An Evaluation of a Nurse Run-Outreach Clinic for Persons

Who Are Homeless

Cassandra M. Donlon
and

Janet L. Mever

Cregon Health Sciences University
Health Planning Report
in partial fulfiliment

of the requirements for the degree of

Master of Science

June 1990



Approved:

bonna Jensen}) R.N., Ph.D. Associate Professor

Thesis Advisor

Caroline wWhite, R.N., Dr. P.H., Professor, First Reader

Hargaretf Crowle; E.H., M.PF.H., Second Reader

darol A, ~ ndeman, .. F.A.A.N., Ph.D.
Dean, School of Nursing



ik
—t
S
b
i
71
bt
XD
o
L
>0
-
"
]
g:ll
b
(]
P

Laat

Thodugh tThe reseacrch process, we want Lo exdtend our
= ?

gratitude to our advisor, Donna Jensen, and committes

To Peg Crowley and her progresslve, dedlicated and
competent statf at the Community Health Center, a
special thanks for thelr direction, support and
cooperation.

To the homelegs pecple who shared their heartfelt

gxperlences, we are grateful and touched.



TABLE OF CONTENTS

Chapter

I Introdugtion———we—ce—————————————— e 1
Literature Review-——--——--—--——-—cmmecic o 3
Hemogr aphl cg———e———e e e e L 3
Common Factorgs------------------—————- S
Health Probléms————————————————————- 6
Models of Health Care----———----—----—- 8
Evaluation---—-———-~--—-mmm—mm e 13
S Y e e e e i 14
II HethadG-— == e e e e s 15
Framevark——-=——————— == — e = m—— 15
PRl IRt s e e . e 1%
PEMB - e e A T e S 18
Human SubJectg-——-=-——-———=e=s———=——- 20
Profedlfeg-—————teccsnsvcnssnsascme oo maa 21
stk ugnig—~—-Sa =t e 22
Data Collectipgn———————-———————esaar— o
Analysilg———————--roem s s s 27
LI  FiIndifgs———————— e warde—a e = aaiale o e 31
Fntredyat 1o —-—-—r———to—n e ——————— 31
il e 31
I e T 40
= A e e 49
D e e e e e e e e 51
Commupl p———--————————r—— el L 64
v Interpretatlop--————r=mermeme— e 67
Clinlg-—=——mmm e 67
Gl e S A R S w e e a 70
HEE L Bl e i o o e it S e o e e e 73
B E = S e e e e — i e 74
O T B s s ey o s e e s i i 76
% SR e 78
B e e e e e e
Bl ent= = T e e 80
Health--srmvr— e s b i s e e 80
Nurse-------—--------om 82
Commun ] ty————m—m e e 83
Framewwork-----—————————-—————— e 83

Recommendations for the Community
HBeajlth Cemntéf————————— e 84
Strengths and Limitations of the Study---85
Recommendations for Further Study-------- 87
VI Peleremmegs——o— e e — e 89



VIl

Appendices—————————— e e o3

Appendlx
Appendix
Appendix
Appendlix
Appendlix

Appendlx
Appendix

Appendix

Appendix

Expanded Description of the

Framework QGrid--————————c—e—eu 94
Informed Consent-————————~-——- 98
Letter to Nurgses———————————-— 100
Letter to Community
Agencies—————— -~ 102
Client Satisfaction

Questionnalre—————ceoee 104

Open-Ended Interview Format-106
Health Problems, Time from

Symptoms to Carg-—=-—===—===- 108
Health Problems, Treated and
RE forT R il eea’s o 111

Nursing Treatment Protocols-113



Table

Page

[\

N

O

LIST OF TABLES

Categories of Evaluation by Focus Area--———————~= iy
Funding Sourgeg———— i e e e e e s e = 38

Basic¢ Charges for Health Care In the

Commua b Ey—————e e e e e 39
Client Satisfaction Questionnaire Results——————-- 46
Degoription gf Glisnlg-ares i e———— e 48

Comparison of Reported Health Problems: Jackson

County Needs Assessment and Homeless Qutreach

s S B e e i 50
Hursing Vislts: May 2-August 2, 1989—————omm &1
Results of the Referral Follow-up Survey-—-———————— Y

Completeness of Records———————————————————cmwa-- 64



Introduction

Health care for people who are homeless ls
recognlzed as a growing national problem. Different
models of service have been emerging in different
environments to meet the health needs of people who are
homeless. One model of service described in the
literature |s the nurse-run clinige, but there are few
examples. The most relevant literature describes
clinies run by nurses or nurse practitioners in‘Boston,
Los Angeles, and New York City. None of the literature
reviewed discusses methods of evaluating the
effectiveness of the c¢linics.

In rural Southern Oregon, a nurse-run clinic for
pecple who are homeless was opened as an outreach
service in the Fall of 1988 by the Community Health
Center, a non-profit organization, in response to the
health needs of the area“s increasing population of
people who are homeless,

The study described herelin evaluates the Community
Health Center Homeless Qutreach Clinic, using a model
tor the evaluatlon that was developed by the
researchers. The purpose of the evaluation is three-

fold:
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1. To provide descriptive and qualitative data about
the clinle and {ts effectiveness in meetling stated
goals.

2. To contribute to the needed body of knowledge
concerning models of nursing care for meeting the health
needs of the growing number of people who are homeless,
3. To develop a framework for use in evaluating nurse-
run clinics.

In the planning phase of developing the evaluation
ftramework, discussions with the administrator of the
c¢linlc ldentified the following specific concerns.

1. The cost in relation to the benefits of the clinle.

The clients’ satlisfaction with the c¢linic services.

[\

3. The types of health problems that can be managed by
nursing care.

4. The value of using the nursing treatment protocols.

5. The community human support services organizations
perception of the clinic.

These concerns, together with quantitative and
qualitative data about the clinic, clients, health
problems, nursing care and community network system are
addressed in this study. In addition, the relevance of
this study to future research and to the practice
setting are described.

It is hoped that the results of this study will be

useful to the Community Health Center in measuring



progoram accompl ishments, as a basis for future planning,

future program operation=, and for public relations.

Literature Review

The review of the literature is organized according
to topics relating to people who are homeless:
demographics, common factors, health problems, models of
clinic services, and evaluation of clinical services.
Demodgraphics

The transient nature of the population that ls
homeless makes it difficult to determine the number and
scope of those who are homeless. The Federal Department
of Housing and Urban Development estimates that 250,000
to 350,000 people are homeless in the U.S. today (Ropers
& Boyver, 1987). Estimates from the Community for
Creative Non-Violence place the figure much higher, at 2
to @ million, and the Naticnal Coalition for the
Homeless concurs, with a figure of 2.5 million (Hagen,
1987>. This places the national average somewhere
between | In 100 and 1| in S00. Demographics of peaople
who are homeless in the U.5. have changed slignificantly
since the 1960738 and a growlng body of data indicates
that people who are homeless are younger, better
educated, and more non-white than the skid row homeless

of past generations (Wright & Lam, 1987).



These data indicate that since the 1980‘s the

verage age of men who are homeless declined from 44 to

)

36.5 years, the average years of education increased
trom 9 to |1 yvears, and the number who are white dropped
trom 49% to 15% (Wright & Lamb, 1987>. Hagen (1987)>
reported that women now represent up to 50% of the
people who are homeless, and Bassuk, Rubin, & Lauriat,
(1986 reported that families, mainly consisting of
vyoung, single women with two to three children,
constitute about 20% of people who are homeless,

The UOregon State Health Planning and Development
Agency (1986) estimated that between 1 in 300 to 1 in
500 people are homeless in Oregon. It could be
predicted from these figures that Jackson County, the
location of the study’s population, has between 277 and
1,384 people who are homeless. According to Crowley
(19887, information from local agencles providing
temporary shelter to people who are hoameless reveals
that 5,064, nearly 4% of this county’s 138,000
population, were provided shelter during 1986. This
number does not include the estimated 300 veterans who
are homeless and accessing the nearby V.A. Domiciliary.

A health needs assessment of people who are
homeless in Jackson County (Burton, Donlon, Mever, &
Stevens, 1988) described a sample of 34% women and 66%

men with a mean age of 35 and 40, respectively.



Although not included as part of the sample, associated
with the adults were 24 chlldren with an age range of 1
to 15 vears. Further, the sample lndlcated a population
of 92% caucasians, 3% black, and 3% hispanic. It should
be acknowledged that this skewed racial mix is
characteristic of this geographic area. The educational
level ranged from 3rd grade to coliege, with 70% who

were high school graduates.
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The changing composition of the homeless population
is attributed to a number of factors, including poverty,
deinstitutionalization of the mentally i11, and
alcoholism. BSosin (1988) determined that many people
were homeless simpiy because of poverty and that this
group contlnues to grow.

Roth and Bean (1986) found that the first and most
pressing need of those interviewed was for adequate
housing, followed closely by the need for employment.
Ball and Havassey (1984>, in their survey of the
psychiatrically disabled in San Francisco, found that
concerns about the lack of material resources,
employment, privacy, and safety far outwelghed concerns
about social, medical, and psychological problems.

The deinstitutionalization of the mentally ill is a

significant and controversial factor in the increase of
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the people who are homeless. Fisher, Shapiro, Breaky,
Anthony, and Kramer (1986 report that between 1972 and
1984 the average daily inpatient census of state
hospitals dropped from 11,000 to 2,050. According to
Eossi and Wright (1987, Flsher, et al (1986), Pearson
(19882, Bachrach (1987), and Lamb and Talbot<(1986)>,
between cone fifth and one half of adults who are
homeless are deinstitutionalized mental patients or are
suffering from major mental illness.

