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Abstract
The Smithfield CARES Primary Care Clinic DNP Project was a quality improvement project to develop a primary care clinic at the Smithfield Rescue Mission, a homeless shelter, in Johnston County.  Research indicates that homeless populations have poorer health outcomes than the rest of the population.  The purpose of the on-site primary care clinic is to provide health care to homeless persons in a cost-effective manner while decreasing barriers to care.  Using Jean Watson’s Theory of Human Caring as a foundation, a once- a- week clinic was developed at the Smithfield Rescue Mission.  The clinic addressed the health needs of the Smithfield Rescue Mission residents and connected them with appropriate community resources.   The design of the clinic can easily be implemented at other homeless shelters.
	Keywords: homelessness, primary care clinic









DNP Project Proposal: Smithfield CARES Primary Care Clinic
Chapter 1: Overview of the Problem
The Smithfield Rescue Mission (2016) is an “organization dedicated to helping those in need” including “those who are homeless and in crisis by providing shelter and necessities of life and life changing programs to break the cycle of poverty” (para 1).  The residents at the Smithfield Rescue Mission (SRM) are homeless and have limited resources.  Therefore, most of the residents have little to no access to primary healthcare.  In many cases, their only access to the healthcare system is the emergency room.  Homeless persons face unique barriers to healthcare: limited transportation, limited money, limited or no insurance, no permanent mailing address, and uncertain living situations.  These barriers make navigating the healthcare system especially challenging.  If food and shelter are uncertain, preventive healthcare is not a priority.  For homeless persons, obtaining healthcare is often a huge challenge.  
In addition to access barriers, healthcare is expensive.  If a patient has no job, no permanent address, and no transportation, obtaining insurance can be difficult.  Without insurance, many healthcare access points require payment before treatment.  Thus, the emergency room (ER) is often the only option for homeless persons because care is provided regardless of a patient’s ability to pay.  However, using the emergency room for primary healthcare needs is expensive.  If a patient cannot pay for an ER visit, the hospital must absorb this burdensome cost.   In addition to being costly, emergency room care is often inconsistent because the emergency room is not designed to meet primary healthcare needs.  Chronic conditions can go undiagnosed because of the lack of symptoms early in the disease process.  Diabetes and hypertension are chronic conditions that may be undetected until serious complications develop.  A primary care clinic is a much more cost-effective way to deliver preventive high quality primary healthcare to homeless persons.  
According to Fleisch and Nash (2016), homeless people die at a younger age than non-homeless people.   Simple health problems can turn into life-threatening conditions (Fleisch & Nash, 2016).  For example, a urinary tract infection may develop into life-threatening sepsis.  Minor infections can progress into complex infections that require inpatient treatment.  Homeless people are at risk for conditions related to their living situation including hypothermia, frostbite, heat stroke, heat exhaustion, and parasitic infestations (Fleisch & Nash, 2016).   These factors negatively impact the health of homeless populations.  Therefore, homeless people are at risk for poor health and lack resources to address their health concerns.  
In January 2015, there were an estimated 564,000 homeless people in the United States (Koh & O-Connell, 2016).  Although most homeless people live in larger United States cities, all states have homeless populations.  In a single night snapshot in January 2015, North Carolina had 10,683 homeless people (North Carolina Coalition to End Homelessness (NCCEH), 2017).  Fifty three percent of the homeless population in North Carolina lived emergency housing (NCCEH, 2017).  Twenty four percent lived in transitional housing.  Remaining twenty three percent lived in unsheltered locations (NCCEH, 2017).  Homelessness is a complex problem affecting many people in North Carolina and the United States.  
 There is a gap in the literature about best practices in primary care provision to all homeless people.  Cost is only one factor of many in determining access to healthcare. Therefore barriers like limited transportation and limited money must be addressed in order to provide quality preventive healthcare.  Healthy People 2020 and the Triple Aim address reducing health disparities and improving access to care.  This project will determine appropriate solutions for the homeless portion of the population in Johnston County.  More research is needed to understand barriers to healthcare and how to reduce them.    
Problem Statement
Primary care clinic goals at the Smithfield Rescue Mission include quality cost-effective healthcare that addresses barriers to healthcare for its residents.  The most important project goal was to develop a sustainable, primary care clinic for this homeless population.  The second goal was to determine best practices for providing cost-effective, comprehensive healthcare to the SRM population.  Homeless people have unique needs that must be considered when providing health care services.  Due to limited access to transportation, the homeless population may not be able to access existing community resources.  This project focused on learning about homeless persons’ healthcare needs and making plans to address identified needs through a primary care clinic and a comprehensive health care program.
Justification of Project
	The residents at the SRM have no access to cost- effective, consistent care.  Many of the residents have chronic conditions that require daily medication.  Most of the residents have no primary care provider and rely on the emergency room for prescriptions.   A SRM resident with hypertension must go to the emergency room every thirty days for prescription refills.  This equates to 12 emergency room visits per year.  It also indicates that hypertension is the only issue addressed by up to twelve different ER providers.   Limited interactions between the SRM resident and the emergency room provider may result in undiagnosed health conditions.  Thus, SRM residents have no access to preventive healthcare.
An on-site primary care clinic will reduce emergency room visits for medications. It will also provide SRM residents access to preventive care including recommended screenings.  The primary care clinic also treats acute conditions, such as sinusitis or influenza.  The on-site primary care clinic overcomes the transportation barrier many SRM residents have experienced.  The primary care clinic offers preventive care, including flu shots, to serve the healthcare needs of this population and reduce emergency room visits.  In addition, SRM residents will receive more comprehensive care.  An on-site primary care clinic will improve quality of care the resident/patient experiences.   The convenience of the clinic will improve access which will increase patient satisfaction.  By providing necessary services on site and reducing the number of emergency room visits, the clinic will also reduce patient healthcare cost.  
One of the four main goals of Healthy People 2020 (2015) is to “achieve health equity, eliminate disparities, and improve the health of all groups” (para. 1).  By creating a primary care clinic for the residents at the Smithfield Rescue Mission, the DNP team can achieve health equality and reduce current health disparities among homeless populations.  This primary care clinic will also address the Institute of Healthcare Improvement’s (IHI) goal of reducing healthcare cost per person (Institute of Healthcare Improvement, 2017).  This project will improve SRM residents’ healthcare experiences, which aligns with another IHI goal of improving the healthcare experience (Institute of Healthcare Improvement, 2017). Due to increased access, increased satisfaction, and reduced cost, the general health of the residents of the SRM may improve.   Thus, the clinic addresses the Triple Aim.  This clinic will reduce health disparities and improve the health of the residents at the SRM, one of the main goals of Healthy People 2020 (Healthy People 2020, 2015).  This primary care clinic will help meet many of the key goals identified by Health People 2020 and the Triple Aim.   Accessible, preventive healthcare for the homeless population is needed.  This primary care clinic will meet the SRM residents’ healthcare needs.
Theoretical Framework
	The theoretical framework for this DNP project is Watson’s Theory of Human Caring.  The core principles of the theory include practicing love and kindness, an authentic presence, cultivation and care of one’s self, and openness to the caring experience (Koithan, Kreitzer, & Watson, 2017).  These principles can be easily applied to the homeless population.  Watson’s Theory of Human Caring integrates the science of nursing with the art of nursing.  One of the basic principles of Watson’s theory is that mind, body and spirit are interconnected (Caring Science Theory, 2017).  Acknowledging the caring experience and the interconnectedness of mind, body, spirit, and environment allows for a more holistic and broader view of the patient and the patient’s health (Caring Science Theory, 2017).  The theory acknowledges that the environment impacts the person and the person impacts the environment (Foss Durant, McDermott, Kinney, & Triner, 2015).
	Watson’s theory is focused on caring for the whole person and respecting the whole person.  The theory also focuses on the importance of developing relationships (Brewer & Watson, 2015).  Trust is a key component in the relationship between a provider and a patient (Brewer & Watson, 2015).  Watson’s Theory of Human Caring allows a provider to look at the whole patient and the unique needs of each individual patient (Watson & Brewer, 2015).  The homeless population has a unique set of needs that requires a unique health plan.  Understanding health as an aspect of the patient’s life and environment is essential in dealing with the problem of homelessness.  
       Putting Watson’s theory into practice required the development of relationships, partnerships, and new collaborative pathways to achieve optimal care (Brewer & Watson, 2015).  The DNP project team members focused on developing relationships with the SRM residents, and with the surrounding community.  The clinic connected the SRM residents to other available community resources.  Within Watson’s theory, a caring relationship is the foundation of the healing process (Brewer & Watson, 2015).  To achieve optimal results a connection must be formed between the provider and the patient.  Creating an environment in which a connection can develop is essential to the success of the patient-provider relationship.  The patient-provider relationship, whether good or bad, will impact future interactions and future patient health outcomes (Watson & Brewer, 2015).  When patients experience caring, they are more likely to report emotional well-being, improved physical health, and increased trust (Brewer & Watson, 2015).  
Assumptions
	There are several assumptions for this project.  The first assumption of this project is that an on-site primary care clinic can meet the unique and diverse healthcare needs of the homeless population in a cost-effective manner.  This project is built on the second assumption that community resources are accessible. The third assumption is that partnerships with other healthcare programs within the community can be developed.  
       Although the primary care clinic can address many healthcare needs of this population, some needs can’t be addressed in the primary care clinic.  Collaboration with other community healthcare programs is essential to the clinic’s success.  Certain services including pain management services, substance abuse counseling, and psychiatric services will not be included in the program.  Therefore, the DNP team must have the resources for clinic patients to receive these services.  Providing comprehensive health care to a homeless population requires collaboration and coordination of several organizations and specialties.  
Project Hypothesis
	The Smithfield CARES’s primary care clinic can be held at the SRM and meet healthcare needs of the Smithfield Rescue Mission residents.  The project hypothesis is that this clinic can provide cost-effective, quality healthcare for SRM homeless residents.  
Definition of Terms
	 Two important terms must be defined: homelessness and primary care.  According to the United States Department of Housing and Urban Development (Changes in the HUD Definition of, 2012) homelessness is “people who are living in a place not meant for human habitation, in emergency shelter, in transitional housing, or are exiting an institution where they temporarily reside” (Changes in the HUD Definition of, 2012, para. 2).  Primary care is defined as care provided by specially trained providers for “comprehensive first contact and continuing care for persons with any undiagnosed sign, symptom, or health concern” (Primary Care, 2017, para. 1).  Primary care includes health maintenance and promotion, health education, and disease prevention and management (Primary Care, 2017).  
Summary
	The SRM residents have multiple barriers to healthcare because they have limited resources.  SRM residents have limited access to primary care health services.  Most SRM residents rely on emergency room visits for healthcare needs, including medication refills.  Using the emergency room as the primary source for healthcare is costly, and does not adequately address this population’s healthcare needs.  Many SRM residents have chronic conditions that require regular monitoring and daily medication.   Chronic conditions can lead to serious complications if not adequately treated.  Therefore, to provide quality healthcare, an alternative to the emergency room must be found.  
The mission of this project was to incorporate the Institute for Healthcare Improvement’s Triple Aim (2017) goal of increasing access to care and providing affordable quality healthcare into a healthcare program to improve the health for the homeless in Johnston County.  Using Watson’s Theory of Human Caring, the DNP team, developed a primary care clinic at the Smithfield Rescue Mission to address residents’ lack of access to quality healthcare.
The project hypothesis was to determine if an on-site primary care clinic provided cost-effective healthcare to SRM residents and reduced non-emergent emergency room visits 














