance between

food & physical activity.

« Be physically active for 30
minutes most days of the
week.

« Children and teenagers
should be physically active
for 60 minutes everyday or
most days of the week.

Source: ChooseMyPlate.gov

ooseMyPlate

Know your fats.

Make most of your fat sources from fish,
nuts and vegetable oils.

Limit solid fats like butter, stick margarine, « Bake it, broil it or grill it.
shortening, and lard.

Milk:

Get your calcium-rich

foods.

« Go low-fat or fat-free

o If youdon’t or can’t
consume milk, chose
lactose-free products or
other calcium sources.

Grains:

Make at least half your

grains whole.

« Eatatleast 3 ounces of
whole grain bread, cereal,
rice, or pasta everyday.

« Look for the word “whole”
before the grain name on
the list of ingredients.

Meats & Beans
Go lean on protein.

« Choose low-fat or lean
meats and poultry.

« Vary your choices with
more fish, beans, peas,
nuts, and seeds.

14
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Food insecurity, Obesity and Malnutrition

• Food insecurity affects 20% of Durham residents (That is 1 out of 5 

people!)

• North Carolina is among the 12 worst states for hunger levels

• Know your food banks- use them if you can

• If someone is obese or overweight it does NOT mean they are getting the 

proper nutrition or getting the healthy foods the body needs. 

• Malnutrition- lack of proper nutrition, caused by not having enough to 

eat, not eating enough of the right things. You can look healthy but be 

malnourished. 

• If children grow up in an environment where nutrition is not important 

and unhealthy foods are consumed on a regular basis, they will also adopt 

these habits as adults.

http://foodshuttle.org/hunger-stories/children/


Microsoft_PowerPoint_Slide36.sldx
Food insecurity, Obesity and Malnutrition


Food insecurity affects 20% of Durham residents (That is 1 out of 5 people!)

North Carolina is among the 12 worst states for hunger levels

Know your food banks- use them if you can

If someone is obese or overweight it does NOT mean they are getting the proper nutrition or getting the healthy foods the body needs. 

Malnutrition- lack of proper nutrition, caused by not having enough to eat, not eating enough of the right things. You can look healthy but be malnourished. 

If children grow up in an environment where nutrition is not important and unhealthy foods are consumed on a regular basis, they will also adopt these habits as adults.





http://foodshuttle.org/hunger-stories/children/
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Food Insecurity and Your Health

• Food insecurity was associated with being overweight or obese among 

mothers

, but not among fathers, child-free women, or child-free men. 

• Children who have experienced food insecurity are more likely to be 

overweight and obese. 

• Individuals with food insecurity are disproportionately affected by 

type 2 diabetes. Because regular access to healthy food is a core 

component of diabetes management, food insecurity makes the disease 

harder to regulate.

• Good nutrition is critical in the first years of life, and 

childhood food 

insecurity can lead to developmental, health, and behavioral 

problems, as well as make it more difficult to concentrate and do 

well in school

.

• Those who were food insecure had 32% greater odds of being obese 

compared with those who were food secure.

http://frac.org/pdf/frac_brief_understanding_the_connections.pdf
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Food Insecurity and Your Health

Food insecurity was associated with being overweight or obese among mothers, but not among fathers, child-free women, or child-free men. 

Children who have experienced food insecurity are more likely to be overweight and obese. 

Individuals with food insecurity are disproportionately affected by type 2 diabetes. Because regular access to healthy food is a core component of diabetes management, food insecurity makes the disease harder to regulate.

Good nutrition is critical in the first years of life, and childhood food insecurity can lead to developmental, health, and behavioral problems, as well as make it more difficult to concentrate and do well in school. 

Those who were food insecure had 32% greater odds of being obese compared with those who were food secure.



http://frac.org/pdf/frac_brief_understanding_the_connections.pdf
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Low Income Impact on Obesity in Children

• Research has linked stress and poor mental health to obesity in children and adults, 

including (for adults) stress from job-related demands and difficulty paying.

• Studies find associations between maternal stress or depression and child obesity.

• Food insecurity is associated with less physical activity and greater perceived 

barriers to physical activity (e.g., too tired to be physically active).

• Crime, traffic, and unsafe playground equipment are common barriers to physical 

activity in low-income communities.9

• Low-income populations engage in less physical activity and are less physically fit 

than their higher income peers.

• Low-income children are less likely to participate in organized sports (mostly due 

to parent involvement at the school and transportation)

•

What are some ways for you and your child to get some physical activity? 

(Think back to class 2 – Durham Parks and Rec)

http://frac.org/pdf/frac_brief_understanding_the_connections.pdf
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Low Income Impact on Obesity in Children

Research has linked stress and poor mental health to obesity in children and adults, including (for adults) stress from job-related demands and difficulty paying.

Studies find associations between maternal stress or depression and child obesity.

Food insecurity is associated with less physical activity and greater perceived barriers to physical activity (e.g., too tired to be physically active).

Crime, traffic, and unsafe playground equipment are common barriers to physical activity in low-income communities.9

Low-income populations engage in less physical activity and are less physically fit than their higher income peers.

Low-income children are less likely to participate in organized sports (mostly due to parent involvement at the school and transportation)

What are some ways for you and your child to get some physical activity? (Think back to class 2 – Durham Parks and Rec)

http://frac.org/pdf/frac_brief_understanding_the_connections.pdf
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Durham Farmers’ Market 

(less than 1 mile from FMF)

•

Central Park Durham 

Farmers’ Market

•

501 Foster Street

Durham, NC 27701

•

Winter Hours 

•

Dec 3- Mar 25

Saturdays 10am-Noon

•

Summer hours 

Saturday 8a-noon
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Durham Farmers’ Market (less than 1 mile from FMF)	

Central Park Durham Farmers’ Market

501 Foster Street
Durham, NC 27701

Winter Hours 

Dec 3- Mar 25
Saturdays 10am-Noon

Summer hours Saturday 8a-noon
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SNAP/EBT at the Durham Farmers’ Market

•

In 2014, the Durham Farmers’ Market started accepting SNAP/ EBT benefits. 

•

They offer a Double Bucks Program that matches SNAP transactions dollar for dollar, up to $10. 

•

WIC Farmers’ Market Nutrition Program (FMNP) checks also accepted.

Have SNAP?  Here is how it works:

1. Decide how much to spend at the market.

2. Come to the information table in the center of the Farmers’ Market Pavilion by the bathrooms.

3. Tell a person working at the information table how much you want to spend.

The person will swipe your card and give you $1 wooden tokens to spend at the

market.  They will also match what you spend, up to $10, in Double Bucks tokens. 

Spend $10 and get $20 to 

spend at the market!

4. Use tokens at any stand that has a SNAP/EBT sign or is listed on the SNAP/EBT Vendors list in the yellow 

sidebar. 

No change can be given.

5. You can save your tokens and spend them on other days. They never expire! Durham Farmers’ Market tokens can 

only be spent at our market.

What can I buy using SNAP/EBT at the Durham Farmers’ Market?

breads and cereals, fruits and vegetables, meats, fish and chicken, eggs, and milk products, vegetable 

and fruit plants and seeds
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SNAP/EBT at the Durham Farmers’ Market

		In 2014, the Durham Farmers’ Market started accepting SNAP/ EBT benefits.  
They offer a Double Bucks Program that matches SNAP transactions dollar for dollar, up to $10. 
WIC Farmers’ Market Nutrition Program (FMNP) checks also accepted. 

Have SNAP?  Here is how it works:
1. Decide how much to spend at the market. 
2. Come to the information table in the center of the Farmers’ Market Pavilion by the bathrooms. 
3. Tell a person working at the information table how much you want to spend. 
The person will swipe your card and give you $1 wooden tokens to spend at the
market.  They will also match what you spend, up to $10, in Double Bucks tokens.  Spend $10 and get $20 to spend at the market!
4. Use tokens at any stand that has a SNAP/EBT sign or is listed on the SNAP/EBT Vendors list in the yellow sidebar.  No change can be given.
5. You can save your tokens and spend them on other days. They never expire! Durham Farmers’ Market tokens can only be spent at our market.
 
What can I buy using SNAP/EBT at the Durham Farmers’ Market?
breads and cereals, fruits and vegetables, meats, fish and chicken, eggs, and milk products, vegetable and fruit plants and seeds
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What Can You Do?  Eat your veggies! 

•

Buy fresh vegetables in season. They cost less and are likely to be at their 

peak flavor.

•

Stock up on frozen vegetables for quick and easy cooking in the microwave.

•

Buy vegetables that are easy to prepare. Pick up pre-washed bags of salad 

greens and add baby carrots or grape tomatoes for a salad in minutes. Buy 

packages of veggies such as baby carrots or celery sticks for quick snacks.

•

Use a microwave to quickly “zap” vegetables. White or sweet potatoes can be 

baked quickly this way.

•

Vary your veggie choices to keep meals interesting.

•

Try crunchy vegetables, raw or lightly steamed.

https

://

www.choosemyplate.gov/vegetables-tips
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What Can You Do?  Eat your veggies! 	

Buy fresh vegetables in season. They cost less and are likely to be at their peak flavor.

Stock up on frozen vegetables for quick and easy cooking in the microwave.

Buy vegetables that are easy to prepare. Pick up pre-washed bags of salad greens and add baby carrots or grape tomatoes for a salad in minutes. Buy packages of veggies such as baby carrots or celery sticks for quick snacks.

Use a microwave to quickly “zap” vegetables. White or sweet potatoes can be baked quickly this way.

Vary your veggie choices to keep meals interesting.

Try crunchy vegetables, raw or lightly steamed.



https://www.choosemyplate.gov/vegetables-tips
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What Can You Do? 

Healthy Choices for You and Your Wallet

•

Drink water instead of sugary drinks. 

Water is 

calorie-free. Non-diet soda, energy or sports drinks, 

and other sugar-sweetened drinks contain a lot of 

calories from added sugars and have few nutrients. 

•

Everything you eat and drink matters

. The right 

mix of foods can help you be healthier now and into 

the future

•

Easy on your wallet

Certain foods are typically low-cost options all 

year round. Try beans for a less expensive 

protein food. For vegetables, buy carrots, greens, 

or potatoes. As for fruits, apples and bananas are 

good choices.