On the other hand, Ropers and Boyer (1987) report a
study by the Ohioc Department of Mental Health which
found little association between deinstitutionalization
and homelessness. Only 6% of the homeless respondents
reported a hospitalization during the time frame
1960-1980, and the study of discharged patients showed
only 4% to be homeless. Sosin (1988) substantiates this
by conciuding that "Deinstitutionallzation contributed
to the increase in homelessness in a minor way" (p.377).

The literature reports a significant use of alcohol
by the homeless. Ropers and Bover (1987) reported that
65% used alcohol, with 26% of those abuseing alcohol.
Toon, Thomas and Doherty (1987) reported that alcohol-
related problems were the chief complaint for 35% in
their study, and Burton, et al, (1988) reported that 40%
of their study indicated problems associated with

alcohol use or abuse.,



Although the demographlcs and composition for
persons who are homeless are changing, health problems
continue to abound for this population because of
lifestyle and lack of access to adequate health care.

According to Robertson and Cousineau (1986), 40% of
people who are homeless have at least one chronic health
propblem. Pearson (19882 and Brickner, et al, (1986)
found that respiratory infections and hypertension were
the most frequently reported health problems; skin
infestations and trauma were more frequently reported
propblems in the summer and respiratory illness and
peripheral vascular disease the chief problems in the
winter.

According te Cousing (1983), up to half of those
who report health problems do not seek help ffom a
professional, and of those who do seek care, most use
emergemcy rooms. Providing health care to a population
that does not place health care as a priority requires
Innovative measures.

McDonald (1986) argues that if better primary
health care were available in a manner acceptable to the
homeless, fewer health crises would occur, resulting in
fewer hosplitalizations and a decreased burden on the

health care system.



The Jackson County Health Needs Assessment of the
homeless population (Burton, et al, 1988) indicated that
the common problems were dental (63%), respiratory
(28%), and bone and joint problems, including sequelae
of malor trauma (24%). Treatment for health problems
wag recelved In an emergency room (37%), through private
care (49%), or by self-care measures (51%) during

illness.

Models of Health Care

Several innovative approaches for providing health
care to the homeless have been Inltlated in Boston, Los
Angeles, and New York City.

1> In Boston, at the Pine Street Inn, a group of

nurses established a cliniec in a large urban shelter for
homeless men in 1972 (Lenehan, MclInnis, 0‘Donnell, &
Hennessey, 1985>. Initially, the clinic was to operate
tor one month with all the nurses participating on a
voluntary basis. Two nurses and one staff member were
assigned every evenling, including weekends, during the
time men came for bed assignments. The clinic was held
in the office of the lobby and, despite the limited
privacy, seeing the clients in one room seemed to work;
it was less formal, intimidating, and restricting.
Information from the first month of the clinic led to

the recommendation that physicians be available at the



clinic. The nurses, however, did not want to change
what had worked o well and remalned flercely commitied
to retaining nurses as the prlimary caregivers.

The clinic today provides separate clinics for men
and women. A nurse administrator oversees both clinics.
The c¢linics share a full-time head nurse, a public
health nurse, a psychiatric nurse clinician, a part-time
psychiatric nurse, and two part-time clinic nurses. The
nurses practice under written protocols, which,
according to B.Bock (personal communication, October 1,
19887 are in the process of revision. Each unit also
has coordinators, volunteer nurses, receptionists,
advocates, and clerks. The clinic is alsoc used as a
teaching faclillty for nursing and medical students.
Sixteen vears later the Plne Street Inn Is a flourishing
mode] for health care for people who are homeless.,

2> The Los Angeles Homeless Health Care Project is
a consortium of community-based organizations (McGee,
1988>. Thls project began in 1985 when Los Angeles was
awarded a four-vear $1.3 million grant, one of 19
simllar "health care for the homeless" demonstration
projects throughout the Unlted States funded by the
Robert Wood Foundation and Pew Memorial Trust,

In response to the health problems of the homeless,
the Los Angeles Homeless Health Care Project developed a

program of primary medical and outreach care for the
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city’s homeless. The project provides health care at
two clini¢c sltes. The UCLA School of Nursing coperates
a health clinic in the Union Rescue Mission located in
Downtown Los Angeles near City Hall. The Venice Family
Clinic, a medical model clinic, is the other project
¢iinle. The Unlon Rescue Misslon, staffed by nurse
practitioners, provides primary health care, soclal
services, and referrals for homeless pecple on skid row.
Transportation is also provided to and from shelters,
and between the clinic and the county health centers
where many patlients are referred for further diagnostic
and treatment services. In its first two years of
operation, the UCLA School of Nursing Health Center
provided nearly 8,000 health encounters, transportation
services, and social services per year, nearly double
its original objective (Mission Statement 1985).

A converted warehouse on the perimeter of skid row
houses Para Los Ninos (for the children), a center which
offers a variety of programs deslgned to decrease the
incidence of child abuse and neglect among homeless
families (McGee, 1988>. Since May, 1988, Para Los Ninos
has been home to a two-day-a-week medical clinic which
offers care for children from birth through 18 years of
age. The clinlc, operated by the UCLA School of
Nursing, was funded as part of a $470,000, three-year

special grant from the U.S. Department of Health and
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Human Services, Division of Nursing. It is part of a
larger project which Includes the School of Nursing's
Health Center for the Homeless at the Union Rescue
Mlesion in downtown Los Angeles. McGee (1988) guoted
Dr. Mary Gottesman, a lecturer at the UCLA School of
Nursing who administers the funding of the program:
"Part of the purpose of the grant is to show the cost
effectiveness of nurse-provided care In a
non-instituticonal setting" (p.%),

According to M.M. Gottesman, (personal
communication, August 24, 1988), the cost of service per
patient in the UCLA clinic is approximately $50 in
direct cost. The estimated direct and indirect cost per
patient visit s $90.

3) The Martinlgue Hotel is one of the largest
hotels for homeless people in New York City (NYC)
(Kozol, 1988). On the floor above the lobby is a room
where crisis workers from Human Resources Administration
and a medical team assigned by the NYC Department of
Health have desks and phones. Emergencies of every kind
are handled here. This researcher, who personally
visited the Martinlque Hotel, interpreted that to mean
medical emergencies, but in fact a medical clinic does
not exist in the Martinique. During an interview with
M. Nicholas (perscnal communication, August 23, 1988),

it was clarified that nurses from the NYC Department of



Health are present 4 days a week during daytime hours,
primarily to track pregnant women, infants, and
children. Services include health education,
immunizations, and the WIC program. Referrals for
sexually transmitted diseases are made to an affiliated
medical ¢linic and other medical, mental health, and
dental referrals are made to NYC Bellvue Hospital. A
medically equipped van donated by singer Paul Simon to
the NYC Bellvue Hospital is parked outside the hotel 2
days a week providing residents of the hotel access to
medical care.

Safety for health care professionals In the cllinles
for the homeless was an issue that repeatedly emerged in
the literature, personal communications, and
observations.

Pearson (1988) quoted Alley and McConnell:

"This population is really goed at picking a fight.

In fact, the concept of security for the nurse

practitioner is important. We do a lot of triage

in the hall, and we use volunteers to help with the
screening. If a client is hostile in the hall, we
don“t let him in the clinic. We tell them they are
not welcome while they are abusive. We also
advertise very c¢learly that we do not keep any

narcotics in the clinic" (p.44).
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Lenehan (1983) adds, "A staff member signed up the
men in the clinig, called them ln turn, and helped
Insure our safety from the viclent or Intoxicated”
(p.1238).

Kozol (1988) described the lobby of the Martinique:
"On the right as one enters is a sort of guard post,
where visitors must either be signed in by residents or
present good reasons for being in the building" (p.66).
When one of the researchers visited the Martinique, it
was necessary to address two guards at the front desk in
the lobby, one of whom escorted her upstairs to the

nurses’ desks.

Evaluation

In a study to determine client satisfaction with
nursing center services, Bagwell (19872 found that
cllent satisfaction was directly related to lmproved
healthn by seeking follow-up care and complying with
suggested treatment. It was emphasized in this study
that literature related to nursing center services could
not be found. Although the questlionnaires and
interviews used fto determine client satisfaction were
physiciah/client oriented, the author considered that
questions were useful and specific enough to be helpful

in eliciting client satisfaction responses pertaining to
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cilnic waiting time, courtesy, c¢lient-nurse
relationships, range of services, and quality of care.
A search of the literature did not reveal methods
of evaluation for nurse-run clinics or clinics for the
homeless. Methods of evaluation were impllied, however,
in personal communications with Boston and Los Angeles
clinics, but no written models were available upon

request.

Summary

The incidence of people who are homeless is
increasing nationwlde. Concurrently there is an
inerease In a population with multiple health needs.
While the literature discussed medical and nurse
practitioner model approaches to providing health care
to people who are homeless, little information was found
that discussed nursing models of care, and no specific
Iinformation was found regarding methods of evaluatling
the effectiveness of nurse-run models of clinic
services.

This study describes and evaluates the
effectiveness of a Community Health Center‘s nurse-run
clinic for people who are homeless in rural Southern

Oregon, and demonstrates the use of an evaluatlion model.
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Framework

The development of a framework for evaluation as
outlined in Stecher.(1988) starts with the basic
research guestions to be answered. Research questions
that were addressed in the study were generated from the
practice setting and the clinic administrator.

The focus areaé of the clinle evaluatlion were developed
trom the specific gquestions.

1>. CLINIC: What is the cost in relation to the
benefits of the clinic?

2>. CLIENT: Are clients satisfied with the gllnic
services?.

3). HEALTH: What types of health problems can be
managed by nursing care?.