Chapter 2: Literature Review
	A literature review was conducted using the search engine PubMed.  The search terms used were primary care and homeless.   Results were limited to the English language and by year published, excluding studies over five years old.  Only peer-reviewed journal articles were included in the search which resulted in 206 articles.  All the abstracts were hand searched.  Articles were included based on the title and the abstract.  Exclusion criteria included articles discussing substance abuse and mental illness.  Those articles were excluded because the primary clinic will refer out both substance abuse issues and mental health diagnosis and treatment.   Articles on homeless veterans or homeless women were excluded, because they did not match the target population.  Out of 206 abstracts reviewed, 26 articles were selected for use in this paper.  The 26 articles included both quantitative and qualitative studies.
Literature Synthesis
It is well documented that homeless patients have complex healthcare needs (Health Quality Ontario, 2016; Lebrun-Harris et al., 2013; Mills, Burton, & Matheson, 2015; Rabiner & Weiner, 2012).  In fact, homelessness is an independent risk factor for complex medical needs, emergency room use, and poor health outcomes (Lebrun-Harris et al., 2013; Rabiner & Weiner, 2012).  Homeless people have a high burden of health problems and a higher burden of chronic conditions, mental health problems, and substance abuse issues than the general population (Argintaru et al., 2013; Lebrun-Harris et al., 2013).  Lamb and Joels (2014) wrote that homeless people have the poorest health outcomes in society.  Parker, Regier, Brown, & Davis, (2015) found that homeless men with pre-existing conditions who were living in an emergency shelter had higher healthcare cost than homeless men without pre-existing conditions.  Many male SRM residents have pre-existing conditions. Their healthcare system burden is potentially higher than their cohorts without pre-existing conditions.
Homeless persons confront many healthcare access barriers such as inflexible healthcare systems, provider mistrust, and perceived stigmas (O’Toole et al., 2013).  Other healthcare barriers are inability to afford or find care (Zur & Jones, 2014).  For example, Fryling, Mazanec, and Rodriguez (2015) surveyed homeless people about the Affordable Care Act. The researchers found that although many qualified for insurance, participants were unaware that they qualified (Fryling et al., 2015). They had limited access to electronic communication to apply for ACA (Fryling et al., 2015).   This represents a knowledge deficit that should be addressed with health education and increased access to resources.
The homeless are considered a vulnerable population and have an increased incidence of emergency room use for primary care needs. Wang et al. (2015) found that free healthcare does not always reduce emergency room use.  Although Wang et al. (2015) found that free healthcare does not always improve access to care, White & Newman (2015) found that health policy initiatives, patient centered care, and interventions targeted at this specific population can improve access to care for the homeless population.  O’Toole, Johnson, Redihan, Borgia, and Rose (2015) also supported White and Newman’s (2015) findings that targeted primary care could reduce emergency room visits among homeless persons.  
Many studies have shown that interventions and clinics targeted towards homeless populations are more effective than traditional primary care clinics (Hwang & Burns, 2014; Steward et al., 2016; O’Toole et al., 2015; White & Newman, 2015).  Thus, clinics must adapt to meet the needs the homeless (Hwang & Burns, 2014; Steward et al., 2016).  Steward et al. (2016) found that homeless patients’ priorities don’t match providers’ priorities.  Thus, it is important to incorporate a patient’s priorities into the clinic design.  Homeless patient priorities include accessibility, evidence-based care, cooperation, and provider flexibility (Mills et al., 2015; Steward et al., 2016).  Because many health care questionnaires have not been adapted to homeless persons, two studies described developing a questionnaire the Primary Care Quality-Homeless or PCQ-H (Chrystal et al., 2015; Kertesz et al., 2014).  Paperwork clinics, and interventions, designed for homeless populations increase patient satisfaction (Chrystal et al., 2015; Hwang & Burns, 2014).   
       Psychosocial risk factors add to medical complexity among homeless people (Wright, Vartanian, Li, Royal, & Matson, 2016).  Wright et al. (2016) found that an on-site primary care clinic was associated with decreased costs and increased access to care. On-site healthcare clinics led to better perceived health and higher satisfaction than off-site clinics (Wright et al., 2016).   This research article supported development of SRM’s on-site primary care clinic (Wright et al., 2016).  Comprehensive health centers that provide a wide range of services can improve homeless patient outcomes (Spiller & Khan, 2014).   Primary care clinics should be prepared to handle higher rates of infectious diseases and problems specific to the homeless population such as hypothermia (Fleisch & Nash, 2017; Grief & Miller, 2017). 
	Many studies indicate that the homeless population has an increased incidence of emergency room use (Buck, Brown, Mortensen, Riggs, & Franzini, 2012; Doran et al., 2013; Fraino, 2015; Schiefelbein, Olson, & Moxham, 2014).   Hospitalized homeless patients have increased readmission rates within thirty days (Buck, Brown, Mortensen, Riggs, & Franzini, 2012; Doran et al., 2013; Fraino, 2015).  Saab, Nisenbaum, Dhalla, and Hwang (2016) found that readmission within thirty days among homeless populations was four times greater than the general population.  An on-site primary care clinic can reduce non-emergent ER visits and reduce readmissions. 
Theoretical Framework
	One of the major principles of Watson’s Theory of Human Caring is putting into practice a caring relationship (Butts & Rich, 2015).  Watson’s key principles are the interconnectedness of mind and body and the importance of an authentic relationship between the provider and the patient. (Brewer & Watson, 2015).  To develop this type of relationship and provide this type of care, Watson generated ten carative factors (Caring Science Theory, 2017).  The first three include practicing love and kindness with the caring consciousness; being present; and cultivating one’s own spiritual being (Caring Science Theory, 2017).   Other carative factors are developing authentic and trusting relationships; being supportive of both positive and negative feelings; engaging in the art of nursing; and engaging in meaningful teaching (Caring Science Theory, 2017).  Watson’s final carative factors are maintaining a healing environment and promoting a peaceful environment; attending to basic needs while understanding the interconnectedness of mind, body, and spirit; and being open to spiritual experiences, like miracles (Caring Science Theory, 2017). These carative factors support an authentic relationship between a patient and a provider.  Watson’s theory considers the whole person, not just the medical complaint (Watson & Brewer, 2015).  In a situation like homelessness, many factors impact health and well-being.  The provider and patient must create a unique plan of care to address all the multiple factors that impact health. 
	Watson’s theory emphasizes human caring and relationship development (Caring Science Theory, 2017).  Using this theory as a foundation, the primary care clinic will be a healing environment that focuses on the whole person, not just one aspect of that person.  Wang et al. (2015) found that simply providing charity care does not always improve health outcomes.  The primary care clinic will use Watson’s theory to comprehensively address needs among homeless patients.  Watson’s theory focuses on a person’s past which includes the person’s past experiences which have helped shaped that individual (Foss Durant et al., 2015).  Watson’s theory explores healing and considering the whole person.  It is important to value the unique experiences of the patient.  Steward et al. (2017) found that a primary care clinic that valued its patients’ needs was a more effective primary care clinic.  Therefore, Watson’s theory is perfect because it focuses on the patient’s individual experience which is important for this population.