•

Cook once... eat all week!

Prepare a large batch of favorite recipes on your 

day off (double or triple the recipe). Freeze in 

individual containers. Use them throughout the 

week and you won’t have to spend money on take-

out meals.

•

Plan, plan, plan!

Before you head to the grocery store, plan your 

meals for the week. Include meals like stews, 

casseroles, or stir-fries, which “stretch” 

expensive items into more portions. Check to see 

what foods you already have and make a list for 

what you need to buy.

•

Convenience costs... go back to the basics

Convenience foods like frozen dinners, pre-

cut vegetables, and instant rice, oatmeal, or grits 

will cost you more than if you were to make 

them from scratch. Take the time to prepare your 

own — and save!

• Stay away from prepackaged foods

(little 

debbie snacks, Hi-C, sugary cereals)

https://www.choosemyplate.gov/ten-tips-eating-better-on-a-budget
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What Can You Do? 
Healthy Choices for You and Your Wallet

Drink water instead of sugary drinks. Water is calorie-free. Non-diet soda, energy or sports drinks, and other sugar-sweetened drinks contain a lot of calories from added sugars and have few nutrients. 

Everything you eat and drink matters. The right mix of foods can help you be healthier now and into the future

Easy on your wallet
Certain foods are typically low-cost options all year round. Try beans for a less expensive protein food. For vegetables, buy carrots, greens, or potatoes. As for fruits, apples and bananas are good choices.

Cook once... eat all week!
Prepare a large batch of favorite recipes on your day off (double or triple the recipe). Freeze in individual containers. Use them throughout the week and you won’t have to spend money on take-out meals.



Plan, plan, plan!
Before you head to the grocery store, plan your meals for the week. Include meals like stews, casseroles, or stir-fries, which “stretch” expensive items into more portions. Check to see what foods you already have and make a list for what you need to buy.

Convenience costs... go back to the basics
Convenience foods like frozen dinners, pre-cut vegetables, and instant rice, oatmeal, or grits will cost you more than if you were to make them from scratch. Take the time to prepare your own — and save!

Stay away from prepackaged foods (little debbie snacks, Hi-C, sugary cereals)

https://www.choosemyplate.gov/ten-tips-eating-better-on-a-budget
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What Can You Do?  Grocery Store Tips

•

Buy when foods are on sale

Maximize your savings by using coupons on sale items. You may find huge deals such as “buy one get one free.”

•

Find out if the store will match competitors’ coupons

Many stores will accept coupons, as long as they are for the same item. Check with the customer service desk for 

further details.

•

Stay organized so coupons are easy to find

Sort your coupons either by item or in alphabetical order. Develop a system that’s easiest for you and make finding 

coupons quick and hassle-free. Ideas for coupon storage include 3-ring binders, accordion-style organizers, or plain 

envelopes.

•

Find a coupon buddy

Swap coupons you won’t use with a friend. You can get rid of clutter and discover additional discounts.

•

Compare brands

Store brands can be less expensive than some of the name brand foods. Compare the items to find better prices.

•

Stick to the list

Make a shopping list for all the items you need. Keep a running list on your phone, on the refrigerator, or in a wallet. 

When you’re in the store, do your best to buy only the items on your list.

•

Find deals right under your nose

Look for coupons with your receipt, as peel-offs on items, and on signs along aisle shelves.

https://www.choosemyplate.gov/ten-tips-save-more-at-the-grocery-store
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	What Can You Do?   Grocery Store Tips

Buy when foods are on sale
Maximize your savings by using coupons on sale items. You may find huge deals such as “buy one get one free.”

Find out if the store will match competitors’ coupons
Many stores will accept coupons, as long as they are for the same item. Check with the customer service desk for further details. 

Stay organized so coupons are easy to find 
Sort your coupons either by item or in alphabetical order. Develop a system that’s easiest for you and make finding coupons quick and hassle-free. Ideas for coupon storage include 3-ring binders, accordion-style organizers, or plain envelopes. 

Find a coupon buddy
Swap coupons you won’t use with a friend. You can get rid of clutter and discover additional discounts. 

Compare brands
Store brands can be less expensive than some of the name brand foods. Compare the items to find better prices. 

Stick to the list
Make a shopping list for all the items you need. Keep a running list on your phone, on the refrigerator, or in a wallet. When you’re in the store, do your best to buy only the items on your list.

Find deals right under your nose
Look for coupons with your receipt, as peel-offs on items, and on signs along aisle shelves. 

 



https://www.choosemyplate.gov/ten-tips-save-more-at-the-grocery-store
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SF-12 Health Survey

This survey asks for your views about your health. This information will help keep track of how you feel and how
well you are able to do your usual activities. Answer each question by choosing just one answer. If you are
unsure how to answer a question, please give the best answer you can.

1. In general, would you say your health is:

O+ Excellent 0. Very good Os Good O« Fair Os Poor

The following questions are about activities you might do during a typical day. Does your health now
limit you in these activities? If so, how much?

YES, YES, NO, not
limited limited limited
alot a little at all
2. Moderate activities such as moving a table, pushing mp O2 Os
a vacuum cleaner, bowling, or playing golf.
3. Climbing several flights of stairs. mp O Os

During the past 4 weeks, have you had any of the following problems with your work or other regular
daily activities as a result of your physical health?

YES NO
4. Accomplished less than you would like. mp mp!
5. Were limited in the kind of work or other activities. ] 02

During the past 4 weeks, have you had any of the following problems with your work or other regular
daily activities as a result of any emotional problems (such as feeling depressed or anxious)?

YES NO
6. Accomplished less than you would like. mp mp3
7. Did work or activities less carefully than usual. mp O

8. During the past 4 weeks, how much did pain interfere with your normal work (including work outside
the home and housework)?

O+ Not at all 02 A little bit Os Moderately O« Quite a bit Os Extremely

These questions are about how you have been feeling during the past 4 weeks.
For each question, please give the one answer that comes closest to the way you have been feeling.

How much of the time during the past 4 weeks...

All of Most A good Some A little None
the of the bit of of the of the of the
time time the time time time time
9. Have you felt calm & peaceful? mp O2 Os Oa Os Oe
10. Did you have a lot of energy? O+ 02 Os Oa Os Os
11. Have you felt down-hearted and ) O2 Os Oa Os Oe

blue?

12. During the past 4 weeks, how much of the time has your physical health or emotional problems
interfered with your social activities (like visiting friends, relatives, etc.)?

0+« All of the time 0. Most of the time Os Some of the time 04 A little of the time  Os None of the time

Patient name: Date: PCS: MCS:

Visit type (circle one)
Preop 6 week 3 month 6 month 12 month 24 month Other:
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Office of Grants and Scholarly Research (OGSR)

License Number: QM036335
Licensee Name: Amie Gray c/o East Carolina University

Licensee Address: 2000 Redfern Way, , Durham 27707 US

Approved Purpose: Implementation of Healthy Behavior Classes to Address Perceived Health Status of Mothers in
Homelessness
Study Type:  Non-commercial academic research and/or thesis — Unfunded Student
Data Collection Method: Interview Script

Therapeutic Area: Weliness & Lifestyle
Indication: Health & Wellness

Royalty Fee: None, because this License is granted in support of the non-commercial Approved Purpose

A. Effective Date: This Non-Commercial License Agreement (the “Agreement”) from the Office of Scholarly Grants and
Research (OGSR) is made by and between OptumInsight Life Sciences, Inc. (f/k/a QualityMetric Incorporated) (“Optum”),
24 Albion Road, Building 400, Lincoln, Rl 02865 and Licensee. This Agreement is entered into as of the date of last
signature below and is effective for the Study Term set forth on Appendix B.

B. Appendices: Capitalized terms used in this Agreement shall have the meanings assigned to them in Appendix A and
Appendix B. The appendices attached hereto are incorporated into and made a part of this Agreement for all purposes.

C. Grant of License: Subject to the terms of this Agreement, Optum grants to Licensee a non-exclusive, non-
transferable, non-sublicensable worldwide license to use, solely for the Approved Purpose and during the Study Term, the
Licensed Surveys, Software, SMS Scoring Solutian, and all intellectual property rights related thereto (*Survey Materials”),
in the authorized Data Collection Method, Modes of Administration, and Approved Languages indicated on Appendix B;
and to administer the Licensed Surveys only up to the total number of Administrations (and to make up to such number of
exact reproductions of the Licensed Surveys necessary to support such Administrations) in any combination of the
specific Licensed Surveys and Approved Languages, Data Collection Method, and Modes of Administration.

EXECUTED by the duly authorized representatives as set forth below.

Optuminsight Life Sciences, Inc. Amie Gray c/o East Carolina University
Signature: Signature:

Name: Name:

Title: Title:

Date: Date:

Filename:

Lic. No.:
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OPTUMINSIGHT NON-COMMERCIAL LICENSE TERMS AND CONDITIONS - APPENDIX A
Attached to and Incorporated into License No. QM036335

1. No Commercial Use of Data - Licensee agrees to use the data resulting from Licensee’s administration of
the Survey Materials only for the Approved Purpose and related academic or scientific uses. Licensee agrees not
to use such data for any other purpose or to provide such data to any commercial entity or to any entity for
commercial purposes, including without limitation any university or university hospital.

2. Copyright Protection. The Survey Materials are copyrighted works owned by Optum. Copyright protection means
that Licensee cannot reproduce, copy, medify, or distribute the Survey Materials or any part of them without Optum’s
consent, even if the Survey Materials were not obtained from Optum. This Agreement constitutes Optum’s consent for
Licensee to use the Survey Materials only as specified in this Agreement.

3. Term_and Termination — This Agreement shall be effective until the earlier to occur of (a) completion or
termination of Services in connection with the Approved Purpose, or (b) expiration of the Study Term specified in
Appendix B (if any), after which the licenses granted hereunder shall terminate and this Agreement shall terminate upon
full payment therefore. Notwithstanding the foregoing, either party may terminate this Agreement at any time in the event
of a material breach of this Agreement by the other party that is not cured within thirty (30) days following notice to the
breaching party.