4). NURSE: What is the value of using the Nursing
Treatment Protocols?

5). COMMUNITY: What are the community human
support services organizations perceptions of the
Giipie? |

The Homeless Outreach Clinlic guidelines set out the
goals and objectives for the clinic as well as quality
assurance standards.

According to Stecher (1988), the purpose of a
program evaluation is to complile and analyze data to

answer the research questlions. The results of the
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analysis will be used to measure program accomplishments
and will be used as a basis for planning and funding,
future program operations, and public relations.

Many of the questions relate to perceptions of
various segments of the community. To encompass the
totality of questions, a model was desianed which
combined goal-oriented and responsive approaches
(Stecher, 1988), using guantitative and qualitative data
collection methods. Blum (1974) discusses the nature of
evaluation in planning and evaluating health care. Blum
emphasizes that the position being taken by the
evaluator be stated and that the criteria by which the
evaluation is being compared be identified. His
evaluation levels were also used to guide the
development of the model.

The resulting model provides for evaluation from
the perspectives of the c¢linie, client, health, the
nurse, and the community, it incorporates the stated
goals of the clinic as the expected outcomes, relevant
observations, and an evaluation of the effectiveness of
the clinic in terms of the stated goals.

The conceptual model for the evaluation can be
described by a grid (Table 1.>. This grid allows for
identification of the data to be collected and the
source of the data for each of the areas of focus. For

an expanded description see Appendix A.



N

Takie 1 Categories of Evaluation by Foous Ares
DESCRIPTION STATED OBSERVED EFFECTIVENESS
OBJECTIVES QUTCOMES PER GOALS
srte, hours, clinical coast analysis
data staffing objectivens # of aervices per analyeais
auppliesn provided, meds
funding transports
CLINITI & mms Crr s o S o e o o i o e
obaservation’ Homeleas ouvt- client records
source interview with resch moanuvail clinic records observed out-
administrator Budget asnaly- budget comes
sis analysis
demographicea target popu- # from tsrget
date iation daoata population pexr analysis
client astia-
faction.
LQLIENT 3z ~-----—-m e rrrmm e r e r e s r e r e s e s s e st e — e m— e
cliient record Homelema ocut~ client recoxd
source reach manual client smatis- observed ocut-
<H.Q.H.) faction gquest. comes
health prob. program ob- probilems
dates freguency of jectives treated, prob- per anaiyais
types, dura- lema referred.
tion of Sxn.
HEALTH =  —-mmmomrmm e mmr mm e e e e
client Jackeon Co. client records observed out-
source records Health HNeeds comesn
Assesament
) H.O.M.
role percep- program ob- W treated by
data tion, taosks jactives protocol, # per analysia
pex formed with no pro-
tocol, # re-
cords complete
supplies.

MURSE =~ srccccccr e r e r e e e e e e - -
' obaervation H.O.M. obaervation obaerved out-
source interview Protocols interview comes

) client recorda

agencies & DX oaxram # referxreds

data cerganizatione objectives accepted, rer ansiysis
transportation problems,

comm. percem-
) tion

CQONMUNITY - - o mmmmmm e mmc e e e e e e e e e e
clinic record H.Q.HM. interviews, obaerved out-

source: interview CcoOmm. agencies Cones

& oxras.,




Setting

The Communlty Health Center Homeless Cutreach
Clinic is a model of health services providing nursing
care Lo pecople who are homeless., This is a unique model
of service in this area, and is the only health service
directed specifically toward meeting health needs of
people who are homeless.

The evaluation was conducted for the Community
Health Center (CHC)», a non-profit health clinic
providing services to low income people. The CHC
operates the nurs-run clinic as a satellite health care
service for people who are homeless in Jackson County, a
rural area in Southern Oregon. This outpatlent clinic
provides care at no cost to the client, is staffed by
two RNs, is open four hours a week, and is housed in the
facliltlies of The Salvation Army.

Clients at the nurse-run c¢linic are seen on a
drop-in basis where general intake information is
collected by a Volunteer in Service to Bmerica (VISTA).
Subsequently, the nurse sees clients toc make
assessments, care plans, interventions, and/or necessary
referrals. An average of ten clients are usually seen

cduring the weekly four-hour clinic.
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mple
The sample for the study was composed of three
groups: |
1. Clinic clients and their medical records.
2. The administrator and the two clinic nurses.
3. Ten community human support services

organizations

The first group was the population of people aver
the age of 18 who were homeless and used the services of
the Community Health Center Homeless Outreach Clinic at
The Salvation Army. A sample of 60 clients was expected
during the data collection period. A six-week data
collection period was initially proposed; however,
because of clinic location and time changes, fewer than
the expected number of clients were seen. The data
collection pericd was extended toc three months to
provide for an adequate sample.

The criteria for inclusion in the study for the
homeless population were as follows:

1. Homeless (persons who sald they had no home>.

2. DOver 18 years of age

3. Slgned consent to participate

The second group consisted of nurses and the

administratar of the clinic.
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The third group consisted of 10 community agencies
which elther provided care on a referral basis or
supportive services to the clinle or clients. This
third group of agencies contacted included: hospital
emergency rooms (Z), Jackson County Health Department,
V.A. Domicillary, Jackson County Mental Health, Alcohol
Eehabilitation, Gospel Mission, The Salvatlon Army,
Adult and Family Services, Access, and the Jéckson

County Medical Society.

Human Subljects

1. The clinic subjects observed were a convenience
sample of clients who came to the clinic and agreed to
participate in the study. They were asked to sign an
informed consent form for participation in the research
study (See appendix B>, The risks involved to the
clients were minimal as thelr ldentity was not used in
the complilation of the data.

2. The clinic nurses and administrator were
informed of our request for their participation by a
letter (See appendix C). There were no anticipated
risks to the nurses and administrator.

3. Community agencies were asked by letter to
participate in the study, and were contacted by phone by

the researchers (See appendix D). There was no
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anticipated risk, as agencies were not identified by

name in the research study.

Procedure

The procedures for the description and evaluation
of the clinic were by primary data collection through
direct observation and secondary data collection through
revieﬁ of all clinic and client records. Interviews
were conducted with agencies accepting referrals,
selected community human service support organizations
(CH5S80), health care providers in the community, and the
nursing staff and administrator of the CHC. Direct
observations were made of ciients and of nursing

practice In the oclinical settling during the four hours

44

per week the clinic |ls opened. Records of all c¢llents
participating fn the research were reviewed for
completeness according to guality assurance standards as
stated in the CHC Homeless Outreach Services Manual
(CHCHOSM>», (Crowley, 1988) including health problems,
treatment, referrals, use of the nursing treatment
protocols, and demographic statistics. Client
Satisfaction Questionnaires (CSQ) elicited the target
population’s views of the clinic. A pilot study using
five clients was conducted prior to the use of the CSQs
to determine readabllity and comprehensibility. All

agencies accepting referrals from the clinic were
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interviewed for information on follow-up care provided.
Selected CHSSOs were interviewed for their perception of
the clinic. HNursing staff at the CHC Homeless Qutreach
Clinic and the administrator at the CHC provided data on

the clinic administrative operations.

I nstrumen !c.ﬁ

A Client Satlisfaction Questionnaire (See appendix
EJ and open-ended interview guides (See appendix F»,
developed by the researchers, were used for data
collection. The instruments were designed to collect
data relevant to the categories of evaluation stated in
the conceptual framework and to address the research

questions specific to this study.

Data Collection

Direct observation ln the cllni¢

Each of the two researchers, at different tlmes,
spent four hours in direct observation in the clinic to
collect qualitative and descriptive data. The data
collected included information about the clinic, the
setting, patient flow, staffing, the general feelings In
the clinic, the nursing tasks performed, and the
avalilability of medications and supplies. HNotes were

kept in field note logs.



lnterviews with the nurses in the ¢clinic

The clinie nurses wvere asked by letier to
participate in ﬁhe research project. The two nurses in
the clinic were interviewed by use of an open-ended
interview guide at the end of the three-month period of
data collection. The nurse interviews collected
descriptive information about the community network that
the clinic refers to, and the CHSSOs that provide
transportation, medications, and social services. The
nurses were also interviewed for qualitative information
concerning their feelings about functioning in this type
of clinical role, and about the usefulness of the

nursing treatment protocols in managing client care.

I e . Linl !
The clinle administrator was asked by letter to
participate in the research project. O0One of the
researchers interviewed the administrator, by use of an
open-ended format, near the end of the data collection
period for descriptive information about the clinic
functioning, staffing, hours, fundlng, budget plan, how
well the c¢linic is able to operate within the budget,

and about the cost per patient in the clinic.
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Interviews wlth agencles acceoting referrals for
patient care

Agencies accepting referrals from the clinic were
informed by letter of the research project, and told
that one of the researchers would contact them by phone
for information about cllents who have been referred for
care. The researchers contacted agencies by phone at
the end of the three-month data collection period to
gather information regarding the number of referrals
that were actually seen, to ascertaln |f there were any
proplems with the cilent getting to the referral source,
and to establish the time elapsed from the referral to

the time the cliient was seen at the referral source.

Interviews with community human service support
ni ion

Community organizations which serve the clients
seen in the clinic were contacted by letter informing
them of the research project. A researcher, using an
open—-ended format, telephoned key personnel in select
CHSS0s to assess their perspective of the CHCHOS clinic.
Agencies contacted included: Hospital Emergency rooms
(2>, Jackson County Health Department, V.A. Domiciliary,
Jackson County Mental Health, Alcohol Rehablfitatian,

Gospel Mission, The Salvation Army, Adult and Family
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ervices, Access, and the Jackson County Medical

oy

&

ocliety.,

-
'u

Review of client records

Data were collected from client records of all
cilents participating in the research during the three-
month data collection period. The information collected
included demographics, the number of pecple seen who
were from the target population, the number of clients
treated, the number and type of health problems seen,
which ones were treated in the clinic, which ones were
referred for care elsewhere, the number of people who
were referred, the time from awareness of symptoms to
being seen in the clinic, and for those being referred,
the time elapsed from beling seen in the clinic to the
time being seen at the referral site. The cllent
records were evaluated for completeness per quality

assurance (QA) standards, stated in the CHCHQOSM.