	Watson’s Theory of Caring identified empowerment of its clients as an important aspect of the theory which will be incorporated into the plan for the primary care clinic (Caring Science Theory, 2017).  Watson’s theory emphasizes patient autonomy. One key component of this primary care clinic design is empowering patients to take responsibility for their medical care.  The primary care clinic is just one part of the holistic health program that will be developed for residents at the Smithfield Rescue Mission.  Empowerment of the men at the SRM helps them transition out of homelessness
       Lukose (2011) outlined a practice model based on Watson’s theory of caring.  Key components of the theory include interconnectedness between the provider and the patient, love, caring, and compassion (Lukose, 2011).  Using Lukose’s (2011) practice model, the DNP student can use Watson’s Theory of Caring as a foundation for the primary care clinic design.  Also, Lukose’s (2011) model can be modeled to build therapeutic patient relationships at the Smithfield Rescue Mission’s on-site clinic. 
Limitations and Gaps in Literature
	 Many studies reveal that homeless people have an increased risk for medical problems and an increased use of emergency rooms (Lebrun-Harris et al., 2013; Schiefelbein et al., 2014; Wang et al., 2015; Wright et al., 2015). These studies suggest that the answer is a targeted program for homeless people (Hwang & Burns, 2014; White & Newman, 2015).  However, there is limited literature to suggest the best way to design the program and receive the necessary funding to provide this program.   The literature lacks information on creating primary care clinics and developing the necessary collaborations to refer and manage homeless patients with complex problems.  Two studies indicate need for a primary care clinic among homeless populations (Hwang & Burns, 2014; White & Newman, 2014). However, no article describes development of or instructions for financing a clinic (Hwang & Burns, 2014; White & Newman, 2015).  The homeless population has complex needs that will require collaboration between several different specialties.  There is limited literature to suggest the optimal way to integrate or collaborate with all these specialties that are necessary for quality care into one comprehensive management program.  
Summary
	This chapter described a literature search of primary care among homeless populations. Results of the review indicated need for healthcare programs for homeless populations.  According to the literature synthesis, homeless populations have worse health outcomes and more barriers to health care than other populations.  One evidence-based solution is implementing on-site primary care clinics.  This chapter described Watson’s Theory of Human Caring, applied to a primary care clinic at the Smithfield Rescue Mission which treated its homeless residents.  The chapter concluded with gaps in the literature.
Chapter 3: Design
Introduction
	This DNP project was implemented in Smithfield, North Carolina at the Smithfield Rescue Mission.  The Smithfield Rescue Mission is a 20-bed homeless shelter with a combination of emergency beds and long-term program beds that serves Smithfield and the surrounding community.  The project used a quality improvement design.  The project took place with the cooperation and participation of the staff, volunteers, and residents at the Smithfield Rescue Mission.  The primary care clinic was staffed by a volunteer nurse practitioner and held on-site at the Smithfield Rescue Mission.  The project was evaluated using the Plan-Do-Study-Act (PDSA) cycle.  Data was collected by the staff at the Smithfield Rescue Mission and the volunteer nurse practitioner.
Design
The DNP project was a quality improvement project.  Quality improvement projects are systematic changes that work to improve the health of a specific population (Quality Improvement, n.d.).  The goal of a quality improvement project is to improve the system used to deliver health services and the overall health of the population (Quality Improvement, n.d.).  A quality improvement project is focused on the system and the processes within the system (Quality Improvement, n.d.).  The focus is on patients, the quality improvement team, and the data that the team collects (Quality Improvement, n.d.).  The project at the Smithfield Rescue Mission used the quality improvement design to create and implement an on-site primary care clinic. PDSA evaluations were conducted weekly to identify the need for changes or improvements to the clinic design.
Setting
This project took place in Smithfield, North Carolina at the Smithfield Rescue Mission.  Smithfield, North Carolina is located in Johnston County.  In 2016, there were 191,450 residents in Johnston County with 16.4% of the population having no health insurance (North Carolina Health Profile, 2016).  Uninsured and underinsured residents have higher rates of emergency room utilization for non-emergent services.  With fewer primary care physicians within the community (3.7 per 10,000 residents), improving access to health care is a major goal for Johnston County (North Carolina Health Profile, 2016).  While increasing access to care is a major healthcare goal for Johnston County, the number of residents living below the poverty rate is increasing which presents a significant challenge to an individual’s ability to access healthcare services (Johnston County Public Health Department, 2014).  The increase in the poverty level heightens the community’s vulnerability and provides evidence of the need for accessible, affordable healthcare services (JCPHD, 2014).  
The Smithfield Rescue Mission was started in 1977 by Paul and Margie Olsen and is celebrating its fortieth anniversary this year (Our Story and Purpose, 2016).  The SRM was started to break the cycle of poverty for residents of Johnston County (Our Story and Purpose, 2016).  The SRM has several programs in place to help those in need.  They have a men’s emergency shelter that provides housing, meals, hygiene supplies, and basic services to homeless men which is open 365 days per year (Our Story and Purpose, 2016).  Also, the SRM has a program called the New Life Program, which is a year-long transitional program to help break the cycle of homelessness (Our Story and Purpose, 2016).  Participants in this program receive shelter, meals, and basic services as well as case management, job training, medical assistance, and counseling (Our Story and Purpose, 2016).  In addition to the men’s programs, there is also a food assistance program, called 12 Baskets, that provides food to people in need from the surrounding community (Our Story and Purpose, 2016).
Sample
	The population involved in this project was about twenty residents and five staff at the Smithfield Rescue Mission.  The staff at the Smithfield Rescue Mission includes both the employees and the volunteers that work at the SMR.  There are two different programs at the SRM and residents of both programs were eligible to receive care at the primary care clinic.  The primary care clinic only served the needs of SRM residents, however in the future may be expanded to other needy populations.  Many of the SRM residents have substance abuse problems, psychiatric conditions, and chronic conditions like hypertension.  These men had the opportunity to participate in the primary care clinic.
Methods
Development of the primary care clinic included coordinating the date, time, and availability of the provider as well as coordinating referrals, labs, and X-rays. The development of the clinic included creating protocols for ordering medications and medication refills.  Also, a protocol for picking up medications was implemented.  These protocols were in place to prevent the residents from using the emergency room as a primary care provider or using the emergency room for medication refills.  In coordination with the Raleigh Rescue Mission, a primary care clinic, including policies and procedures was developed to meet the primary health care needs of the residents at the Smithfield Rescue Mission.  