4. Administration by Students and Third Parties — Students of Licensee may use and administer the Licensed
Surveys, subject to each such students’ execution of Optuminsight's Acknowledgement by Students form, available by
request. A third party service provider may administer the Licensed Surveys on behalf of Licensee subject to such third
party's execution of Optum’'s Acknowledgement by Agent form; provided, that Licensee shall not be relieved of its
obligations by use of such third party, and Licensee shall be responsible for any breach of this Agreement by such third

party.

5. Trademark and Copyright Notices — Licensee agrees to reproduce the copyright and trademark notices included
with the Survey Materials on all reproductions of the Survey Materials permitted hereunder, including electronic
reproductions and representations. Licensee shall not alter the wording or order of the items or any other part of the
Survey Materials. Licensee shall not create any derivative work from the Survey Materials.

6. Maintenance of Records — Licensee shall maintain accurate records containing information sufficient to verify
Licensee’s compliance with this Agreement, including, but not limited to, records of the number of reproductions of the
Licensed Survey(s) made, the location of and/or confirmation of the destruction of such reproductions, and the number of
administrations of the Licensed Survey(s) performed. Optum or a third party auditor of its choice reasonably acceptable
to Licensee shall have the right, not more frequently than once in each calendar year and on thirty (30) days advance
notice to Licensee, during usual business hours, to examine such records for the sole purpose of verifying Licensee’s
compliance with the terms of this Agreement.

7. Proprietary Rights —

a. Licensee acknowledges that the Survey Materials shall be and remain at all times the property of Optum.
Licensee shall have no right, title or interest in the Survey Materials except for the limited license described
herein. Licensee shall not use, modify, reproduce, or transmit any of the Survey Materials except as expressly
provided hereunder. If the Approved Purpose includes administration of the Licensed Surveys in physical form,
Licensee is authorized to make exact reproductions of the Licensed Survey(s) sufficient to support such
administrations. Licensee agrees that it shall not challenge or assist any other party in challenging the validity,
ownership or enforceability of the Survey Materials.

b. Licensee acknowledges and agrees that the Data Collection Method and Modes of Administration
reflected in this Agreement are the only manner in which Licensee may administer the Licensed Surveys.

Filename:
Lic. No.:
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&} Licensee acknowledges and agrees that scoring of Licensed Survey(s) responses must be performed by
Optum or by Licensee through use of an Optum scoring solution. Licensee shall not embed, input, insert, or
transfer the Survey Materials, Optum’s scoring algorithms (regardless of the source of the algorithms), or any part
thereof, into Licensee’s systems or applications absent purchase by Licensee of an Optum scoring solution.

d. Licensee acknowledges and agrees that any translations of the Licensed Surveys into any language must
be performed by Optum, and Optum retains ownership of any and all translations.

8. Qwnership of Survey Results Data — All results of Licensee’s administration of the Licensed Survey(s) shall be the
property of Licensee.

9. Confidentiality; Injunctive Relief — Licensee acknowledges that the Survey Materials are valuable assets of Optum
and that the value of the Survey Materials would be significantly impaired by the unauthorized distribution or use of them.
Licensee shall ensure that the Survey Materials are not used for unauthorized purposes or by unauthorized persons, and
shall promptly report any such unauthorized use to Optum. Licensee acknowledges that, in the event of any material
breach of this paragraph by the Licensee, money damages would not be a sufficient remedy, and that Optum shall, to the
extent permitted by applicable law, be entitled to equitable relief, including injunction. Such relief shall be in addition to all
other remedies available at law or in equity.

10. Disclaimer of Warranty — Licensee acknowledges that complex and sophisticated products such as the Survey
Materials are inherently subject to undiscovered defects. Optum cannot and does not represent or warrant to Licensee
that the Survey Materials are free from such defects, that operation of the Survey Materials will be uninterrupted or error
free, or that its results will be effective or suitable with respect to any particular application. SURVEY MATERIALS AND
SERVICES HEREUNDER ARE PROVIDED AS-IS, AND OPTUM MAKES NO REPRESENTATIONS OR WARRANTIES,
EXPRESS OR IMPLIED, WITH RESPECT TO SUCH SURVEY MATERIALS OR SERVICES, AND DISCLAIMS ALL
WARRANTIES INCLUDING WITHOUT LIMITATION ANY WARRANTIES AS TO MERCHANTABILITY, FITNESS FOR A
PARTICULAR PURPOSE, NON-INFRINGEMENT OR OTHERWISE.

11. Compliance. — Optum and Licensee agree that in performing their respective obligations under this Agreement,
each shall conduct business in conformance with sound ethical standards of integrity and honesty and in compliance with
all applicable laws, rules and regulations. Licensee represents and warrants that it has not and shall never engage in
activities or use of the Survey Materials in a manner that is deceptive, scandalous, or involves moral turpitude, or in any
other manner that could injure the high market acceptance, good name and reputation of Optum or the Survey Materials.

12. Limitation of Liability — In no event shall either party’s total liability to the other party for direct damages arising
hereunder exceed the amount of the Fees paid or owed by Licensee to Optum hereunder, except for damages from
claims for breach of confidentiality, unauthorized use of Survey Materials or failure to indemnify for which there is no limit
on direct damages. Further, in no event shall either party be liable to the other party for any special, punitive, incidental,
indirect, or consequential damages, arising from any claimed breach of contract, or any other legal theory, even if such
party has been advised of the possibility of such damages.

13. Intellectual Property Indemnification — Optum will defend, at its expense, any action brought against Licensee to
the extent that it is based on a third party claim that a Licensed Survey infringes any patent, registered trademark, or
copyright, provided that: (a) Licensee notifies Optum in writing within thirty (30) days of its becoming aware of any such
claim; (b) Optum has sole control of the defense and all related settlement negotiations, provided that Optum shall not
agree to any settlement that includes an admission of wrongdoing on the part of Licensee or requiring any action by
Licensee without Licensee's prior written consent; and (c) Licensee provides Optum with the information, authority, and
any and all assistance reasonably required by Optum to provide the aforementioned defense. In the event of an action
against Licensee alleging infringement of the intellectual property rights of a third party with respect to a Licensed Survey,
or in the event Optum believes such a claim is likely, Optum shall be entitled, at its option but without obligation or
additional cost to Licensee, to (i) appropriately modify such Licensed Survey so as not to infringe such third party
intellectual property rights; provided, that such modifications or substitutions shall not materially affect the function of such
Licensed Survey; (ii) obtain a license with respect to the applicable third party intellectual property rights; or (iii) if neither
(i) nor (ii) is commercially practicable, terminate Licensee’s license hereunder as to the effected Licensed Survey and
refund the full license fee therefore. Optum shall have no liability hereunder if the alleged infringement is caused by use of
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other than the then-most-recent version of such Licensed Survey provided to Licensee by Optum, any combination of a
Licensed Survey with non-Optum programs or data, where the Licensed Survey alone would not have given rise to the
claim, or (iii) use of a Licensed Survey outside the scope of this Agreement. THIS SECTION STATES THE ENTIRE
LIABILITY OF OPTUM AND LICENSEE’S SOLE AND EXCLUSIVE REMEDY WITH RESPECT TO ANY ALLEGED
INFRINGEMENT.

14, Scoring -

a. Licensee acknowledges and agrees that scoring of Licensed Survey responses must be performed by
Optum or by Licensee through the use of an Optum scoring solution. Licensee shall not embed, input, or transfer the
Survey Materials, Optum’s scoring algorithms (regardless of the source of the algorithms), or any part thereof, into any
systems or applications without an appropriate written agreement with Optum.

b. Scoring Software. Licensee may install and use one copy of the desktop scoring software provided by
Optum to Licensee under this Agreement (“Software”) on a single computer, and may not otherwise copy the Software.
However, upon execution of an Acknowledgement by Agent form by a clinical research organization or other third party
vendor acting on Licensee’s behalf (“Agent”), Licensee shall have the right to transfer its copy of the Software (without
retaining a copy) to the Agent for use solely on Licensee’s behalf, provided that Licensee warrants to Optum that Agent
shall abide by all terms and conditions of this Agreement and Licensee shall be responsible for any breach of this
Agreement by such Agent. The Software may not be copied, shared or used concurrently on different computers.
Licensee may not reverse engineer, decompile, or disassemble the Software, nor attempt in any other manner to obtain
the source code. The Software and the algorithms it contains are proprietary information of Optum. Licensee shall not
attempt to circumvent any function of the Software that limits its use to a certain number of administrations of the Licensed
Surveys or to a certain time period. Licensee may not rent or lease the Software to any other person.

G Optum Smart Measurement System (“SMS”") Scoring Solution. The “SMS Scoring Solution” shall mean
the algorithmic scoring engine that scores Licensed Survey responses collected on Optum’s web-based survey
administration interface. Licensee may not reverse engineer, decompile, or disassemble the SMS Scoring Solution,
nor attempt in any other manner to obtain the source code for it. The SMS Scoring Solution and the algorithms it
contains are proprietary information of Optum. Licensee shall not attempt to circumvent any function of the SMS
Scoring Solution that limits its use to a certain number of administrations of the Licensed Surveys or to a certain
time period. Licensee may not rent or lease the SMS Scoring Solution to any other person.