Clinic records were reviewed for the followlng
datas:

Medications dispensed, transportation units
provided, and other social services provided by the

el inies




Client Satisfaction Questionnaire:

A Client Satisfaction Questionnaire, developed for
this study, was given by the clinic staff to all clients
participating in the research during the three-month
data collection period. The Client Satisfaction
Questionnaire (CSQ> was pretested by five clients for
readability and comprehensibility. The five
guestionnaires were filled out without difficulty by the
clients, marking appropriate ves and no categories.

None of the CSQs were marked with all ves or all no
answers. Two of the flve had written comments
indicating they were pleased with the c¢linic services

provided.

Documents and information used as standards for

evaluation

Researchers reviewed the following documents:
Community Health Center Homeless Outreach Services
Manual, (which contains the quallity assurance and
program standards), nursing treatment protocols, Jackson
County Health Needs Assessment, (Burton, et al, 1988),

and the budget analysis.

E}
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n si
The evaluatlion of the nurse-run cllnie conslists of

gualitative and guantitative data.

Clinieg

The c¢linic location, hours, funding, staffing and
nursing function were described. The number of services
provided were tallled and compared to the expected
standard. The budget and operating ceosts of the ¢linic
were enumerated and compared to the expected standard.
The cost of care in the ¢linlic was compared to the cost
of care in the Community Health Center, emergency rooms,
and private care. The written c¢linic goals used as a

basis for the expected outcomes were described.

g.] iFg“g.

The clients” perceptions of the clinic in terms of
accessibility, safety, helpfulness, and waiting time
were evaluated with the Client Satisfaction
Questionnaire. Responses in each category were
described by percentages,

The analysis of the demographics included the range
and mean for age. Percentage male and female and
percentage black, white or other race were computed.
Marital status was tallled and reported by the percent

single, married, divorced, separated, or widowed. The
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range and mean of vears of education were calculated.
Current occupations were computed and categorized. The
percentages for people living in their own home, with
triends, in a shelter, or not housed were tallied. The
length of time in the current situation was calculated
with range and mean times, Including the length of time

homeless.

Health

The types of health problems seen were analyzed for
frequency by type of problem and percentage of the total
tor each problem. The length of time from beginning of
symptoms to being seen in the clinic was analyzed by the
mean time, range, and correlation by types of problems.
The number of health problems treated in the clinic and
the number of health problems referred for care were
analyzed by computing the percentage of the total seen
or referred, and were correlated with the type of health

problems treated or referred.

Nurse

The number of patients treated by the nurse was
computed as the percentage of patients seen and compared
to the expected standard stated in the clinic goals.
The percentage of patients who were referred for care

and those completing the referral was calculated, as
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well as the mean and range time from referral to care at
the referral slte. The percentage of patients who did
not recelive the necessary care, medications, or supplies
as described in the nursing care plan was calculated.
The percentage of medical records that were complete
according to the standard was calculated.

The number of health problems treated according to
the nursling treatment protocols was calculated, as well
as the number of health problems for which there were no
written protocols.

Qualitative data of the nurses’ perception of their

roles in a nurse-run clinic was described.

Communlity

The community referral system and the general
support from the community, as well as any problems
patients had in accessing care, were discussed. The

community perception of the clinic was described.

Framework

The framework used for the evaluation was discussed
in terms of strength and weakness. From the
researchers” experience in using the framework,
recommendations regarding its generalization for use in

similar clinical settings were made.
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On the baslis of the synthesis of the data, 1t was
determined if the nurse-run clinic provided the care
intended as stated in the goals, what the costs and
benefits of this model of service were, and if the
clinic was seen by the staff, community and clients as
providing care to the target population in a manner that
is acceptable, accessible and safe. The usefulness of
the nursing treatment protocols wag discussed along with
the types of health problems that can be managed by a
nurse within the scope of nur=sing practice. Any
identified gaps 1in services were described and possible

solutlons discussed.
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Findings

Introduction

The findings are organized according to the five
focus areas of the framework identified for this study:
clinle, c¢lient, health, nurse, and community. Each area
is addressed using a format of descriptive data followed
by guantitative data describing each of £he areas of
study. Inferences are made about the cbserved outcomes
to answer the five research guestions for this study and
to compare outcomes to the related program standards and
objectives as stated in the Community Health Center
Homeless Outreach Services Manual (CHCHOSM). Data were
collected during a 3-month period (May 2 through August

Zy 19392

Clinie

This section describes the clinic at the two
different sites that were used during the data
collection period. Following the clinic descriptions,
the gquantitative data is presented.

The clinic for people who are homeless is currently
held at The Salvation Army Shelter, on Crews Road, in
Medford. During the data collection period, in an

attempt to reach more of the target population, the
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clinic was moved to a locatlion closer to town. The move
resulted In a decrease In the number of clients served;
congsequently, the clinie slte was moved back to the
original location at the Salvation Army Shelter.
Participant observations were made at both clinic sites.
When the clinic returned to its original site, the
clinic hours were also changed to coincide with shelter
check-in and meal time, to enable greater accessiblillity
tor clients.

Because of these changes and the decrease in
numbers of clients anticipated, the data collection
period was extended from six weeks to three months.

The clinic is staffed by two registered nurses
employed by the Community Health Center (CHC>. They are
asslisted by a volunteer RN and a VISTA worker. The
VISTA worker does the inltlal clinic reglstration and
Intake forms, lets clients know about other services
avajilable in the community, keeps statistics, and
directs clients to the nurse when it is their turn to be
seen. The nurses take histories, examine the clients as
indicated by thelr problems, conduct a nursing
assessment and formulate a treatment plan. They
frequently discuss probiems with each other, and use the
Nursing Treatment Protocols and other written materials,
such as the Rural Health Services Manual from California

and the Non-Prescription PDR, as guidelines. The nurses




may make referral appointments for the clilents, or if
the clients prefer to make thelr own appointments they

are given the necessary information to do so.

Data from participant observations were collected
at both clinic sites., One observation was at The
Salvation Army Main Offlce, close to downtown Medford.
The other observation site was The Salvation Army
Shelter on the outskirts of Medford. One researcher
recorded observations for a four-hour period at the
¢linle held at the downtown Salvation Army offlce, and
the other researcher recorded observations for a four-
hour periocd at the clinic held at The Salvation Army

Shelter.

Clinic held at The Salvation Army downtown office.

For this clinic site, two rooms were utilized, one
for client intake, the other for nursing assessments.
As there was not much privacy between the two rooms,
music was the predominant audiologic stimulant. Y"Puff
the Magic Dragon" and "If I had A Hammer" were plaving
at an elevated volume. One nurse was working in the
clinic on this day in an office-type room. A peach-
colored sheet was used as a curtain to divide this room
in haift. The muslic flowed In from a vent In the wall

next door. There were two clients seen on this morning.
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On this day, it was observed that Client

Satisfaction Questionnaires were not distributed.

1 ; "

The Salvatlion Army Shelter was the site of the
other cilinic qbservation. The clinic was set up in one
of the family dormitories. The intake was done by a
Volunteers In Service To America (VISTA) worker in the
sitting room, with a card table for a desk. The room
had two couches and some tables and was carpeted. It
was comfortable in a lived-in fashion. The windows
looked out on walkways or patios where people
congregated to wait for meals. One nurse worked in a
dorm room, furnished with a set of bunk beds and two
single beds. ©She had a card table for her supplies and
tolding chairs. The other nurse worked in a small
furnace closet, with a small desk and cupboard for
supplies and folding chairs. This closet opened out
onto the sitting room where people waited and were
registered. The feeling In the clinic was relaxed and
personable. The VISTA worker offered people iced tea
and crabapples that someone had donated. The people
made themselves comfortable and talked while they
waited. The clients were given the option of having the

researcher present or not, and none refused. Client
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Satisfaction Guestionnaires were handed out to most
clients seen that day.

This section will describe the observed outcomes as
they relate to the specific Program Objectives I, II,
IV, and VI, as outlined in the CHCHOSM and Research
Questlion #1,

PROGRAM OBJECTIVE I1: A minimum of one thousand

(1,000 nursing assessments will be provided to

homeless persons through scheduled outreach clinics

located at the Salvation Army Shelter in Medford.

({This estimated number was derlved from a "best guess"

based on two clinles per week)

According to client records, a total of 43 clients
were seen during the data collection period, May 2 thru
Aug. 2, 1989, These 43 clients made a total of 76
visits to the cliniec. According to the clinic
statistical records, there were 119 visits. a review of
the client records and clinic statistical records
reveales that there were visits listed on the clinic
statistical records for which there were no client
records (for example, four family members treated for
lice by the volunteer nurse and camp physicals done for
six c¢children). Durlng one participant observation
period, a man came in with a laceration on his leg,

which was checked, cleaned, and bandaged by the nurse
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along with instructions for wound care; there was no
record for this client. Thus, the figure of 119 is
probably the more accurate of the two figures describing
the number of visits, but the analysis will be done on
the 76 records that exist.

The expected number of visits for this time period,
according to the grant proposal, was 250, 174 more than

were actually seen.