The primary care clinic was staffed by a volunteer nurse practitioner that has a collaborative practice agreement with the physician at the Raleigh Rescue Mission.  Basic equipment was purchased including a blood pressure cuff, an otoscope, and a thermometer using donations made to the SRM specifically for the primary care clinic.  All visits were documented on paper that was kept locked in a file cabinet.  Developed policies included policies for medication refills, appointment scheduling, pain management, referrals and labs, emergencies, and an emergency medication fund.  The primary care clinic was held at the SRM in the main office.  The clinic had four regularly scheduled clinic hours one day per week.   During these regularly scheduled hours men at the SRM were scheduled for appointments.  Although there were some regularly scheduled appointments, walk-ins were accepted time permitting.  Men with appointments were seen first, followed by the walk-ins.  The clinic had equipment to take vital signs and perform a head to toe assessment.  The clinic provided preventive services, chronic disease management, screenings for diseases, treatment of acute conditions, and referrals for more complex conditions.  Collaborations with current community resources were in place to address the complex needs of these residents.  An emergency medication account was created at a local pharmacy to pay for life-saving medications for the residents.  Criteria for use of the fund were established and the nurse practitioner determined when a patient met the criteria.  The volunteer nurse practitioner authorized the pharmacy to fill the prescription and the resident picked up the prescription.  Money for the clinic equipment and the emergency medication fund was obtained through grants and a separate donation option on the SRM website.
Protection of Human Subjects
	An Institutional Review Board (IRB) application was submitted at East Carolina University.  In addition, a letter of support was obtained from the SRM director.  To protect and maintain the privacy of the SRM residents, all medical records were stored in a locked file cabinet in a locked office.  Only the nurse practitioner providing medical care had access to these records.  The staff at the SRM had a key to the office but not a key to the file cabinet with the medical records.  All health information was protected according to Health Insurance Portability and Accountability Act (HIPPA) guidelines.  No identifying resident data or protected health information was collected during this project.  
Instruments
	The only tools used in the primary care clinic were the evaluation tools created by the DNP student.  The evaluation tools collected the number of patient seen at the clinic and the number of emergency department visits each week.  The evaluation tools are attached in Appendix E.  One tool was for the nurse practitioner to complete based on the patients seen in the clinic and the other was for the staff at the SRM to complete based on emergency department visits.  Since the DNP student created the tools there are no copyright issues related to using these tools for data collection.  The clinic was evaluated at weekly meetings with the nurse practitioner, the staff at the SRM, and the DNP team members using the PDSA cycle.  A PDSA cycle worksheet was used during these meetings that is also included in Appendix E.
Data Collection
Data collection only included the number of healthcare visits, and the number of emergency room visits. The data collected was only used for quality improvement purposes.  The number of visits will justify the need for the primary care clinic.  The number of emergency room visits was used as a measurement to help determine if the primary care clinic is achieving one of its goals.  The data collection will only be used in the PDSA cycle to help evaluate and improve the primary care clinic.   
Data Analysis
	The main analysis performed was the number of emergency room visits and the number of patients seen in the primary care clinic.  Using these numbers over time the DNP student determined if there was a reduction in the number of emergency room visits for non-emergent reasons.  Much of the data analysis was evaluating the effectiveness of the primary care clinic based on feedback from the staff and the volunteer nurse practitioner which was all qualitative data.  The only quantitative data for the project was the number of patients seen at the primary care clinic and the number of residents that went to the emergency room.  The qualitative data was obtained during the weekly PDSA cycles and throughout comments from the volunteer nurse practitioner and staff at the Smithfield Rescue Mission.
Cost Analysis/ Budget
	Supplies were needed for successful implementation of a primary care at this site. The first item required was a locked file cabinet to securely store medical records to maintain patient privacy.  Other items included a regular adult blood pressure cuff, a large adult blood pressure cuff, a thermometer, and a pulse oximeter to obtain vital signs which cost about one hundred dollars.  To complete a head to toe assessment the nurse practitioner will need a reflex hammer, a scale, and an otoscope/ophthalmoscope which cost about one hundred dollars.  Since the clinic was held within the SRM facility, there was no additional cost for the clinic space.  In addition, the nurse practitioner volunteered to pay for the cost associated with adding an additional site to her approval to practice.  A local pharmacy donated the prescription pads for the clinic.  The major expense of the project was the emergency medication fund.  The emergency medication fund had five hundred dollars at the start of the project from a grant.  The grant money was also used to buy the necessary clinic supplies.  The emergency medication fund will continue to be funded using donations to the Smithfield Rescue Mission primary care clinic.  Overall the cost of the DNP project was minimal due to the generous donation of time by the nurse practitioner.   
Evaluation of Project
	To evaluate the effectiveness of the clinic, a weekly meeting using the PDSA cycle was held with the nurse practitioner and SRM staff.  In addition, suggestions from the meeting were evaluated and incorporated into the clinic design.  Also, the number of residents that utilized the primary care clinic was tracked the first month the clinic was open.  The real-time evaluation allowed for improvements throughout the first month and allowed any problems or obstacles to providing quality care to be handled in a timely manner.  Table 1, found in Appendix A illustrates the goals set for the project and the indicators that were used to measure the outcomes of the project.
Limitations
	The primary care clinic is limited by the population at the SRM.  There is only a men’s shelter, although they are in the process of reopening a women’s shelter.  In addition, the primary clinic was limited in what services could be provided on-site.  Due legal restrictions, diagnostic labs and pain management services were not offered at the primary care clinic.  Although the clinic was limited, established relationships and agreements allowed the residents to obtain the needed diagnostics at other locations.  The primary care clinic was also limited by the funds available to the clinic.  Grant applications and donations supported the creation of the clinic.  Although the clinic operates at a very low cost, donations are still required to meet the financial needs of the clinic.  As the clinic continues, the hope is that the clinic will be able to expand to include more services for women and children.  
Summary
	A quality improvement design was used to create a primary care clinic. The primary care clinic was open weekly at the Smithfield Rescue Mission in Johnston County.  The clinic was staffed by a volunteer nurse practitioner who worked with other providers and organizations within Johnston County to meet the needs of the residents at the Smithfield Rescue Mission.   Clinic policies dictated how the clinic was run and data was collected to determine the effectiveness of the clinic.  The clinic was limited by the number of residents and the available donations.  