15. Form Review — If Appendix B permits Licensee to administer the Licensed Surveys on an electronic device,
Licensee is required to submit screen shots or a link to the Licensed Surveys for each Approved Language to Optum.
Optum shall perform an initial form review to determine whether the Licensed Surveys have been appropriately migrated
to electronic format (the “Initial Review”). Optum will complete its Initial Review of the Licensed Surveys for each
Approved Language within two (2) weeks from Optum’s receipt of screen shots or website link from Licensee. Upon
Optum'’s completion of the Initial Review, Optum will provide Licensee with a detailed list of revisions that will need to be
made before Optum can approve the electronic format. Licensee is required to submit subsequent screen shots or a link
to the Licensed Surveys for each Approved Language incorporating any changes required by Optum until Optum provides
its final approval of the electronic format. Multiple rounds of review and revisions may be necessary prior to Optum being
able to provide final approval of the electronic format. Licensee is solely responsible for the electronic creation of the
Licensed Surveys. Nothing in this Agreement prohibits Optum from creating its own electronic forms of Licensed Survey
administration. The Licensed Surveys cannot be used in electronic format except as allowed pursuant to the terms and
conditions of this Agreement. Licensee acknowledges that there may be response differences due to effects from use of
electronic format compared to a static Data Collection Method and Mode of Administration such as paper/pencil.
Licensee assumes any and all risk of differential effects resulting from the use of electronic format.
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Miscellaneous

a. Neither party may use the other party’s name in any publication, press release, web site, promotional
material or other form of publicity without the prior written approval of such party.

b. This Agreement constitutes the entire and exclusive agreement between the parties and supersedes all
previous communications or agreements, either oral or written, with respect to the subject matter hereof. This
Agreement may not be modified or amended except by an instrument in writing signed by both parties. The
Appendices attached hereto are incorporated into and made a part of this Agreement for all purposes.

C. Any waiver of any breach or default under this Agreement must be in writing and shall not be deemed a
waiver of any other or subsequent breach or waiver. Failure or delay by either party to enforce compliance with
any term or condition of this Agreement shall not constitute a waiver of such term or condition.

d. If any provision in this Agreement is determined to be invalid or unenforceable, the remaining provisions
shall not be affected thereby and shall be binding upon the parties hereto, as though the invalid or unenforceable
provision were not contained herein.

e. In the event any Survey Materials or associated Optum intellectual property are exported by Licensee
outside of the country in which Licensee is located, Licensee is obligated and solely responsible for ensuring
compliance with all applicable import and export laws and regulations of the United States of America and/or any
applicable foreign jurisdictions.

f. This Agreement and performance hereunder shall be governed in accordance with the laws of the State
of New York, but excluding New York choice of law principles. With respect to any dispute arising in connection
with this Agreement, Licensee consents to the exclusive jurisdiction and venue in the state and federal courts
located in New York City, New York.

g. The terms and conditions of this Agreement supersede the terms of any license agreement embedded in
the Software, or any purchase order.

h. Any format and/or language changes have the potential to affect the survey data received. Therefore, to
maintain the validation and integrity of the SF Health Surveys, no language or formatting changes allowed.
The format of the survey is scientifically engineered to facilitate accurate and unbiased data, as well as keeping
the SF Health Survey in a visual format that is comprehensible to the patient/participant, including those who may
be impaired and/or elderly. Licensee must administer the survey in the exact format Licensed receives it
in. The only item Licensee may add is a header with patient identification and / or administration
information. If Licensee wishes to add a header, contact Licensee’s Account Representative. Do not use any
forms Licensee may have received in the past.
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Licensee: East Carolina University
Amie Gray
2000 Redfern Way
Durham, NC 27707

Approved Purpose

Implementation of Healthy Behavior Classes to
Address Perceived Health Status of Mothers in
Homelessness

Licensed Surveys (Modes) and Services:

APPENDIX B

1" LICENSE AGREEMENT - DETAILS

License Number: QMO036335

Amendment to:  N/A

Study Term:  12/01/16 to 11/30/17
Master License
Term: N/A
Study Name:  Implementation of Healthy Behavio
Protocol:
Gowt. ID:
Study Type: Thesis/Dissertation

Clients Reference:

item Description Mode of Admin Quantity Fees
PROJO1 License Fee Paper 1
ES0170 SF-12v2, Standard Recall Paper 1
Approved Languages:

United States (English)

1S0170 SF-12v2 Interview Script, Std Interview Script 1
Approved Languages:

United States (English)

ADMO012 Patients Enrolled (*increments of 100) 20
ADMINS Administrations (20 x 2 admins™) 100
S$8100 Scoring Software v5 1
SS107 SF-12v2: scoring credits v5.0 100
SS8997 MSE: Missing Score Estimator 100
55996 DQE: Data Quality Evaluator 100
EM126 SF-12v2 User's Manual 3rd Ed. 1

Approved Languages:
United States (English)
EMO086 SF12v2 Quick Start Guide

Approved Languages:
United States (English)
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OGSR Unfunded Program

Quote expires 8/27/16

TOTAL FEES: 0.00 USD

Payment Terms: Due on Receipt
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Families Moving Forward

July 26, 2016
To Whom It May Concern

We at Families Moving Forward have reviewed Amie Gray’s DNP Scholarly Project title
“Implementation of Healthy Behavior Curriculum to Address Perceived Health Status in
Mothers in Homelessness”. This DNP Scholarly Project would include four to six Healthy
Behaviors classes. A depression screening tool and a health perception questionnaire will b
administered to participants before and after the Healthy Behaviors intervention.

Ms. Gray has organizational support and approval to conduct her project within our agency.
We understand that for Ms. Gray to achieve completion of the DNP program, a public
presentation and manuscript submission related to the scholarly project will be required by
East Carolina University. ]

Our organization has deemed this project as an improvement initiative. While Institutional
Review Board (IRB ) review is not required by our agency, we understand that Ms. Gray will
obtain IRB approval from East Carolina University.

We look forward to working with Ms. Gray in implementing the Healthy Behaviors curriculu

Regards,
Catherine Pleil
Director of Partnerships and Programs

Families Moving Forward
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Be Healthy

Amie Gray, RN, FNP

Mary Vinson, RN, DNP

Healthy Behaviors Classes for Mothers Experiencing Homelessness 
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I CAN be Healthy Class Schedule

Four, one hour, weekly healthy behaviors classes. 

Geared to mothers experiencing homelessness.

I

Class 1

. I CAN be healthy. Class one focuses on healthy lifestyle, including sleep, stress, How to form daily 

healthy behaviors. Medication and treatment adherence. Child development and 

positive parenting. Knowing my health which educates how the mother’s health 

affects her children, child development and what to do when sick. How to form daily 

healthy behaviors. 

C

Class 2

. Cardiovascular 

Class.

The second class will focus on cardiovascular health.  Including cardiovascular 

disease, high blood pressure (hypertension), stroke, stress, exercise. The topics will 

include signs, symptoms, and the importance of heart healthy lifestyle. 

A

Class 3

. Addressing 

Emotional Health.

Class three focuses on emotional health of many kinds. Discussions on violence, 

trauma, domestic abuse, history of abuse, substance use, PTSD, mental health, anxiety 

and depression. Education on smoking, drug use and alcohol will be presented. How 

support verses social isolation effect our health. The class will including positive 

affirmations, negative thinking, and trauma.

N

Class 4

. Nutrition The final class, class four, revolves around nutrition. The class objectives include 

education on obesity, food insecurity, the food pyramid/ the healthy plate, what we 

eat. How to influence our children’s health through the food they eat.
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I CAN be Healthy Class Schedule
	Four, one hour, weekly healthy behaviors classes. 
	Geared to mothers experiencing homelessness.

		I		Class 1. I CAN be healthy.		Class one focuses on healthy lifestyle, including sleep, stress, How to form daily healthy behaviors. Medication and treatment adherence. Child development and positive parenting. Knowing my health which educates how the mother’s health affects her children, child development and what to do when sick. How to form daily healthy behaviors. 

		C		Class 2. Cardiovascular Class.		The second class will focus on cardiovascular health.  Including cardiovascular disease, high blood pressure (hypertension), stroke, stress, exercise. The topics will include signs, symptoms, and the importance of heart healthy lifestyle. 

		A		Class 3. Addressing Emotional Health.		Class three focuses on emotional health of many kinds. Discussions on violence, trauma, domestic abuse, history of abuse, substance use, PTSD, mental health, anxiety and depression. Education on smoking, drug use and alcohol will be presented. How support verses social isolation effect our health. The class will including positive affirmations, negative thinking, and trauma.

		N		Class 4. Nutrition		The final class, class four, revolves around nutrition. The class objectives include education on obesity, food insecurity, the food pyramid/ the healthy plate, what we eat. How to influence our children’s health through the food they eat.









TCAN be Healthy Class Schedule.
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Program Goals

•

This DNP project aims to improve the health of mothers in homelessness 

through the healthy behavior classes, this improvement has potential to 

influence positive health outcomes among generations. 

•

The classes are cemented in improving the health of women in poverty. 

•

Improving the mother’s health knowledge empowers her to strive for higher 

quality health care and achieve satisfaction in her health and health care. 

•

Improved healthy behavior knowledge and practices will also meet the Triple 

Aim goal of reducing costs of health care as the mother’s in the healthy 

behaviors classes will be exposed to preventative care rather than emergency 

department usage and delayed accessing of care. 

•

Improving the health of mothers in poverty and in homelessness can decrease 

ER visits, decrease homelessness and increase future generations health by 

healthy behaviors tricking down from the mothers to the children.
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Program Goals

This DNP project aims to improve the health of mothers in homelessness through the healthy behavior classes, this improvement has potential to influence positive health outcomes among generations. 

The classes are cemented in improving the health of women in poverty. 

Improving the mother’s health knowledge empowers her to strive for higher quality health care and achieve satisfaction in her health and health care. 

Improved healthy behavior knowledge and practices will also meet the Triple Aim goal of reducing costs of health care as the mother’s in the healthy behaviors classes will be exposed to preventative care rather than emergency department usage and delayed accessing of care. 

Improving the health of mothers in poverty and in homelessness can decrease ER visits, decrease homelessness and increase future generations health by healthy behaviors tricking down from the mothers to the children.
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Class One. I Can be Healthy

•

Class one focuses on healthy lifestyle, including sleep, stress, How to form daily healthy 

behaviors. Medication and treatment adherence. Child development and positive 

parenting. Knowing my health which educates how the mother’s health affects her 

children, child development and what to do when sick.

•

Purpose:

The purpose of this lesson is to assist the learner in making good decisions 

about health issues and ways to determine if a certain action or behavior could be 

detrimental to good health.

•

Will aim to educate how the mother’s health affects her children, child development and 

what to do when acutely sick, including over the counter medications and when to seek 

medical treatment-and where (PCP, UC, ER).

•

Learn healthy lifestyle choice through interactive Healthy BINGO game.