PROGEAM OBJECTIV 3 h egistered nursing staff

will provide a minimum of two hundred fifty (250>

= om ¢ utre
medical clinics to more traditional medical settinas,
for the purcoses of further diagnostic evaluation and

treatment.

A major function of a nurse-run clinic, in addition
to primary care, is appropriate referral. As a
satellite it was expected that the homeless clinic would
serve as a referral source for the parent CHC,

The expected number of referrals was 63: the actual
number was 26, 37 less than expected. The majorlty of
referrals were to the CHC for treatment, or to Jackson
County Mental Health or substance abuée centers for

treatment.
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PROGRAM OBJECTIVE IV: Medication assistance will be

provided to a minimum of five hundred (500) homeless

persons.

The expected amount of medication assistance was
125. The actual number was 44, 81 less than expected.
Mozt common medications dispensed were non-prescription
pain medication, cold and allergy medications, vitamins,
and vouchers for prescription medications pecople were
unable to purchase.

Twelve clients were provided with supplies. The
most common supplies were bandages, socks, powder, and

toothbrushes,

PROGRAM OBJECTIVE VI: Transportation will be assured,

when appropria for a imum two hu e B
(2502 persons, for the purposes of keeping medical
appointments, through a cooperative agreement with

external community agencies.

The number of ¢lients assisted with transportation
was expected to be 63, the actual wasg 2, a difference of

&l

RESEARCH QUESTION #1: What is the cost in relation to

_ I
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Funding for the clinic is generated from a number
of sources. The total initial operating funds include:
The Carpenter Grant (the major contributor) 10,000,
fundraising éS,OOO, contributions $175, a VISTA Grant,
and a local match (coming out of CHC funds). The total
operating budget was $28,254. An allottment of $200 was
made for supplies from the local match funds. The basis
for figuring the cost of care per unit of service
($13.17) was calculated from the direct fundlng source
($13,175) divided by the anticipated units of service

1,000,

$13,175/1,000 = $13.17 cost/unit of service

’

The cost of care per unlt of service Is based on
the direct funding available and does not include the
estimate of costs of the supportive services from the
CHC and VISTA (indirect funding) because these
services/indirect funds would be available to CHC for
use alternatively if the Homeless Qutreach Clinic ceased

to exist (see Table 2.

Table 2

Funding Sources

Source Amount
Direct Funding

Carpenter Grant $10,000.
Fundraising $ 3,000.
Contributions $ 175,

$13,175.
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Indirect Funding
Refers to the estimate of value of supportive
services made availlable from the CHC if needed.

Personnel , $13,259.

Travel and

cperating expenses $ 4,995,
$18,254.

In comparison to services provided by other
agencies in the community, the Homeless Outreach Clinic
is cost effective as an initial step in assessing and
treating health problems of the homeless (See Table 3).

The Jackson County Department of Public Health was
not included in the following table because only primary
health care services for limited health problems were
provided: sexually transmitted diseases, immunizations,

and family planning.

Table 3
Basl¢c Charges for Health Care In the Communlty
Agency Basic ChargesVisit
VA Domiciliary outpatient clinic $127.00
VA Domiciliary outpatient mental

health clinic 60.00/hr
Counseling thru Homeless Outreach Clinic 13.33/hr
Ashland Community Hospital ER 75.00
Providence Hospital ER 85.00
Rogue Valley Medical Center 60.00
Private Pediatrician 39.00
Community Health Center 32.60
Homeless Outreach Clinic 13,47
Homeless Outreach referral to CHC 28.25
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Client

Thig =section will describe selected individual
clients seen during the participant observations at the
two clinic sites, describe client satisfaction inferred
from data from the Client Satisfaction Questionnaires,
and present the demographic data describing clients seen
during the study period.

Client profiles are presented from the particlpant
observations In the cllinies in order to convey an
impression of the diversity of persons and issues to
which the nurses must respond. The first two clients
were observed in the clinic held in downtown Medford at
The Salvation Army office.

Client # 1.

The first client was a male traveling through
Medford who had been treated a week before for diarrhea
in an Emergency Room in Washington. The medications he
had been given were not helping the problem and the
diarrhea persisted after 7 days. He was well groomed
and casually but cleanly dressed. His face wore the
signs of fatigue and continual sun exposure. The
nurse’s assessment led to a series of phone calls to
develop the nursing care plan: the Medford CHC, the
Emergency Room in Washington, the Ashland CHC, and the

private home of the CHC Nurse Practitioner. As none of
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these attempts resulted in helpful information, the
nurse managed the situation independently. She offered
the client a place to stay at The Salvation Army
Shelter, arranged stocl cultures for Ova & Parasite x 3
days with white blood cell analysis at Rogue Valley
Medical Center Laboratory, and telephoned for an
appointment for him to be seen at the Medford CHC for
follow-up. Transportation was provided to the Hospital
Laboratory by the VISTA worker for this day only; the
client was advised by the nurse that he needed to
“arrange for his own transportation to get to and from
the hospital for the next two days. The nurse called
and arranged for him to stay at the shelter for four
days and nights. She then called the Medford CHC and
made an appointment for an evaluation on Friday. After
discussing fluid replacement, the client left with the
VISTA worker and the nur=se finlshed her charting. Thls
client’s record was not among the client records
submitted for this study; therefore, it was not possible
to follow up on the final outcome of this man’s problem

and his statistics were not included in the analysis.

Client #2.

The second client, a middle aged male, came into
the clinic with a complalint of headaches. The nurse

seemed to know this client and spoke easily with him.



4z

The conversation was therapeutic, and enabled the client
to discuss the grief he felt over the loss of his wife

three vears ago. His treatment plan included advice to
limit coffee consumption and encouragement to keep busy

with his writing and other projects.

The following client profiles were from
observations from the clinic after it was moved back to

The Salvation Army Shelter on the outskirts of Medford.

Cllent #3

The third client was an 18-year-old woman who had
recurrent abdominal pain. The nursing assessment
Included a review of the cllent’s written history,
discussion of any findings that were llsted, and
measurement of weight and blood pressure. The client
appeared at ease as the nurse developed good rapport
through her careful assessment of the history. As the
nurse went through the history, asking questions about
the client’s comments, the client began to add more
information, relating the beginning of the abdominal
pdin to an abortion she had 3 years ago, and her concern
that since then she has not been able to become
pregnant.

The nursing treatment plan included a complete
evaluation at the CHC, health teaching about the

necessity of a good diet, weight control, the need for
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regular exams, pap smears, birth control, and resources
in the community where services could be obtained. The
client was given the number of the CHC to call, as she
preferred to arrange her own appointment. She thanked

the nurse for her services,

Client #4

The fourth cllent observed was a woman in her late
thirties. She was traveling with her husband, two
daughters, and recently widowed sister-in-law. She had
scolliosis and osteo-arthritis and was out of her
medication, Naprosyn. She planned to start a new Jjob
soon, but currently had no money and needed the
medication right away.

The care plan included samples of Ibuprofen and a
referral to the Medford CHC for a prescription of the
Naprosyn.

The client expressed her appreciation for the help

and stated, "We‘re not takers, we just need to get

settled."
Client #5
John was the fifth client observed. He told the
nurse, "I hoped you were here, I need you to look at my
leg. I stabbed myself." He was wearing Jjeans. The

nurse told him to find a towel to put around himself and

take off his jeans so she could see his leg. He
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returned wearing sharts. He Jjoked fthe whole time the

nurse cleaned and dressed the wound on his leg. He had
cut himself with his pocket knife while he was opening a
carton at work. The nurse instructed him in the care of

the wound and what to look for if it became infected.

Client #6

The sixth client observed had been in the clinic
several times before, according to her record. She was
a middle-aged woman with stringy, dirty gray hair. She
was dressed in jeans and a stained tee shirt, and wore a
Jacket even though the day was hot. She sat on the
couch awalting her turn, staring straight ahead and not
talking with anyone. The nurse saw her, asked the VISTA
worker for her record, and called her by name, asking
how she was and "What can we do for vou today?" She
came into the closet and with an expressionless face
said she needed a toothbrush.

The nurse asked her how things were going for her.
She replied that she was still dry and had gone to an AA
meeting in Eugene and Jjust got back, but she left her
toothbrush there., She had been camping out since her
return. The nurse asked if she needed help getting in
to mental health or help getting Social Security

Disability again, but she said she was going to go back
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to the Jehovah Witness Church first. The nurse gave her

a toothbrush.

The following section describes the observed
outcomes relating to research question #2, and presents

the demographics of the sample.

.
3

satisfaction with the clinic services?

Client Satisfaction Questionnaires (CSQ) were to
have been distributed to all clients at the clinic
during the data collection period of the study. They
were to have been distributed by the VISTA worker at the
end of a c¢llinic visit. During the participant
observation periods in the clinic, not all clients were
gliven questionnaires to complete and it is unknown how
many questionnaires were given out but not returned.
The VISTA worker stated that everyone given a
questionnaire completed and returned it.

From the total 43 clients seen, 29 gquestionnaires were
returned,

The results of the CSQ indicated a favorable
response of the cllents to the c¢linic. The cllients
indicated the clinic was accessible and provided a

service they perceived as being helpful (see Table 4).



46

Tabhle 4
ct t =

Question Total N Yes No N/A
Easy toc find out about? 29 29=100% 0
Easy to locate? 29 29=100% 0
Long wait to be seen? 29 0 29=100%
t'eel safe at clinic? 29 29=100% 0

Helped by nurse? 29 28= 97% 0
Liked the way they were

treated 29 29=100% 8] 0
Knew they were referred

elsewhere? 29 17= 59% 10=34%

If referred, able to get

there? 29 19= 66% 2= 7% 10

The following statements are some of the additional

writt

en comments:

"Real good nurses, assistance, and medical

supplies. Plus pleasantness, kindness, and

conslideraticon.”,

"Thank You and God Bless.!
"The staff is doing a good Jjob."
"Thank You."