Chapter Four: Results
Participant Demographics
	All the participants in the project Smithfield Rescue Mission male residents during October 2017.  All but one of the men seen at the primary care clinic were part of the emergency shelter program.  The clinic was implemented in October and the weather was still warm enough that the census at the SRM was lower than normal.  In addition, recent staff turnover at the SRM limited the number of residents enrolled in the long-term New Life program.  The combination of these factors created a lower than normal census at the SRM during project implementation.        
Intended Outcomes
	The most important intended outcome of the project was to increase access to care for the SRM residents.  The residents could access the primary care clinic once weekly, and staff could contact the nurse practitioner via phone six days per week.  The staff at the SRM already had an established relationship with the volunteer nurse practitioner, which created a smooth transition when the clinic started, and the nurse practitioner was on call.  One of the quality improvement processes that was identified during a PDSA cycle was outlining when to call the nurse practitioner and when to call emergency services.  Education was provided, and a policy was created to help non-health professionals identify what was truly an emergency.  This clarified when it was appropriate to call the nurse practitioner and when it was necessary to call emergency services.  
Another intended outcome was to reduce the number of emergency room visits for non-emergent conditions.  In October there was only one emergency room visit.  This particular emergency room visit was appropriate because the patient was experiencing a condition that required inpatient admission to the psychiatric floor.  Although there was one emergency room visit, there were no emergency room visits for non-emergent conditions.  Thus, during the month of October, the goal of reducing the number of emergency room visits for non-emergent conditions was met.  The results can be viewed in Table 2 located in Appendix B.  
Another goal was to provide primary care to this population.  Although some patients were seen for acute conditions, there were no visits to the clinic for chronic disease management.  Due to low census in the long-term New Life program, most of the patients seen were at the SRM for less than 72 hours.  Because the clinic was only open one day a week many of the SRM residents were not in residence on a clinic day.  Finding a way to meet the healthcare needs of these short-term residents can be especially challenging.  An improvement could be finding a creative way to include the short-term residents into some healthcare program.
The final goal of this project was to create a sustainable clinic that would continue once the DNP project team left the SRM.  Part of the sustainability plan involved the participation of the volunteer nurse practitioner.  This nurse practitioner will continue to volunteer at the SRM even upon completion of the DNP project.  One other piece of the sustainability plan included the development of a notebook for the nurse practitioner and staff.  The notebook included all the policies and procedures for the clinic, as well as a list of resources and relationships that had been established and created by the DNP project team members.  All the policies and procedures of the clinic were created to be effective and implemented solely by the nurse practitioner and the SRM staff.  Therefore, the clinic was sustainable after the DNP team completed their project and their data collection.
Findings
	The very first requirement of developing a primary care clinic was establishing an appropriate space for the clinic.  The Smithfield Rescue Mission had an office that a volunteer was only using once a week.  The DNP project team cleaned out most of the office and created a clinic space in the corner of the room.  The DNP project team made the office into a dual-purpose room, so there was no wasted space.  The SRM had a supply of donated over-the-counter medications.  The DNP project team sorted the supply of medications, disposed of expired medications, and organized the medications according to category.  The DNP project also made a list of the medications as a reference sheet for the volunteer nurse practitioner.  After basic clinic set-up the next step was to obtain the necessary supplies for the clinic including prescription pads, blood pressure cuffs and a glucometer.  All these supplies were purchased using grant money obtained by one of the DNP team members.  
The next part of the project included development of policies and procedures for the clinic.  In addition, certain relationships were established.   The volunteer nurse practitioner updated her approval to practice from the NC Board of Nursing to include the SRM as an additional practice site.  A HIPPA information sheet, a charting system, and an informational sheet for the local emergency room informing them of the presence of the primary care clinic and the rules of the Smithfield Rescue Mission were created.  
Once the clinic was organized, the supplies were purchased, the collaborative relationships were established, and the policies and procedures were created, the primary care clinic opened in October.  In the first week one patient was seen at the primary care clinic for a viral upper respiratory infection.  During the first week there were no phone calls between the staff and the volunteer nurse practitioner and there were zero visits to the emergency room.  The second week the clinic was open no patients were seen, no phone calls were exchanged, and there were no visits to the emergency room.  The third week the clinic was open there was one phone call between the staff and the volunteer nurse practitioner which involved a patient that went to the emergency room for an emergency.  That emergency room visit ended in an inpatient psychiatric admission.  The goal of the project was not to prevent emergency room visits for emergency conditions, but to prevent emergency room visits for non-emergent conditions.  In this case the patient that went to the emergency room needed psychiatric admission which is a legitimate and appropriate use of the emergency room.  The last week in October two patients were seen at the clinic for upper respiratory illnesses.  There were no phone calls or emergency room visits that week.  In the month of October three men were seen at the primary care clinic and there were no emergency room visits for non-emergent conditions.    
Summary
	The clinic officially opened in October 2017 and data was collected for that month.  Due to the time of year and the low census only a few patients were seen.  However, each patient that was seen potentially prevented an emergency room visit.  The goal of the project was to provide an easily accessible clinic to the men at the Smithfield Rescue Mission.  This goal was achieved.  The residents at the SRM were not required to use the clinic but had the opportunity to do so.  During the month of October there were no non-emergent visits to the emergency room.  Creating the clinic achieved one of the goals of the Triple Aim, increasing access to care, and therefore hopefully improving patient satisfaction and the patient’s experience.  