•

LEARNING OUTCOMES

•

Identify barriers to maintaining a healthy lifestyle

•

Describe how personal decisions can affect health throughout a lifetime
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	Class One. I Can be Healthy

Class one focuses on healthy lifestyle, including sleep, stress, How to form daily healthy behaviors. Medication and treatment adherence. Child development and positive parenting. Knowing my health which educates how the mother’s health affects her children, child development and what to do when sick.

Purpose:  The purpose of this lesson is to assist the learner in making good decisions about health issues and ways to determine if a certain action or behavior could be detrimental to good health. 

Will aim to educate how the mother’s health affects her children, child development and what to do when acutely sick, including over the counter medications and when to seek medical treatment-and where (PCP, UC, ER).

 Learn healthy lifestyle choice through interactive Healthy BINGO game.

LEARNING OUTCOMES	

Identify barriers to maintaining a healthy lifestyle

Describe how personal decisions can affect health throughout a lifetime
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Class One. I Can be Healthy

• How to form daily healthy behaviors. 

• Sleep- Routine, scheduled- 8 hours at night.

• Stress – leads to: health problems, sleep disturbance, short temper, 

poor coping

• Medication and treatment adherence- If you are unsure why you are 

prescribed medication ask your medical team, don’t just stop a 

medication. 

• Routine health care visits- Do you have a primary care provider?

• Over the counter medications
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	Class One. I Can be Healthy

How to form daily healthy behaviors. 

Sleep- Routine, scheduled- 8 hours at night.

Stress – leads to: health problems, sleep disturbance, short temper, poor coping

Medication and treatment adherence- If you are unsure why you are prescribed medication ask your medical team, don’t just stop a medication. 

Routine health care visits- Do you have a primary care provider?

Over the counter medications
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Where to go for Medical Care?

• PCP- Primary Care Provider- most of our care should be received 

through our PCP- so be sure you and your children have one. Set up 

yearly appointments for your family (like the month your birthday is 

in- makes it easier to remember), use PCP for sore throats, colds, 

infections, questions about your health.

• UC- Urgent care – to be used if you may need a x-ray or stitches. Also 

they are open later than the PCP. 

• ER- Emergency Room- for bad accidents, not breathing, dangerous 

situations. 
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Where to go for Medical Care?

PCP- Primary Care Provider- most of our care should be received through our PCP- so be sure you and your children have one. Set up yearly appointments for your family (like the month your birthday is in- makes it easier to remember), use PCP for sore throats, colds, infections, questions about your health.

UC- Urgent care – to be used if you may need a x-ray or stitches. Also they are open later than the PCP. 

ER- Emergency Room- for bad accidents, not breathing, dangerous situations. 
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Over the Counter Medications

• If you have stuffy nose, thick mucus- a medication that will thin it out is: 

guaifenesin  (Mucinex)- not for kids under 4

• If you have aches and pains or a fever: acetaminophen (Tylenol) 

• For aches and pains, fever or swelling: ibuprofen (Motrin, Aleve, 

Naproxen) – do not take on an empty stomach. Remember no Motrin for 

babies under 6 months.

• For cough suppressant: Dextromethorphan (Delsym) – not for kids under 4

• Allergy symptoms (itchy watery eyes, runny nose, facial pressure: 

loratadine (Claritin), Cetirizine (Zyrtec)

• Sore throat- gargle with warm water with a few pinches of salt in it

• WATER and SLEEP help when sick! We can’t get better without them! 
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Over the Counter Medications	

If you have stuffy nose, thick mucus- a medication that will thin it out is: guaifenesin  (Mucinex)- not for kids under 4

If you have aches and pains or a fever: acetaminophen (Tylenol) 

For aches and pains, fever or swelling: ibuprofen (Motrin, Aleve, Naproxen) – do not take on an empty stomach. Remember no Motrin for babies under 6 months.

For cough suppressant: Dextromethorphan (Delsym) – not for kids under 4

Allergy symptoms (itchy watery eyes, runny nose, facial pressure: loratadine (Claritin), Cetirizine (Zyrtec)

Sore throat- gargle with warm water with a few pinches of salt in it

WATER and SLEEP help when sick! We can’t get better without them! 
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Class One. I CAN be healthy.

• Maintaining a clean house is also important to good health.  Failure to 

maintain a clean house can invite insects or rodents. Working or living 

in an environment which contains mold can affect respiratory health, 

as can being in an environment which contains cigarette smoke. 

(grease around stove can lead to kitchen fire)

• Habits are often picked up from those we spend time with and 

integrated into our own behaviors.

• Saying I love you, hugging, reading, coping well, not yelling, exercise
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Maintaining a clean house is also important to good health.  Failure to maintain a clean house can invite insects or rodents. Working or living in an environment which contains mold can affect respiratory health, as can being in an environment which contains cigarette smoke. (grease around stove can lead to kitchen fire)

Habits are often picked up from those we spend time with and integrated into our own behaviors.

Saying I love you, hugging, reading, coping well, not yelling, exercise
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Class One. I Can be Healthy

•

Child development and positive parenting. 

•

Knowing my health which educates how the mother’s health affects her 

children, child development and what to do when sick.

•

Children do not respond well to yelling. 

•

Read a book to your child daily, it doesn’t even need words! 

•

Tell your child you love them daily. Be proud of something they have done! 

•

If you’re stressed or frustrated and something unkind or harsh to your child, 

be the first one to say, “I’m sorry, I shouldn’t have said that. Will you 

forgive me?” Teaches them to forgive, resolve conflict, and normalcy of 

mistakes.
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	Class One. I Can be Healthy



Child development and positive parenting. 

Knowing my health which educates how the mother’s health affects her children, child development and what to do when sick.

Children do not respond well to yelling. 

Read a book to your child daily, it doesn’t even need words! 

Tell your child you love them daily. Be proud of something they have done! 

If you’re stressed or frustrated and something unkind or harsh to your child, be the first one to say, “I’m sorry, I shouldn’t have said that. Will you forgive me?” Teaches them to forgive, resolve conflict, and normalcy of mistakes.
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Class One. I CAN be healthy.

ACTIVITY

• Healthy Behaviors Bingo
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	Class One. I CAN be healthy.

ACTIVITY

Healthy Behaviors Bingo
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Class Two. Cardiovascular Class.

•

The second class will focus on cardiovascular health.  Including 

cardiovascular disease, high blood pressure (hypertension), stroke, stress, 

exercise. The topics will include signs, symptoms, and the importance of 

heart healthy lifestyle. 

• Purpose:

The purpose of this lesson is to assist the mother in making good 

decisions about heart health issues.

• LEARNING OUTCOMES

•

Identify barriers to maintaining a healthy cardiovascular lifestyle

•

Describe how personal decisions can affect health throughout a lifetime

•

Discuss genetic/ family history.
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	Class Two. Cardiovascular Class.

The second class will focus on cardiovascular health.  Including cardiovascular disease, high blood pressure (hypertension), stroke, stress, exercise. The topics will include signs, symptoms, and the importance of heart healthy lifestyle. 

Purpose:  The purpose of this lesson is to assist the mother in making good decisions about heart health issues. 

 

LEARNING OUTCOMES	

Identify barriers to maintaining a healthy cardiovascular lifestyle

Describe how personal decisions can affect health throughout a lifetime

Discuss genetic/ family history.
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Class Two. Cardiovascular Class.

Risk factors for heart disease that 

you can do something about 

include:

• Smoking

• High Blood Pressure

• High Cholesterol Levels

• Overweight

• Unhealthy diet

• Type II Diabetes

Good decisions include :

• Kick the Smoking Habit

• Eat for Good Health

• Learn New Moves

• Aim for a Healthy Weight

• Monitor High Blood Pressure

• Manage Your Stress
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	Class Two. Cardiovascular Class.

Risk factors for heart disease that you can do something about include:

Smoking

High Blood Pressure

High Cholesterol Levels

Overweight

Unhealthy diet

Type II Diabetes





Good decisions include :

Kick the Smoking Habit

Eat for Good Health

Learn New Moves

Aim for a Healthy Weight

Monitor High Blood Pressure

Manage Your Stress



C







[ [SEER——

A b i N
s ez

jeriol





image16.emf
Class Two. Cardiovascular Class.

• Knowing you are predisposed makes it even more important to adopt a lifestyle 

which protects against these conditions.  

• In the US, 1 in 4 women are at risk for heart disease. 

• Did your mother or father have heart disease?

• Your children may have heart disease, you can start the healthy diet and use of 

exercise early, as well as not smoking near them and teaching them not to smoke. 

• Irregular heartbeats- Atrial Fibrillation- feels like a fluttering in your chest, can 

make you dizzy/ short of breath- caused by: hereditary, stress, alcohol, smoking 

contribute 

• Stroke- risk, what to look for, what to do

•

Smoking, high cholesterol, HTN- slurred speech, drooping face (one side), weakness, bad 

headache- get yearly checkups at your PCP, take your medications- if stroke is happening call 

911  
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	Class Two. Cardiovascular Class.

Knowing you are predisposed makes it even more important to adopt a lifestyle which protects against these conditions.  

In the US, 1 in 4 women are at risk for heart disease. 

Did your mother or father have heart disease?

Your children may have heart disease, you can start the healthy diet and use of exercise early, as well as not smoking near them and teaching them not to smoke. 

Irregular heartbeats- Atrial Fibrillation- feels like a fluttering in your chest, can make you dizzy/ short of breath- caused by: hereditary, stress, alcohol, smoking contribute 

Stroke- risk, what to look for, what to do

Smoking, high cholesterol, HTN- slurred speech, drooping face (one side), weakness, bad headache- get yearly checkups at your PCP, take your medications- if stroke is happening call 911  
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Risk factors related to who you are

Common hereditary and physical risk factors for high blood pressure 

include:

• Family history

If your parents or other close blood relatives have high blood pressure, there’s an increased chance that 

you’ll get it, too.

• Age

The older you are, the more likely you are to get high blood pressure. As we age, our blood vessels 

gradually lose some of their elastic quality, which can contribute to increased blood pressure. 

However, children can also develop high blood pressure.

• Gender

Until age 45, men are more likely to get high blood pressure than women are. From age 45 to 64, men 

and women get high blood pressure at similar rates. And at 65 and older, women are more likely to get 

high blood pressure.