"It makes a vital contribution to the community"
"Friendly and cooperative--knowledgable, but seems
to be lacking in equipment and faclllty to care
tor patients, therefore having to refer to other

facility. When there is no money or

transportation, don’t eat well and sick, it makes

it hard."

YJust thanké."
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"Thank You."

“Great."

"Good concerned people who work for the clinic,
from transportation to good nurse."

"Medford needs doctors and nurses who are willing
to give of themselves to helping the poor and the
homeless. Without this clinic there is no hope
for medical treatment without insurance or money.

I pray to our Lord that this clinic remains open."

Demoaraphics

The mlssion statement of the Homeless Outreach
Manual for the target population states: "Clinic
services are available to any homeless individual who
requests to be seen.'

The demographic descriptors derived from client
records and summarized in Table 6 present a
comprehensive profile of the 43 persons who made the 76
clinic visits for which there were records, during the
observation period. The data includes their years of
education, occupation, time in current living situation,
and time they have been homeless.

Ninety-elight percent of the people seen in the
clinic were from the target population, very close to

the projected 100% (see Table 5.
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Table &5
Description of Clients
Samplie size N=43
Age Mean 36 yrs.
Range 1-64 yrs.
N percent
Sex Male 31 72
Female 12 28
Race Black 1 2
White 38 88
Other 3 7
Unknown 1 2
Marital Status Single i 30
Married 10 23
Divorced 1:8 30
Separated 4 9
Widowed 3 7
Cccupation Entry level skills o 21
Some training 5 12
Trade 12 28
Profession 4 Q
Housewife 2 5
Child 3 T
Unknown 8 19
Time In current <1 month 21 49
living situation 1-3 months 11 26
4-6 months 0 0
6-12 months 0 0
>l vear i 2
unknown i0 23
Time homeless <1 month 1 2
1-2 months 15 35
3~-5 months g 21
6-12 months 5 12
1-5 vyears 4 9
>5 vyears 9 21
Not homeless 1 2
Living Situation Own apartment 1 2
Shelter 35 81
Not housed 3 7
Friends 1 2
Unknown 3 &
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(cont. Table 5, description of clients)

Years of Education Mean 12 vrs.
Range G-16 yrs.
Information not available
N=15 35%

Children N= 3

Health

This section will describe the observed outcomes as
they relate to the types of health problems seen at the
clinic for people who are homeless, the differences in
the types of health problems treated at the clinic
versus the types of health problems antlicipated from the
prior Jackson County Health Needs Assessment (Burton, et
al, 1988), and will address Research Question #3.

A wide range of health problems was seen in the
clinie. The most common problems were skin problems,
respiratory problems, cardio-vascular problems, mental
I11lness, and problems relating to substance abuse. Many
of the problems seen In the c¢linic were chronic health
problems (38% of the visits).

The length of time from the onset of symptoms until
people were seen for acute conditions was a mean of 8.6
days, with a range of 1-60 days. Mean times from onset
of symptoms to being seen for care in the major
categories of illness were: gastro-intestinal problems

(1.6 days), musculo-skeletal problems (11.25 days), drug
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related problems (12 days), and dental problems (10.8
days>. <(For a complete description see Appendix G
There were some differences in the types of health
problems treated at the clinic versus the types of
health problems ahticipated from the prior needs

assessment (see Table 6).,

Takle &
— £

Needs Assessment and Homeless Clinic.
Health Problem Jackson Co. Homeless Clinic

N=59 N=43
Respiratory problems 28% 14%
Cardiovascular 20% |
Gastrointestinal 13% 7%
Genitourinary 2% 0%
Bone and Jjoint 24% 8%
Head 20% 6%
Neurological 2% 3%
General 34% 3%
Dental 63% 7%
Skin 0% 19%
Mental Illness 192 8%
Drug Problems 13% 2%
Alcohol Problems 25% 6%

(Note: persons in both studies could report more than
one health problem.)

RESEARCH QUESTION #3: What are the tvpes of health

- i} = 7

O0f the health problems seen in the clinic, 48% were
treated by the nurse, 24% were both treated by the nurse
and referred for further care, and 28% were referred

elzewhere for care.
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The nurses were most often able to treat without
making a referral: skin problems (trauma 66%, dermatitis
67%), respiratory prob]ems (67%) cardio-vascular
problems (88%), and musculo-skeletal problems (50%).

The problems most often referred were: neurological
problems (100%), problems assoclated with diabetes
(100%>, alcohol (60%>, and drug related problems (50%)
(see Appendix H for complete description).

Details of the client management process (treatment
and referral), are presented in the next part of this

report (Nurse, Section II, III, and IV).

Nurse

This section will describe the observed outcomes as
they relate to Quality Assurance Standards 1 and 3,
Program Objective V, and Research question #4.

Data collected from the two c¢linic nurses regarding

their nursing roles and functions will be divided into
five sections which will include:
Section 1 The nurses’ perceptions of their clinical

roles as assessed by the open-ended
interview format (Appendix E).

Section II The usefulness of the Nursing Treatment
Protocols.
a. according to the two nurses’

perceptions.
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b. according to quantitative analysis of
the nurses’ notes on client records.

Section III The number of clients the nurses were able
to treat and the number of clients they
needed to refer.

Section IV The number of clients who were able to
complete the referral process.

Section V The completeness of the nurses’ notes on

client records.

Section I: The purses’ perceptions of their

clinical roles.

The two nurses were interviewed for their
perceptions of their functloning in this clinical role
and the types of problems they encountered. The same
five questions on the open-ended format guide (see
Appendix F ) were used by each researcher to interview
each nurse. These questions addressed issues that were
thought to be particularly relevant to the effectiveness

of the clinic services.

Question #1 Would vou share vour feelinags and

perceptions of vour professional nursing role in this

First Nurse:

"It feels good."
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"It is one of the few places where you can use your
full potential."”

"There is good backup."

“I never feel out on a limb, consultation is only a
phone call away.!

"I never feel unsafe here, there are enough pecple
around and the clinic seems important to everyone,

everyone keeps an eve on us.'

Second Nurse:

"Triage is the obvious reason."

"I feel really adeguate in this role within my scope
of practice. 1 like that role."

"I make a lot of referrals, I am an initiator,
facititator, and advocate of health care."

"I am a caring witness to people as they explain
their ilfe situation.?

"I think realistically that s kind of a tender
position to be in." "I‘’m personally exploring that

role."

"People have a lot of physical and emotional
problems, realistically I can only give them a limited
amount of my time."

"It“s an addicted population that we see most, it
concerns me to keep my communication therapeutic;

protective of me and aware of them."
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"My personal feelings...Il love the role because I
learn alot from other people; that‘s why I like doing
it'ii

"I think it has personally and professionally

expanded me."

Question #2: Would vou explain the referral process

when vou determine a client needs care bevond what can

be provided here in the clinic?

First Nurse
"Referrals are based on the protocols, nursing
practice, ahd the severity and urgency of the symptoms."
"I feel the need to4do some advocacy to get clients
into the referral services." "If they Jjust call, the
wait is too long."

"Follow-up on the referrals is a problem."

Second Nurse

"It varies, for the most part if we give them the
name and phone number and they arrange for an
appointment themselves, there is a good chance they will
go."

"If we set 1t up, for example at the CHC, the patient
usually won’t show up for the‘appointment."

"There are two conditions under which I will make an

appointment for the client:
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1. If my making the appointment ensures the care
happening.

2. If the patient or client is in such a crisis
that I see they are incapable of acting on their
own behalf."

"We agsess how emergent the referral 1s to basic
care,for example, if a woman with kids needs glasses,
immunizations, and shoes no longer fit, 1711 have her
call Lions, the Health Department, and The Salvation
Army for shoes. The opposite: if a woman has vaginal
bleeding, cramping and fever, 1711 make the
appointment".

"11]1 assess for myself what their own cabability of
getting there is. I won’t make an appointment for

someone who won’t keep it."

Questlion #3 &) What problems are experlenced by the

cllents In getting to the clinle aor a

referral site?
b) What arrangements are available if

clients need help with transportation

to obtain care?

First Nurse
a)> "Patients don“t have problems getting to the
clinic¢ now."

b) "Transportation is difficult now. There is no
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liability insurance to cover transporting
patients."

"The VISTA worker is a woman and we are not
comfortable,having a woman doing the
transportation by herself.®

"“People need to get to referrals on their own. We

have bus tokens or can give people gas money."

Second Nurse:

al

b3

"Personal motivation and lack of transportation.®
"Talk to the Major."

"Salvation Army Volunteer."

"VISTA Volunteer."

"Bus money 1= occaslonally avalilable.?

"Sometimes no arrangements are avallable."

"They walk alot, about two miles."

Question #4 What support services are available to

cllen ive medication ] services

they need?

First Nurse

Medications:

"We have some non prescription medications here in

the c¢linic that we can give to people.®

"Some prescription medicines are available from the

CHC."
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"We need some way to get medicines for pecple who
have chronic problems and need the medicines on an
on-going basis.”

Support Services:
"We refer mostly to The Salvation Army, or to Mental

Health or drug and alcohol treatment services.®

Second Nurse
Medications:

"Over the counter medications are available here in
the labeled cabinet.”