Chapter Five: Implications for Nursing Practice
Practice Implications
Essential I: Scientific Underpinnings for Practice
	The first DNP essential emphasizes the importance of translating nursing science and nursing theories into practice.  The integration of Watson’s Theory of Caring into the design of the primary care clinic is part of the first DNP essential.  Creating a unique way to address problems in healthcare also addresses this essential.  Translating research into practice is an essential aspect of being a DNP prepared nurse.  For this project the literature review conducted was used to form the foundation of the project.  Identified gaps and needs in the current healthcare system were addressed using the latest evidenced-based research.  The need for accessible primary healthcare for the homeless was identified.  Using Watson’s theory as a foundation, an on-site primary care clinic was created.
Essential II: Organization and System Leadership for Quality Improvement and Systems Thinking
	The second DNP essential focuses on changing the entire healthcare system to better meet the needs of patients.  The current healthcare system was evaluated for problems and potential pitfalls.  The purpose of the clinic was to fill a gap in the current healthcare system that was identified based on the analysis conducted at the beginning of the project through the literature review.  Another aspect of this essential is creating cost-effective solutions.  The creation of the clinic addressed the burden of unnecessary emergency room visits on the healthcare system.  The goal of the project was to meet the needs of the homeless population, which involves understanding and being sensitive to the unique needs of special populations.  Understanding this essential provides an opportunity to impact the healthcare system at a systemwide level.
Essential III: Clinical Scholarship and Analytical Methods for EBP
	The third DNP essential involves turning evidence into practice.  This project analyzed existing literature related to the topics of homeless people and healthcare.  Therefore, the beginning of the project was focused on learning about the needs of the homeless, the current evidence regarding their healthcare, and the necessary steps needed to meet their healthcare needs.  Using the evidence available, the DNP student was able to implement policies and procedures based on research.  This quality improvement project was designed to promote safe and effective patient care for this unique population.  In addition, this project used the PDSA cycle to evaluate and make improvements to the clinic and the patient experience.  In order to disseminate the findings of the project, this project has been presented at two different conferences.  The hope is that the clinic design can be implemented in other locations and used to meet the needs of the homeless population in other cities across the United States.  
Essential IV: Information Systems/ Technology and Patient Care Technology for the Improvement and Transformation of Healthcare
	The project was evaluated using the PDSA cycle.  Because this project used a quality improvement project design, several PDSA cycles were used to evaluate potential improvements or changes.  Regularly scheduled meetings allowed all members of the team to be involved in the quality improvement process.  In addition, a documentation system was developed to maintain records on the patients.  Although the documentation system is very simple and currently on paper, there were several opportunities for evaluation to determine if more information or less information needed to be collected.  The idea was to collect only relevant data.  The data would need be essential to the visit and future visits.  One of the other parts of the group project was developing education classes for the residents at the Smithfield Rescue Mission.  That part of the project was focused on developing resources for the residents that had accurate and appropriate information.  The educational topics were specifically selected to meet the most pressing needs of the homeless population including topics like infection control and smoking cessation.  The goal of the healthcare program at the SRM was to transform and improve the healthcare for the SRM residents.    
Essential V: Healthcare Policy for Advocacy in Healthcare
	This DNP essential deals with advocacy in healthcare policy.  Although there was no direct contact with legislators for health policy changes, there was opportunity for education and advocacy in the community regarding the healthcare needs of the homeless population.  There was education throughout the community on the importance of primary care to reduce the burden on the emergency room.  The idea for the clinic was to advocate for equality in healthcare creating an on-site primary care clinic to meet the homeless population’s healthcare needs.  Also, part of the project was educating the community on the presence of homeless people in their local community, as well as giving them opportunities to help meet the needs of the homeless people in their community.  Education is often the first step in advocacy.  Educating people in the community on the barriers that these individuals face is the first step in finding solutions to reduce these barriers.  The lack of full practice authority for nurse practitioners in North Carolina created a barrier when implementing the clinic.  The volunteer nurse practitioner was required to add an additional site to her approval to practice agreement which added in an extra expense.  With full practice authority nurse practitioners would be able to provide care to more vulnerable populations.
Essential VI: Interprofessional Collaboration for Improving Patient and Population Health Outcomes
	This project required cooperation from the director, staff and volunteers of the Smithfield Rescue Mission.  The DNP students had to work with the staff at the Smithfield Rescue Mission and the volunteer nurse practitioner to develop the healthcare program and primary care clinic.  Many of the connections made in the community were with local businessmen, restaurant owners, and other professions.  Relationships were developed between other members of the healthcare community as well.  To create an effective clinic, it was essential to develop relationships with physicians, registered nurses, and psychiatric professionals.  One of the relationships that was developed was with vocational rehabilitation.  The homeless population has other needs besides healthcare.  Health is affected by many other factors.  Environment is a factor of health and therefore if the environment can be improved, then the health of the patient can be improved.  Collaborations with professions other than healthcare are essential to meet the complex needs of patients in our healthcare system.  The current healthcare system is very complex, and it takes many different professions to maintain a patient’s health.  The same is true when trying to meet the needs of the homeless population.  In fact, they require more resources than other patients due to their unique situation and the many barriers they have to health and wellness.    
Essential VII: Clinical Prevention and Population Health for Improving the Nation’s Health
	This primary care clinic is a small part of a program designed to help meet the healthcare needs of the homeless population.  The interventions that were specifically designed to address and meet the population health needs of the homeless residents at the Smithfield Rescue Mission.  For example, the DNP project team was able to get some flu shot vouchers for the residents at the SRM.  The flu shots will help prevent transmission of flu which would spread very quickly in a shared living situation like at the SRM.  In addition, the intake process was specifically designed to screen for infectious diseases that could pose a threat to the residents staying at the SRM.  Part of the intake process involved screening for tuberculosis, a disease that is more common in the homeless population.  The goal of the healthcare program was to address the unique needs of the homeless population, both individual patient needs and population health needs.
	The whole project considers the environmental and socioeconomic dimensions of health.  Environmental and socioeconomic factors influence a person’s health and the primary care clinic works to address these issues.  For example, the clinic is on-site which eliminates transportation as a barrier to care.  In addition to addressing access to care issues, the healthcare program addresses other aspects of healthcare including primary prevention and secondary prevention.  The healthcare program was developed to improve the health status and health access patterns of the homeless population.  
Essential VIII: Advanced Nursing Practice
	This DNP essential is about delivering optimal, evidenced-based care to patients.  One of the aspects of this essential is helping individuals through complex health issues and transitions.  Being homeless is very much a transitional situation.  Helping individuals navigate their health through their situation is essential in maintain optimal health.  The goal of the primary care clinic was to provide evidenced-based care in the most cost-effective manner possible.  A large part of this project was understanding the links between environment and health.  Providing care for non-emergent issues in a primary care setting is the most cost-effective and evidenced-based way to meet the needs of the homeless residents living at the SRM.  
Summary
	This project, the development of the primary care clinic, addressed all eight DNP essentials.  Developing and implementing this project further prepared and clarified the concepts in the DNP essentials.  Working with community members to develop a healthcare program for the homeless was a very valuable experience that taught many valuable skills.  The interprofessional experience in this project will be invaluable as an advanced practice nurse.  
	