• Race

African-Americans tend to develop high blood pressure more often than people of any other racial 

background in the United States. For African-Americans, high blood pressure also tends to occur at 

younger ages and to be more severe.

American Heart Association, 2016
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Risk factors related to who you are
Common hereditary and physical risk factors for high blood pressure include:

Family history
If your parents or other close blood relatives have high blood pressure, there’s an increased chance that you’ll get it, too. 

Age
The older you are, the more likely you are to get high blood pressure. As we age, our blood vessels gradually lose some of their elastic quality, which can contribute to increased blood pressure. However, children can also develop high blood pressure. 

Gender
Until age 45, men are more likely to get high blood pressure than women are. From age 45 to 64, men and women get high blood pressure at similar rates. And at 65 and older, women are more likely to get high blood pressure. 

Race 
African-Americans tend to develop high blood pressure more often than people of any other racial background in the United States. For African-Americans, high blood pressure also tends to occur at younger ages and to be more severe. 



							American Heart Association, 2016
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What You Can Change:

•

Lack of physical activity

Not getting enough physical activity as part of your lifestyle increases your risk of getting high blood pressure. 

Physical activity is great for your heart and circulatory system in general, and blood pressure is no exception.

•

An unhealthy diet, especially one high in sodium

Good nutrition from a variety of sources is critical for your health. A diet that is too high in salt consumption, as 

well as calories, saturated fat and sugar, carries an additional risk of high blood pressure. On the other hand, making 

healthy food choices can actually help lower blood pressure.

•

Being overweight or obese

Carrying too much weight puts an extra strain on your heart and circulatory system that can cause serious health 

problems. It also increases your risk of cardiovascular disease, diabetes and high blood pressure.

•

Drinking too much alcohol

Regular, heavy use of alcohol can cause many health problems, including heart failure, stroke and an irregular 

heartbeat (arrhythmia). It can cause your blood pressure to increase dramatically and can also increase your risk of 

cancer, obesity, alcoholism, suicide and accidents.

•

Smoking and tobacco use

Using tobacco can cause your blood pressure to temporarily increase and can contribute to damaged arteries. 

Secondhand smoke, exposure to other people’s smoke, also increases the risk of heart disease for nonsmokers.

•

Stress

Stress is not necessarily a bad thing in and of itself. But too much stress may contribute to increased blood pressure. 

Also, too much stress can encourage behaviors that increase blood pressure, such as poor diet, physical inactivity, 

and using tobacco or drinking alcohol more than usual

.

https://www.heart.org/HEARTORG/Conditions/HighBloodPressure/AboutHighBloodPressure/Five-Simple-Steps-to-Control-Your-Blood-Pressure_UCM_301806_Article.jsp
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What You Can Change:

Lack of physical activity
Not getting enough physical activity as part of your lifestyle increases your risk of getting high blood pressure. Physical activity is great for your heart and circulatory system in general, and blood pressure is no exception. 

An unhealthy diet, especially one high in sodium
Good nutrition from a variety of sources is critical for your health. A diet that is too high in salt consumption, as well as calories, saturated fat and sugar, carries an additional risk of high blood pressure. On the other hand, making healthy food choices can actually help lower blood pressure. 

Being overweight or obese
Carrying too much weight puts an extra strain on your heart and circulatory system that can cause serious health problems. It also increases your risk of cardiovascular disease, diabetes and high blood pressure. 

Drinking too much alcohol
Regular, heavy use of alcohol can cause many health problems, including heart failure, stroke and an irregular heartbeat (arrhythmia). It can cause your blood pressure to increase dramatically and can also increase your risk of cancer, obesity, alcoholism, suicide and accidents. 

Smoking and tobacco use
Using tobacco can cause your blood pressure to temporarily increase and can contribute to damaged arteries. Secondhand smoke, exposure to other people’s smoke, also increases the risk of heart disease for nonsmokers. 

Stress  
Stress is not necessarily a bad thing in and of itself. But too much stress may contribute to increased blood pressure. Also, too much stress can encourage behaviors that increase blood pressure, such as poor diet, physical inactivity, and using tobacco or drinking alcohol more than usual. 

https://www.heart.org/HEARTORG/Conditions/HighBloodPressure/AboutHighBloodPressure/Five-Simple-Steps-to-Control-Your-Blood-Pressure_UCM_301806_Article.jsp
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Uncontrolled high blood pressure (HBP or hypertension) can 

be fatal. If you’ve been diagnosed with high blood pressure, 

these five simple steps can help you keep it under control:

•

Know your numbers: 

Most people diagnosed with high blood pressure want to stay 

below 140/90 mm Hg, but your healthcare provider can tell you your personal target 

blood pressure

•

Work with your healthcare provider, make a plan to lower your blood pressure

•

Maintain a healthy weight. Strive for a body mass index (BMI) between 18.5 and 24.9.

•

Eat healthier. Eat lots of fruit, veggies and low-fat dairy, and less saturated and total fat.

•

Reduce sodium. Stay under 1,500 mg a day, which is associated with the greatest 

reduction in blood pressure.

•

Get active. Shoot for 40 minutes of moderate to vigorous physical activity 3-4 times per 

week.

•

Limit alcohol. Drink no more than 1-2 drinks a day. (One for most women, two for most 

men.)

•

Take your medications as ordered! 

https://www.heart.org/HEARTORG/Conditions/HighBloodPressure/AboutHighBloodPressure/Five-Simple-Steps-to-Control-Your-Blood-Pressure_UCM_301806_Article.jsp
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Uncontrolled high blood pressure (HBP or hypertension) can be fatal. If you’ve been diagnosed with high blood pressure, these five simple steps can help you keep it under control:

Know your numbers: Most people diagnosed with high blood pressure want to stay below 140/90 mm Hg, but your healthcare provider can tell you your personal target blood pressure

Work with your healthcare provider, make a plan to lower your blood pressure

Maintain a healthy weight. Strive for a body mass index (BMI) between 18.5 and 24.9.

Eat healthier.  Eat lots of fruit, veggies and low-fat dairy, and less saturated and total fat.

Reduce sodium. Stay under 1,500 mg a day, which is associated with the greatest reduction in blood pressure.

Get active. Shoot for 40 minutes of moderate to vigorous physical activity 3-4 times per week.

Limit alcohol. Drink no more than 1-2 drinks a day. (One for most women, two for most men.)

Take your medications as ordered! 



https://www.heart.org/HEARTORG/Conditions/HighBloodPressure/AboutHighBloodPressure/Five-Simple-Steps-to-Control-Your-Blood-Pressure_UCM_301806_Article.jsp
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Are My Numbers Okay?

Blood Pressure Category Systolic mm Hg (upper #) Diastolic mm Hg (lower #)

Normal less than120

and

less than80

Prehypertension 120 – 139

or

80 – 89

High Blood Pressure

(Hypertension) Stage 1

140 – 159

or

90 – 99

High Blood Pressure

(Hypertension) Stage 2

160 or higher or 100 or higher

Hypertensive Crisis

(Emergency care needed)

Higher than180 or

Higher than110
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Are My Numbers Okay?

		Blood Pressure Category		Systolic mm Hg (upper #)		 		Diastolic mm Hg (lower #)

		Normal
 		less than 120
		
and
 		less than 80


		Prehypertension
 		120 – 139
		
or
 		80 – 89


		High Blood Pressure
(Hypertension) Stage 1
 		140 – 159
		
or
 		90 – 99


		High Blood Pressure
(Hypertension) Stage 2
 		160 or higher
 		or
 		100 or higher
 

		Hypertensive Crisis
(Emergency care needed)
		Higher than 180
		or
		Higher than 110
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F.A.S.T. and Other Stroke Symptoms You Should Know

F- Face Drooping

– Does one side of the face droop or is it numb? Ask the person to smile. Is the 

person's smile uneven?

A- Arm Weakness

– Is one arm weak or numb? Ask the person to raise both arms. Does one arm 

drift downward?

S- Speech Difficulty

– Is speech slurred? Is the person unable to speak or hard to understand? Ask 

the person to repeat a simple sentence, like "The sky is blue." Is the sentence repeated correctly?

T- Time to call 9-1-1

– If someone shows any of these symptoms, even if the symptoms go away, 

call 9-1-1 and get the person to the hospital immediately. Check the time so you'll know when the 

first symptoms appeared.

•

Sudden

NUMBNESS

or weakness of face, arm, or leg, especially on one side of the body

•

Sudden

CONFUSION

, trouble speaking or understanding speech

•

Sudden

TROUBLE SEEING

in one or both eyes

•

Sudden

TROUBLE WALKING

, dizziness, loss of balance or coordination

•

Sudden

SEVERE HEADACHE

with no known cause

•

If someone shows any of these symptoms, immediately call 9-1-1 or emergency medical 

services.

http://

www.strokeassociation.org/STROKEORG/WarningSigns/Stroke-Warning-Signs-and-Symptoms_UCM_308528_SubHomePage.jsp
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F.A.S.T. and Other Stroke Symptoms You Should Know

F- Face Drooping – Does one side of the face droop or is it numb? Ask the person to smile. Is the person's smile uneven?

A- Arm Weakness – Is one arm weak or numb? Ask the person to raise both arms. Does one arm drift downward?

S- Speech Difficulty – Is speech slurred? Is the person unable to speak or hard to understand? Ask the person to repeat a simple sentence, like "The sky is blue." Is the sentence repeated correctly?

T- Time to call 9-1-1 – If someone shows any of these symptoms, even if the symptoms go away, call 9-1-1 and get the person to the hospital immediately. Check the time so you'll know when the first symptoms appeared.

Sudden NUMBNESS or weakness of face, arm, or leg, especially on one side of the body

Sudden CONFUSION, trouble speaking or understanding speech

Sudden TROUBLE SEEING in one or both eyes

Sudden TROUBLE WALKING, dizziness, loss of balance or coordination

Sudden SEVERE HEADACHE with no known cause

If someone shows any of these symptoms, immediately call 9-1-1 or emergency medical services.

http://www.strokeassociation.org/STROKEORG/WarningSigns/Stroke-Warning-Signs-and-Symptoms_UCM_308528_SubHomePage.jsp
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Class Two. Cardiovascular Class.