"Prescriptlion medications are obtalned through the
Community Health Center Medication Grant Program.
All drugs are $3 per medication, mostly for acute
problems. Clients are informed that this is a
revolving fund and are highly encouraged to pay,
but are given the medication if they have no
money . "

"At St. Vincent de Paul, clients go through their
intake process, and get vouchers for their
medications,"

"With the CHC Voucher Program, clients is given
a voucher for their medication. They are asked to
pay this back. It’s mostly for chronic problems.*"

"There’s always a way people can get meds."

Support Services:
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"I think they are limited."®

"They are all non-proflt agenclies with limited
budgets."

"Crisis Intervention Services (CIS) publishes an
annual referral guide for social support services."
“The VISTA Volunteer created a referral guide
specifically for the homeless."

"The Nurse could write a note to the Major to allow a
patient to stay here until a bus ticket came

through."

As an example of coordinating care through community
support services, Crisis Intervention Services of
Jackson County and The Salvation Army negotiated a
successtul intervention to 5 crisis situation for one
person, a black dlabetic male from Los Angeles. Hls
blood sugar was out of control and he had foul smelling
ulcers on his leg. He received a 10-day supply of
antibiotics from the Emergency Room, but could not
qualify for The Salvation Army Beneficiary Program to
remain housed in this area long enough to get his health
problems stabilized. He felt at risk for racial
problems in this predominantly white area, and was
impaired by decreased mobility. He was issued, through

the combined efforts of the above mentioned agencies, a



o
Lt

one-way ticket to Los Angeles to return to his familiar

hospital and relatives.

Section II The usefulness of the Nursing Treatment

Protocols
a. according to the two nursegs”
perceptions
b. according to the quantitative analysis

of the nurses’ notes on client records.

N . I 4 g £ ] - t} .
treatment protocols useful in vour assessment of

clients?

RESEARCH QUESTION #4: What is the value of using the

Nursing Treatment Protocols?

a. The nurses perceptions
First Nurse
"The protocols were useful, partjcu]ar]y when we were
starting out.”
"We use them less as we have the information
internalized." :
"There are gaps in the protocols. Scmetimes the

information isn‘t complete encugh."

Second Nurse

"Yes, Nursing Treatment Protocols are useful, but



most clients have problems for which we have no
protocols,”

"The presenting problems are so complex, in reality,
it’s the nurse practitioner that I call.”

*The nurse practitioner reviews charts every week,
and signs them off. She leaves sticky notes if she
has further comments.”

"The Rural Health Nursing Protocols are also used."

"Lots of consultation".

b. The use of the Nursing Treatment Protocols according
to review of client records addresses Quality Assurance
Standard #3; however, protocols developed for the clinic

are only one information base used to guide practice.

QUALITY ASSURANCE STANDARD #3: Interventions are based
] vid ‘ a S5 1 ast histo

practitioners’ scope of practice and medically

rov £ L otocols.

According to the quantitative analysis of the
nurses’ notes on 43 client records who made 76 visits
and presented with 84 health problems, 8% of the health
problems were treated according to the protocols, and 8%
were not treated according to the protocols. Those not
treated according to the protocols were treated in a

manner very close to the protocols, but substitutions
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wefe made, such as using Betadine for cleansing rather
than sdap and water. For 83% of the health problems
seen no protocols have yet been developed (For a list of
the problems not covered by the protocols, see Appendix

' § I

Section JIII: Number of c¢lients treated and

referred

According to the client records, the nurses saw 43
clients for a total of 76 clinic visits during the data
collection period. The c¢linic projection for percentage
of ¢llents treated by the nurse was 75% with 25% being
referred elsewhere for care. During the data collection
period 85% were treated or partially treated by the
nurse, and 61% were referred, a higher than projected

referral rate (see Table 7).

Table 7

i Visi -

N %

Total clients seen by the nurses 43 100
Total clients treated by the nurse 16 38
Total clients referred for treatment only 6 14
Total clients treated and referred 20 47
Unknown-record not complete 1 2
Total ftreated by the nurse 36 85

Total referred 26 61
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Section 1V: Number of clients who completed the

referrail process

Evaluation of the number of c¢llients who were or
were not able to complete the referral process was
surveved through c¢lient records and telephone contact

with other agencies (see Table 8).

Table 8
] Referral F w-up Surv
N %
The number of clients referred to CHC 25
Those who completed the process Q 36
Those who did not complete the process 16 64
Range (Time until seen for referral?’ 1-8 days
Mean time until seen for referral 2 days
Referrals made to other agencies 15
Other agency referrals completed Q &0
Other agency referrals not completed 6 40

The referral agencies did not provide the expected
follow-up data about how long it took for clients to be
seen.

It was noted the more acute the problem, the
greater response to the referral. Incompleted referrals
tended to be for complete physical exams, preventative,

or chronic problems.
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Section V: Completeness of nurses’ notes.

The client records were reviewed for completeness
according to the Quallty Assurance Standard #1, Program
Objective #5, and the Program Procedure entitled Intake
Assessment as stated in the Community Health Center

Homeless Outreach Services Manual.

QUALITY ASSURANCE STANDARD #1: Written assessment and

treatment plans shall be maintained for each per=son

seen _at the outreach clinic and reviewed by the

Medlcal Director at quarterlv Intervals,
PROGRAM QBJECTIVE V: Screenina and referral services

will be provided as indicated, for mental and

emotional illness, or for chemical addiction or

dependency, for one hundred percent €100%) of program

participants.

The Communlty Health Center Homeless Qutreach
Services Manual Program Procedures entitled Intake
Assessment indicates that the client records shall have
the following information: demographic data, family
status, length of time homeless, veteran status, life
style changes, medical history, medical risk factors,
mental illness history, substance abuse history,

medication currentliy used.
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The records were complete (79-100 %) for most items
except for one area, follow-up on referrals., 0Of the
records that had referrals, 19% had follow-up
information on the referral, 81% had no follow-up

information (see Table 9.

Table ¢
Completeness of Records
Area Complete Incomplete Missing

N % N % N %

Demographics 35 81 8 19

Family status 43 100

Time homeless 43 100

Vet Status 42 98 1 2

Life Style 34 79 Q 21

Medical History 43 100

Rlisk Factors 40 93 3 7

Mental Illness 39 S1 4 o

Substance Abuse 41 95 2 5

Current Meds 38 88 5 12

Assessment 41 95 1 2 1 .

Intervention 42 98 | 2

Follow-up 5 19 22 81

Community

The next section will describe the observed

outcomes as they relate to Research Question #5 and use

data organized arcund Program Standard #1.

support services organizations perceptions of the

clinic?

PROGEAM STANDARD #1: Taraet Marketina:

Commun i ealth C hall enga itsel i
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serve the homeless; sald marketinag shall pe

specifically targeted to the homeless population

throughout Jackson County by providing service to

a heterogeneous homeless population

representative of users of The Salvation Army

Shelter (80%), and other homeless support svstems

(20%2, such as the Gospel Mission and St. Vincent

de Paul.

The main referral source in the community is the
Community Health Center(CHC)>. Because the clinic for
the homeless is an outreach project from the CHC, the
referral appointments are easily facilitated. Other
frequent sites of referral have been to The Salvation
Army, CERVES (a coalition of emergency soclial services),
On Track for alcohol and drug rehabilitalon, Jackson
County Health Department, Jackson County Mental Health,

Veterans Administration, and private dentists.

Ten community agencies that were used as referrals
were contacted to assess their knowledge of the clinic
and their perception of the clinic services: & were
aware of the clinic and 4 were not. Of those that were
aware of the clinic, 3 referred people to the clinic for
care. A comments from a key agency person interviewed

was: "they must be doing a good job, because they (CHC)
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always do a good job." Personnel at The Salvation Army
teel the clinlics are doing very well. They wish that
they had better facilities for the nurses to use and
that the clinic could be held twice a week. They feel
the change back to the shelter was good, because the
shelter is less intimidating for people and there is
better availability in the evening hours.

One interviewee who felt he was In a good
position to hear complaints sald, "I haven‘t heard a
single thing that was not positive." He felt very
supportive of the clinic and the efforts that the
Director had made towards its success. He frequently
makes referrals to the homeless clinic, because the
services at his agency are limited to a specific
population and cannot asslst other famlly members who

have medical problems.
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Interpretation
The effectiveness of the clinic for the homeless in
relation to the stated agency goals and participant
cbservations will be discussed according to the five
focus areas of this descriptive evaluation: clinic,

client, health, nurse, and community.

Clinic

As reported in the literature, clinic facilities
that are most effective ln reaching people who are
homeless are provided in an area where homeless pecople
congregrate. With the clinic’s move back to the
shelter, the clinic census increased. The: glinie
hours’ coinciding with the times most people would be at
the shelter for the evening meal and to check-in for
lodging provides greater access to care.

The nursing staff provides client care in limited,
makeshift work space with minimal storage area for
supplies. In spite of these inconveniences, the clinic
provides an opportunity for accessible, low-cost primary
health care that has not existed in this geographical
area up to this time. The feeling in the clinic appears
to be relaxed, comfortable, and acceptable to the
clients, who express gratitude for the service. The

Salvation Army, according to the Major in charge, would
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like to provide nicer facilities for the clinic and
still] maintain the comfortable atmosphere. The c¢linic
staff appeared to’work harmoniously together.

The number of clients seen in the clinic fell short
of the proposed goal. The difference in the proposed.
and actual statistics reflect the changes made in the
ciiniec location and hours, which affected the decrease
in number of clients seen. Also, the clinic was
initially planned for two days a week, but there were
not sufficient funds to provide staffing to do so.

Since 119 units of service were recorded on the
Clinic Statistical Summaries and only 43 client records
recording 76 client visits were accounted for, there
appears to be lnaccurate documentation of services,
misplacement of records, or failure to provide the
researchers with the records.