Chapter Six: Final Conclusions
Introduction
	The CARES primary care clinic was able to meet the goals of the project and address several of the Triple Aim goals.  One of the most important parts of the project was the sustainability of the clinic.  Even though the DNP team members were only at the SRM for several months, the processes and relationships that were created as part of that project ensured that the healthcare program will be sustainable.  Creating a sustainable change is an essential part of a quality improvement project.  Through education and the development of a reference notebook, the primary care clinic continued after the DNP team left the SRM.
Significance of Findings
	While there was limited data because the data collection period was only one month, the primary care clinic was able to achieve the goals of the project.  During the month of October there were no emergency room visits for non-emergent conditions.  Although the census at the SRM was low, the clinic was able to address some acute complaints for some of the residents.  Although limited by hours, resources, and participants, improvements were made throughout the creation and implementation of the clinic.  These improvements modified the clinic design and increased the sustainability of the clinic.  Overall the healthcare management program could have a lasting impact on the health of the residents at the Smithfield Rescue Mission.  
The CARES project was able to create a primary care clinic from very limited resources.  This design can be used in other outpatient settings with other similar populations or the foundational design of the clinic can be modified to fit the needs of different groups of people.  The policies and procedures of the clinic are applicable to most outpatient settings.  In addition, the project has a foundation that can be expanded to include more hours or services depending on the needs of the population.  For example, with a psychiatric nurse practitioner the clinic could start offering on-site mental health services.  The clinic has a lot of potential for growth at the Smithfield Rescue Mission and in other locations.  Another potential area for expansion is into the surrounding community.  The clinic could become a primary care practice for patients that were not residents at the Smithfield Rescue Mission.  The policies and procedures, charting system, and other design information can be used as a foundation for other groups that want to establish a similar clinic for other populations or in other areas.  
Project Strengths and Limitations
	One of the major strengths of the project was the low operating cost.  Almost all of the expense of the clinic was already accounted for in the operating budget of the SRM.  The nurse practitioner is a volunteer and has volunteered all costs associated with her practice at the SRM.  All of the supplies were already purchased.  The only continuing cost for supplies is glucometer test strips, however they can be purchased for ten dollars.  An additional continuing cost is the emergency medication fund.  The initial amount was obtained through a grant.  Further grants or community donations will be required to maintain this fund.  The clinic can provide care to the SRM residents at minimal cost and the care is free to the residents, eliminating cost as a barrier.
	Another strength of the project is the sustainability.  The processes are in place for the clinic to continue to function without the presence of the DNP team members.  The low operating cost is another aspect of the sustainability.  Sustainability is essential in quality improvement and sustainability was achieved in this project.
One of the limitations of this project was the number of residents at the Smithfield Rescue Mission during project implementation.  Because the project was implemented in the fall, there were not as many residents as they normally have during the winter.  In addition, the Smithfield Rescue Mission had recently undergone same changes in their staff and therefore were understaffed.  Because they were understaffed, the amount of outreach performed was reduced.  Therefore, some community organizations were unaware that the SRM was still open.  Also, enrollment in the New Life program was decreased due to the loss of the program director.  This led to an increase in emergency shelter residents who were at the SRM for less than 72 hours.  The reduced number of residents at the SRM impacted the number of residents that utilized the primary care clinic.
Another limitation of the project was limited stakeholder buy-in.  Although the director of the mission approved the project there were some misunderstandings about the staff’s involvement in the project.  Lack of clear, regular communication with the director was also a limitation of the project.  Although, the DNP project team was at the mission every week the director often missed part or all the meeting.  The different priorities of the director and the DNP project team members created opportunities for miscommunication.  Clearer communication in the beginning would have made this project much more effective.  A discussion with the director would have allowed the students to assess the director’s perceived needs and better address those needs earlier in the development of the clinic.  In addition, more staff involvement in the beginning would have allowed the clinic to open in a timelier manner.    
Project Benefits
	When patients are evaluated at this primary care clinic, an emergency room visit may be prevented.  According to Roberts (2016) the average cost of an ER was $2260 while a primary care visit was $213.  This represents an average cost savings of $2047 per visit (Roberts, 2016).  Also, the clinic eliminated two major barriers to care, transportation and cost.  This project eliminates access to care barriers which meets the Triple Aim.  In addition, the opportunity for healthcare that specifically meets the needs of the homeless population creates the opportunity for better patient satisfaction.  Increased access to care, lower cost to the healthcare system, and the potential for increased patient satisfaction are all benefits of the primary care clinic that was created during this DNP project.
Recommendations for Practice
	This project could be used to establish a primary care clinic in other homeless shelters throughout the country.  The clinic design is simple and cost-effective, so it could be easily implemented in other homeless shelters.  The documentation forms are straightforward and modifiable.  In addition, the policies can be used as a reference for the development of another clinic.  
There were several limitations that could be addressed in other clinics to better meet the needs of the homeless population.  Mental health services and substance abuse counseling were common needs among the patients seen at the Smithfield Rescue Mission primary care clinic.  Since the volunteer nurse practitioner was a primary care provider, no mental health services were offered on-site except for depression and suicide screenings.  Many residents at the Smithfield Rescue Mission could benefit from mental health services.  Incorporating this service into the design of the clinic would better meet the needs of the residents.  In addition, having an agreement with other specialties like a dentist would make the clinic much more effective.  Other homeless shelters or free clinics could learn from the limitations and challenges faced during the development and implementation of the clinic and create more effective clinics in other locations or with other populations.  
Final Summary
	Many studies have illustrated that homeless individuals have worse healthcare outcomes than the rest of the population.  Studies have also illustrated that homeless individuals have more barriers to care and less access to care than other individuals.  This quality improvement DNP project attempted to address some of the barriers to healthcare that homeless individuals face regularly.  Through the design of the primary care clinic some of the healthcare needs of the residents at the Smithfield Rescue Mission were met and specific barriers to care, like transportation and cost were eliminated.  Although there were several limitations to the design of the project, a sustainable clinic could be implemented at other homeless shelters around the country using the design of this clinic at the Smithfield Rescue Mission.  
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Appendix A
Table 1
Goals and Indicators 
	Goal
	Indicator