ACTIVITY

What is my Blood Pressure (BP)?

• NP or RN will check blood 

pressures and document in the 

patient’s class book

• Knowing your BP history and 

trend is important for making 

needed life changes. 
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	Class Two. Cardiovascular Class.

ACTIVITY

What is my Blood Pressure (BP)?

	

NP or RN will check blood pressures and document in the patient’s class book

Knowing your BP history and trend is important for making needed life changes. 
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Get Active!  Durham Parks & Recreation

•

Do it for yourself AND your children! 

•

Program Fee Waiver- available to anyone receiving support through the 

Durham County Department of Social Services (DSS) and may be used for 

programs.  Applications are available at the main office, recreation centers, 

and on the website. 400 CLEVELAND STREET DURHAM, NC 27701   

919-560-4355 

•

Team sports: Basketball, volleyball, soccer, tennis

•

Classes and gyms for adults

•

Classes for kids of all ages (tumbling, MARTIAL ARTS, 

•

2 Pools: 

CAMPUS HILLS POOL 2000 South Alston Avenue 919-560-4444 and 

EDISON JOHNSON AQUATIC CENTER 500 W. Murray Avenue 919-560-4265
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Get Active!  Durham Parks & Recreation

Do it for yourself AND your children! 

Program Fee Waiver- available to anyone receiving support through the Durham County Department of Social Services (DSS) and may be used for programs.  Applications are available at the main office, recreation centers, and on the website. 400 CLEVELAND STREET DURHAM, NC 27701   919-560-4355 

Team sports: Basketball, volleyball, soccer, tennis

Classes and gyms for adults

Classes for kids of all ages (tumbling, MARTIAL ARTS, 

2 Pools: CAMPUS HILLS POOL 2000 South Alston Avenue 919-560-4444 and EDISON JOHNSON AQUATIC CENTER 500 W. Murray Avenue 919-560-4265
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Durham Parks & Rec Wellness Centers

• These are facilities that have exercise equipment, sports, fun exercise classes and other 

events for kids and adults.

•

W.D. HILL RECREATION CENTER- 1308 Fayetteville Street Phone: 919-560-4292

•

HOLTON CAREER AND RESOURCE CENTER- 401 N. Driver Street Phone: 919-354-2750

•

IRWIN R. HOLMES, SR. RECREATION CENTER AT CAMPUS HILLS- 2000 South Alston 

Avenue Phone: 919-560-4444 

•

COMMUNITY FAMILY LIFE & RECREATION CENTER AT LYON PARK- 1309 Halley 

Street Phone: 919-560-4288 

•

WALLTOWN PARK RECREATION CENTER- 1308 W. Club Blvd. Phone: 919-560-4296 

•

HOLTON CAREER AND RESOURCE CENTER- 401 N. Driver Street Phone: 919-354-2750

https://durhamnc.gov/2786/Play-More
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Durham Parks & Rec Wellness Centers

These are facilities that have exercise equipment, sports, fun exercise classes and other events for kids and adults.

W.D. HILL RECREATION CENTER- 1308 Fayetteville Street Phone: 919-560-4292

HOLTON CAREER AND RESOURCE CENTER- 401 N. Driver Street Phone: 919-354-2750

IRWIN R. HOLMES, SR. RECREATION CENTER AT CAMPUS HILLS- 2000 South Alston Avenue Phone: 919-560-4444 

COMMUNITY FAMILY LIFE & RECREATION CENTER AT LYON PARK- 1309 Halley Street Phone: 919-560-4288 

WALLTOWN PARK RECREATION CENTER- 1308 W. Club Blvd. Phone: 919-560-4296 

HOLTON CAREER AND RESOURCE CENTER- 401 N. Driver Street Phone: 919-354-2750

https://durhamnc.gov/2786/Play-More
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Class Three. Addressing Emotional Health.

• Class three focuses on emotional health of many kinds. Discussions on violence, 

trauma, substance use, PTSD, domestic abuse, history of abuse, mental health, 

anxiety and depression. Education on smoking, drug use and alcohol will be 

presented. How support and isolation effect our health. The class will including 

positive affirmations, negative thinking, and trauma. 

•

Purpose:

The purpose of this lesson is to assist the learner in making good decisions 

about mental health issues and ways to determine if a certain action or behavior could 

be detrimental to good mental health.

• Mental health, including positive affirmations, negative thinking, depression, anxiety, 

PTSD, trauma.

•

LEARNING OUTCOMES

• Identify barriers to maintaining good mental health. 

• Describe how personal decisions can affect mental health throughout a lifetime
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	Class Three. Addressing Emotional Health.


Class three focuses on emotional health of many kinds. Discussions on violence, trauma, substance use, PTSD, domestic abuse, history of abuse, mental health, anxiety and depression. Education on smoking, drug use and alcohol will be presented. How support and isolation effect our health. The class will including positive affirmations, negative thinking, and trauma. 

Purpose:  The purpose of this lesson is to assist the learner in making good decisions about mental health issues and ways to determine if a certain action or behavior could be detrimental to good mental health. 

Mental health, including positive affirmations, negative thinking, depression, anxiety, PTSD, trauma. 

LEARNING OUTCOMES	

Identify barriers to maintaining good mental health. 

Describe how personal decisions can affect mental health throughout a lifetime
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Class Three. Addressing Emotional 

Health.

• Depression, trauma, PTSD, 

domestic abuse, violence

• Abuse- emotional, verbal, 

physical

• Substance use

• Children are formed by what 

they see, hear and feel.

• How we treat our children
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	Class Three. Addressing Emotional 		Health.

Depression, trauma, PTSD, domestic abuse, violence

Abuse- emotional, verbal, physical

Substance use

Children are formed by what they see, hear and feel.

How we treat our children
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Depression in Mothers

•

Depression is common in poor/low-income mothers. 

•

1 in 9 poor infants lives with a mother experiencing severe depression

•

More than ½ poor infants live with a mother experiencing some level of 

depressive symptoms.

•

Even though depression is highly treatable, many low-income mothers do 

not receive treatment.

•

More than 1/3 of low-income mothers with major depressive disorder get no 

treatment at all. 

•

Untreated maternal depression is damaging to children, particularly young 

children, which affects the kids safety and cognitive and behavioral 

development.

• Why would mothers who are poor not get their depression treated 

(medicine/ therapy)?

http://www.clasp.org/resources-and-publications/publication-1/Maternal-Depression-and-Poverty-Brief-1.pdf
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Depression in Mothers	

Depression is common in poor/low-income mothers. 

1 in 9 poor infants lives with a mother experiencing severe depression

More than ½ poor infants live with a mother experiencing some level of depressive symptoms.

Even though depression is highly treatable, many low-income mothers do not receive treatment.

More than 1/3 of low-income mothers with major depressive disorder get no treatment at all. 

Untreated maternal depression is damaging to children, particularly young children, which affects the kids safety and cognitive and behavioral development.

Why would mothers who are poor not get their depression treated (medicine/ therapy)?

http://www.clasp.org/resources-and-publications/publication-1/Maternal-Depression-and-Poverty-Brief-1.pdf
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Why Mothers Should Get Depression Treatment

•

Depression can influence poor mothers’ ability to take advantage of services 

and interventions meant to help them go to school, get training, and secure 

employment. 

•

Together (not alone) depression treatment AND parenting supports like 

home visiting, classes and Early Head Start is one way to improve child 

development over time leading to success in school and beyond. 

•

For poor mothers, depression treatment combined with employment 

services can help earn higher wages.

• HOW

- A doctor or NP can prescribe anti-depressant medications, you need 

to take them regularly (do not stop abruptly). 

- Use counseling and support groups. 

http://www.clasp.org/resources-and-publications/publication-1/Maternal-Depression-and-Poverty-Brief-1.pdf
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Why Mothers Should Get Depression Treatment

Depression can influence poor mothers’ ability to take advantage of services and interventions meant to help them go to school, get training, and secure employment. 

Together (not alone) depression treatment AND parenting supports like home visiting, classes and Early Head Start is one way to improve child development over time leading to success in school and beyond. 

For poor mothers, depression treatment combined with employment services can help earn higher wages.

HOW- A doctor or NP can prescribe anti-depressant medications, you need to take them regularly (do not stop abruptly). 

- Use counseling and support groups. 

http://www.clasp.org/resources-and-publications/publication-1/Maternal-Depression-and-Poverty-Brief-1.pdf
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Our Children are Affected 

• Homeless children are sick at twice the rate of other children. Twice as many ear 

infections, have four times the rate of asthma, and have five times more diarrhea and 

stomach problems. 

• Homeless children go hungry twice as often as nonhomeless children. 

• More than one-fifth of homeless preschoolers have emotional problems serious enough 

to require professional care, but less than one-third receive any treatment. 

• Homeless children are twice as likely to repeat a grade compared to nonhomeless

children. 

• Homeless children have twice the rate of learning disabilities and three times the rate of 

emotional and behavioral problems of nonhomeless children. 

• Half of school-age homeless children experience anxiety, depression, or withdrawal 

compared to 18 percent of nonhomeless children. 

• By the time homeless children are eight years old, one in three has a major mental 

disorder. 

http://www.nctsnet.org/nctsn_assets/pdfs/promising_practices/Facts_on_Trauma_and_Homeless_Children.pdf
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Our Children are Affected 	

Homeless children are sick at twice the rate of other children. Twice as many ear infections, have four times the rate of asthma, and have five times more diarrhea and stomach problems. 

Homeless children go hungry twice as often as nonhomeless children. 

More than one-fifth of homeless preschoolers have emotional problems serious enough to require professional care, but less than one-third receive any treatment. 

Homeless children are twice as likely to repeat a grade compared to nonhomeless children. 

Homeless children have twice the rate of learning disabilities and three times the rate of emotional and behavioral problems of nonhomeless children. 

Half of school-age homeless children experience anxiety, depression, or withdrawal compared to 18 percent of nonhomeless children. 