	Develop a Medication Refill policy.
	Medication Refill Policy

	Develop a Scheduling policy.
	Scheduling Policy

	Develop a Pain Management policy.
	Pain Management Policy

	Develop a Referral/ Lab policy.
	Referral and Lab Policy

	Develop an Emergency policy
	Emergency Policy

	Develop a policy for the Emergency Medication fund
	Emergency Fund Policy

	Develop a working paper chart system
	Paper Charting Template

	To reduce emergency room utilization for non-emergent conditions; Currently averaging 2 per week
	Number of emergency room visits per month

	Provide regular physicals
	At least one regularly scheduled physical per month

	Provide care for acute illness, ex. Sinusitis
	Walk-in appointments available at each scheduled clinic opening

	Establish chronic care management for residents
	Follow-up provided to residents with chronic conditions



Appendix B
Table 2
Results
	Date
	Primary Care Clinic Visits
	Phone Calls
	Emergency Room Visits

	10/1-10/7
	1
	0
	0

	10/8-10/14
	0
	0
	0

	14/15-10/21
	0
	1
	1

	10/22-10/28
	2
	0
	0
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Appendix F
Evaluation Tools
Smithfield CARES Primary Care Clinic Script
You are being invited to participate in a quality improvement project titled “Smithfield Community Accessible Resources, Education, & Screenings: Primary Care Clinic” being conducted by Margaret Hinnant, a student at East Carolina University in the Nursing department.  The goal is to educate individuals who participate in the primary care clinic for residents at the Smithfield Rescue Mission.  There will be 1 education session for Smithfield Rescue Mission staff and volunteers that will cover the information about the clinic and clinic protocols.  The education session will be part of the regularly scheduled staff meeting.
The information provided in the education session will help staff and volunteers to better understand the structure of the primary care clinic and the policies of the clinic.  The goal of this project is to equip staff and volunteers with the knowledge they need to help run the primary care clinic at the Smithfield Rescue Mission. 
Your participation will be kept confidential and no data will be released or used with your identification attached.  Your participation in the project is voluntary.  You may choose not to answer any or all questions, and you may stop at any time.  There is no penalty for not taking part in this project.  Please call Margaret Hinnant at 336-706-2715 for any project related questions.





Primary Care Clinic: Plan-Do-Study-Act
Date: ___________________
Plan:



Do:



Study:



Act:





Smithfield Community Accessible Resources, Education, & Screenings (CARES) Primary Care Clinic Visits
Date: 
	Age
	Gender
	Reason for Visit

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	

	


	
	



(To be filled out weekly by the volunteer nurse practitioner)

Smithfield Community Accessible Resources, Education, & Screenings (CARES) Emergency Room Visits
Date:
	Date
	Time
	Reason for Visit (Emergency/ Other)

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	

	

	
	



(To be filled out by the director or front desk volunteer on a weekly basis)













Appendix G
Timeline
DNP I
Dr. King Combined Proposal: 2/21
Project Proposal: 3/8
Copy of contract info: 3/8
Timeline: 3/13
CITI Training: 3/ 27
1st Draft paper: 4/3
Grant application: 4/10
Final: 4/26
Timelog: 4/28
 DNP II
Synthesis of Literature
Budget: 6/26
Grant funding: 6/1
IRB approval (Submission): 6/5
Complete design finish (implementation): 7/21
Timelog: 7/21
DNP III (Implementation)
Steps in implementation process: 11/17
Barriers: 11/17
Limitations: 11/17
Stats Analysis: 11/17
Lessons learned: 11/17
Timelog: 12/4
DNP IV 
Finish Paper: 4/218
Evaluate Project: 3/19/18
Further Project Implementation & Evaluation: 3/19/18
Dissemination Plan (Smithfield Rescue Mission): April 2018
Poster: April 2018
Timelog: End of April 2018
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