By the time homeless children are eight years old, one in three has a major mental disorder. 

http://www.nctsnet.org/nctsn_assets/pdfs/promising_practices/Facts_on_Trauma_and_Homeless_Children.pdf
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Trauma Facts and Numbers

More common than you may think

•

“Trauma refers to an experience that creates a sense of fear, helplessness, or 

horror, and overwhelms a person’s resources for coping.” 

(Hopper, E., Bassuk, E. 

& Olivet, J., 2009, Shelter from the Storm: Trauma-Informed Care in Homelessness Services Settings. 

The Open Health Services and Policy Journal. 2;131-151)

Studies show:

•

Violence is part of the lives of homeless women and children with about 60% experiencing 

homelessness after leaving a violent relationship (Bassuk et al., 1996)

•

92% of homeless mothers have experienced severe physical and/or sexual assault at some point in their 

lives (Bassuk et al., 1996). 

•

66% mothers experienced severe physical abuse and 43% were sexually molested when they were 

children (Bassuk et al., 1996).

•

69% of sexual assault victims are girls under the age of six and 73% are under the age of twelve (Snyder, 

2000).

•

Remember-these do not predict your future! 

We lose control and trust when we experience trauma, this can have huge 

impacts on our lives.
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Trauma Facts and Numbers
More common than you may think

“Trauma refers to an experience that creates a sense of fear, helplessness, or horror, and overwhelms a person’s resources for coping.” (Hopper, E., Bassuk, E. & Olivet, J., 2009, Shelter from the Storm: Trauma-Informed Care in Homelessness Services Settings. The Open Health Services and Policy Journal. 2;131-151)

Studies show:

Violence is part of the lives of homeless women and children with about 60% experiencing homelessness after leaving a violent relationship (Bassuk et al., 1996)

92% of homeless mothers have experienced severe physical and/or sexual assault at some point in their lives (Bassuk et al., 1996). 

66% mothers experienced severe physical abuse and 43% were sexually molested when they were children (Bassuk et al., 1996).

69% of sexual assault victims are girls under the age of six and 73% are under the age of twelve (Snyder, 2000).

Remember- these do not predict your future! 

We lose control and trust when we experience trauma, this can have huge impacts on our lives.
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Trauma

• Homelessness makes families more vulnerable to other forms of 

trauma such as physical and sexual assault, witnessing violence, or 

abrupt separation. The stress related to these risks in addition to the 

stress resulting from homelessness can delay getting back to your own 

stable home due to ongoing traumatic reminders and challenges.

• Studies showed that most mothers experiencing homelessness don’t 

see the connection between their own trauma and depression and 

developmental or behavioral problems in their child.

• Nurses, Doctors, those working in homeless prevention and homeless 

organizations should be aware of the link of a mothers physical, 

emotional and sexual abuse so mothers can be helped to increase 

success when they are no longer experiencing homelessness.  

http://www.nctsnet.org/nctsn_assets/pdfs/promising_practices/Facts_on_Trauma_and_Homeless_Children.pdf
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Trauma

Homelessness makes families more vulnerable to other forms of trauma such as physical and sexual assault, witnessing violence, or abrupt separation. The stress related to these risks in addition to the stress resulting from homelessness can delay getting back to your own stable home due to ongoing traumatic reminders and challenges.

Studies showed that most mothers experiencing homelessness don’t see the connection between their own trauma and depression and developmental or behavioral problems in their child.

Nurses, Doctors, those working in homeless prevention and homeless organizations should be aware of the link of a mothers physical, emotional and sexual abuse so mothers can be helped to increase success when they are no longer experiencing homelessness.  

http://www.nctsnet.org/nctsn_assets/pdfs/promising_practices/Facts_on_Trauma_and_Homeless_Children.pdf
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Trauma and Violence

• Violence is such an everyday experience for many mothers that they 

may not identify it as unusual.

• Due to violence  exposure mothers often have clinical depression and 

frequent ‘self-medication’ with alcohol or illicit drugs. 

• Parents who have been victimized by family violence in the past need 

special support and help to learn parenting skills that teach and build 

positive and secure attachments.

https://www.nhchc.org/wp-content/uploads/2012/02/hh-0503.pdf
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Trauma and Violence

Violence is such an everyday experience for many mothers that they may not identify it as unusual.

Due to violence  exposure mothers often have clinical depression and frequent ‘self-medication’ with alcohol or illicit drugs. 

Parents who have been victimized by family violence in the past need special support and help to learn parenting skills that teach and build positive and secure attachments.

https://www.nhchc.org/wp-content/uploads/2012/02/hh-0503.pdf
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What Can You Do? (Mother and Child)

•

Participate in a mentoring programs, they are very helpful for both mother and 

child.

•

Understand the trauma and maltreatment you may have experienced earlier in 

life is not your fault, or normal, and get mental health help. 

•

The best time to intervene is in early childhood- but it is never too late!

•

Bonding is the closeness between a birth mother and her child, healthy bonding 

helps with mental health and improving self-esteem. 

•

Be sure to use services that can lessen the effects of homelessness, such as 

supportive housing, drug and alcohol treatment, parenting support, afterschool 

programs, and nutritional support.

•

Have a good 

sleep schedule

! (It’ll help you and your child- school, work, mental 

health)

•

Make sure your child doesn’t miss days of 

school

- every day in school matters!

http://www.fhfund.org/wp-content/uploads/2014/10/Homlessness_Effects_Children.pdf
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What Can You Do? (Mother and Child)

Participate in a mentoring programs, they are very helpful for both mother and child.

Understand the trauma and maltreatment you may have experienced earlier in life is not your fault, or normal, and get mental health help. 

The best time to intervene is in early childhood- but it is never too late!

Bonding is the closeness between a birth mother and her child, healthy bonding helps with mental health and improving self-esteem. 

Be sure to use services that can lessen the effects of homelessness, such as supportive housing, drug and alcohol treatment, parenting support, afterschool programs, and nutritional support.

Have a good sleep schedule! (It’ll help you and your child- school, work, mental health)

Make sure your child doesn’t miss days of school- every day in school matters!

http://www.fhfund.org/wp-content/uploads/2014/10/Homlessness_Effects_Children.pdf
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Class Three. Addressing Emotional 

Health.

• Substance use- often used to help cope and make it through hard situations or 

trauma.

• Drug use impacts employment – How? Drugs stay in the system for months, drug 

testing can be sporadic. 

• Smoking, drug use and alcohol increase depression and have negative influences 

on our children. 

• Reduce anxiety- try breathing exercises (4x4 breathing), meditation/prayer.

• How support and isolation effect our health. – Make healthy relationships with 

friends, connect with family (if it is a positive relationship). Find a group or 

church that practices healthy behaviors and offers positive experiences in your 

life. 

• Repeating positive affirmations to yourself and your children

•

“I am good at this…” “That was a smart choice I made” “I tried to do a good job” 

• Get rid of negative thinking!
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	Class Three. Addressing Emotional 	Health.

Substance use- often used to help cope and make it through hard situations or trauma.

Drug use impacts employment – How? Drugs stay in the system for months, drug testing can be sporadic. 

Smoking, drug use and alcohol increase depression and have negative influences on our children. 

Reduce anxiety- try breathing exercises (4x4 breathing), meditation/prayer.

How support and isolation effect our health. – Make healthy relationships with friends, connect with family (if it is a positive relationship). Find a group or church that practices healthy behaviors and offers positive experiences in your life. 

Repeating positive affirmations to yourself and your children

“I am good at this…” “That was a smart choice I made” “I tried to do a good job” 

Get rid of negative thinking!
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Class Three. Addressing Emotional 

Health.

•

DISCUSSION

• Self-esteem refers to how we understand and value ourselves. 

• People with high self-esteem understand their strengths and weaknesses and are 

able to set goals and work toward them with a positive attitude. They also feel 

good in areas they consider important and do not take other people’s negative 

impressions of them too seriously.

• People with low self-esteem have a hard time honestly evaluating their strengths 

and weaknesses and often have an unrealistic, overall negative impression of 

themselves. They take other people’s opinions of their strengths and weaknesses 

more seriously than they should. Also, they do not feel good in areas they consider 

important. People with low self-esteem tend to be pessimistic/negative thinking.

• Important first step in building self-esteem is taking a good look at your strengths 

and weaknesses and knowing your likes and dislikes.
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	Class Three. Addressing Emotional 	Health.

DISCUSSION

Self-esteem refers to how we understand and value ourselves. 

People with high self-esteem understand their strengths and weaknesses and are able to set goals and work toward them with a positive attitude. They also feel good in areas they consider important and do not take other people’s negative impressions of them too seriously.

People with low self-esteem have a hard time honestly evaluating their strengths and weaknesses and often have an unrealistic, overall negative impression of themselves. They take other people’s opinions of their strengths and weaknesses more seriously than they should. Also, they do not feel good in areas they consider important. People with low self-esteem tend to be pessimistic/negative thinking.

Important first step in building self-esteem is taking a good look at your strengths and weaknesses and knowing your likes and dislikes.
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Class Three. Addressing Emotional 

Health.

ACTIVITY

List our strengths and weaknesses

•

I like __________________.

•

I do not like ________________.

•

I am good at _________________.

•

I am not good at _________________.

•

I am good at this activity, but I do not like it: _________.

•

I am not good at this activity, but I like it: ____________.

•

I prefer being involved in individual activities _____ or group activities ___. 

(Check one.)

Food Preferences

•

I like to eat ____________.

•

I do not like to eat __________.

•

I do ____ do not _____ eat a balanced diet. (Check one.)

Relaxing

•

I relax by __________.

•

I like relaxing alone _____ or with other people ____. (Check one.)

•

After this activity, I always feel calm and peaceful. _______________.

Relationships with Friends and Adults (Check the statements that apply to you.)

•

I am generally well liked: ____________.

•

I am generally not well liked: ___________.

•

I have a group of friends: ________.

•

I prefer having one or two friends: _______.

•

I am a leader: ___________.

•

I am a follower: _________.

•

I prefer people who like the same things I like: ___________.

•

I prefer people who like different things: _____________.

•

I have the support of significant adults in my life: __________________.

•

I have the support of a group of peers: ______________________.