Because the number of clients seen was less than
the expected goal, there was also a decrease in the
number of referrals that had been anticipated and
medications dispensed,

One unmet health care need ldentified is a system
to provide clients with medications needed for chronic
health problems on a continuing basis.

There was a surprisingly low number of
fransportation units of service. Perhaps the statistics

were not all recorded, but the given numbers would
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indicate that this area is in need of attention. In
addition, it aﬁpears that transportation assistance
remains a difficult problem.

Observed outcomes indicate that there is a
discrepancy between the projected cost of providing a
unit of service at $13.17 and the actual cost. The
lower-than-expected numbers seen in clinic are
responsible for this figure. The move of the clinic to
The Salvation Army Main Office also contributed to the
decrease of numbers. After the clinic moved back to The
Salvation Army Shelter, the average number of clients
seen per week was 14. The following projection can be

made from the 14 cllients seen per week:

14 x 4 = 56 clients per month x 12 months = 672 clients

Seen per year.

Dividing the yearly budget of $13,175 by 672
clients/yvear, a figure of $19.60 per unit of service

results. Example:

$13,175/672 = $19.60 cost/unit of service

The anticipated cost of service was not met because
it was dependent on the proposed {,000 clients seen. As
this goal was not met, the cost per client seen was

higher. At the present level of service this figure is
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still cost effective in relation to the cost of care in
the private sector for outpatient services.
In order to meet the stated objective of providing

a unit of service for $13.17, 21 clients must be seen
per clinic. This is probably a reasonable figure with
two nurses seeing approximately 2.5 clients per hour
over a 4-hour perlod. When the volunteer RN becomes
well enough oriented to work independently, the cost of
care may lmprove further.

Comparison of the clinic costs with the cost of care
in the Los Angeles clinics (sponsored by the UCLA School
of Nursing) of $50 direct cost per client visit and $90

per visit including indirect costs is favorable.

Client

The goal of serving the target population of people
who are homeless was met. Results of the demographic
analysis reflected a similarity in the population
composition to the demographics seen in the Jackson
County Needs Assessment (Burton, et al, 1988), which
leads the researchers to belleve they were seelng a falr
cross section of the target population. This was a
concern of the administrator since the clinic was housed
in a shelter with the Beneficiary Program. The
Beneficiary program allows some clients to remain living
at the shelter for longer perliods of time while they are

restructuring their lives. A large portlon of this
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populatlion using the c¢linic could create a biased
sample. One factor that may decrease the bias is the
use of the shelter’s evening meal hour as a time for the
clinic., Many people who don’t stay at the shelter do
come for meals.

The demographics of the clients reflected a very
similar population to the population in the Health Needs
Assessment (Burton et al). The racial mix of the
research sample reflected the racial mix of the study
area, predominantly a white population. The mean age of
the research population (36 yrs.) is the same as
reported nationally. The educational level is similar,
12 years the mean for the research sample and 11 years
the national mean. (Wright & Lam, 1987).

National figures for the percentage of women who
are among the homeless are from 20% (Bassuk, Rubin, &
Lauriat, 19862 to 50% (Hagen, 1987). The research
sample shows 28%.

In the sample of this study, there were two
distinct groups of people among the homeless. One
group, the largest, were homeless for less than six
months. This group seemed to be victims of
circumstance, lost jobs, poverty, family break up,
substance abuse, or poor planning, and were trving tao

reestablish their lives. The other group were homeless
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tor longer than five years, and seemed to have chosen,
become habltuated, or trapped In that life style,

During the data collection period, it was
discovered that three different client record forms were
being used, resulting in inconsistent demographic
information being collected. Thig resulted in =ome gaps
in the demographic data. More time spent in planning,
orientation, and involvement of the clinic staff in the
research project might have alleviated these problems.

The Client Satisfaction Questicnnaire (CSQ»
indicated that the clients were satisfied with the
clinic services, Clients found the services accessible,
easy to find, safe, and with little waitigg time for
gervice., Clients liked the way they were treated and
telt they were helped by the nurse. If they were
referred, most felt they could get to the referral site.

The clinic cbservations supported the results of
the CSQs, with the clients appearing relaxed and
expressing their thanks for the service. A further
indication of client satisfaction is reflected in the
frequency with which several clients returned to see the
nurses., In observation of cone fregquent clinic client,
one researcher had the impression that this was the only
place where someone would listen to her and really
cared about her as an individual. After several visits,

according to the nurses, she started communicating some
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of her more difficult problems, such as depression,
chronic mental illness, and substance abuse.

Problems were encountered with C30s not being given
to all clients. This lapse was validated during both
researchers’ observations. The actual number of CSQ‘s
given to clients is unknown. It would have been helpful
to number the C5Q0“s so that it would have been known how
many were given out and how many were returned. The
researchers had anticipated a larger number for a more

representative sample.

Health

The high percentage of health problems the nurse
was able to treat independently was impressive. The
nurses saw their role as providing triage, but they were
able to treat independently and completely over one
third of all the persons presenting at the clinic sites,

The more lncapacltating the presenting problem, the
quicker the client sought medical assistance. Chronic
problems were often neglected longer and were harder to
treat.

There were differences in the types of health
problems seen in the clinlic and those that were
anticipated from the Needs Assessment (Burton et al»’.
Some of the differences possibly reflect the different

approach to assessing health problems. The Needs
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Assessment approach was historical interviewlng for most
common health problems people perceived, while the

clinic assessment focused on actual current problems.

Nurse

The nurses perceived their clinical roles as being
very positive. They liked the broad scope of practice
that this environment promoted and felt they could work
to their full potential. They indicated consultation
support wag always available and was an important issue
in their feeling comfortable with their role. The
target population expressed appreciation to the nurses
for their services.

Frustratlion was expressed by the nurses in dealing
with the part of the population that had addiction
problems. These clients appeared to be manipulative and
it created difficulty for the nurses in Jjudging how much
responsibility they would take toward following
instructions and referrals,

The nurses also expressed frustration about problems
encountered with arranging transportation.
Transportation had been arranged through the Salvation
Army VISTA worker who was covered by the Salvation Army
iiability insurance and was able to use The Salvation
Army van. This arrangement was not effective. The

clinle can assist with bus tickets or gas money.
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Sometimes other agencies can help, and sometimes the
clients end up walking to the CHC, a distance of two
miles.

The extent of the nurses’ frustration with the
probiem was summarized wlth one nurse’s response: "We
are working on a soluticn.' "It“s hard, I can’t have
too much money in my pocket. The need is so great, that
I find it hard to resist helping out with money from my
own pocket."

The nurses expressed a feeling that much of their
role was trlage. They also reflected that clients were
good about dlifferentlating what kinds of problems the
nurses can manage and what problems need to be seen
somewhere else.

Safety for the nurses was an issue repeated in the
literature. The nurses and clients both commented that
the Salvation Army felt like a safe environment for the
clinic. The nurses felt that the c¢linlc was important
to the clients and the Salvation Army personnel.

Nursing Treatment Protocols were found by the
nurses to be useful, but limited., Protoceols did not
exist to treat many of the commonly encountered
problems, and existing protocols had a narrow spectrum
of acceptable treatment. The nurses were resourceful at
finding other references for treatment when there were

gaps in protocols.
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Client records were complete in the area of
history, assessment, and Interventlon, but frequently
lacked follow-up information. Legibility was sometimes
a problem in deciphering nursing notes on client
records,

Although CHC gualitfy assurance standards (QA) state
that records will be reviewed by the nurses at the end
of each clinic session, and quarterly by the Medical
Director, there is no documentation in the records to
indicate this is being done.

Consultation between the two nurses during the
clinic session was observed. Nurse interviews indicated
that the nurse practitioner is reviewing client records
weekly. There |z no documentation In the records to
valldate this review and it is not required by the QA

standards.

Community

The community agency most often referred to was
the Community Health Center (CHC> clinic. Those
referrals were generally processed smoothly and feedback
was good between the CHC clinic and the clinic for the
homeless because of the shared personnel and services.

The majority of community human support services
surveyed were aware that the clinic existed, expressed

positive comments about the clinie, but had little or no
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contact with the clinic itself. Some key support
agencies reported that they were not aware of the
services, hours, and location of the clinic. When
further information about the clinic was offered to the
agencies by the interviewer, some requested the
information and others did not. It ls recommended that
marketing strategies be lmplemented toward these key

support agencies.
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Summary, Recommendations and Comments

Access to health care for people who are homeless
is difficult; the difficulty in obtaining health care
may increase their health problems. The effective,
innovative c¢linical modes of providing health care to
pecple who are homeless have one common denomlnator:
they are housed in places where people who are homeless
tend to congregate.

The Community Health Center (CHC) Homeless Outreach
Clinic, housed in The Salvation Army Shelfer in Medford,
provides a weekly, four-hour, nurse—ruﬁ clinic to
assess health needs, and provides treatment and referral
as indicated to the clients seeking care.

This study of the clinic provides a comprehensive
evaluation of the services from the perspective of the
clinic, the ciient, the health problems seen, the
nursiné role, and the community. The five areas are
described on the basis of researcher observatlions and
interviews, use of a Client Satisfaction Questionnaire,
and review of client records and clinic statistics. The
observed outcomes are presented as they relate to the
stated goals of the Homeless Outreach Clinic, and the
effectiveness of the clinic is discussed. The
procedures for the description and evaluation of the

clinic were by primary data collection through direct
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observation and secondary data collectlion through review
of all ¢linie and ¢llent records. Interviews were
conducted with agencies accepting referrals, selected
community human service support organizations, health
care providers in the community, and the nursing staff
and administrator of the CHC. The clinic had been in
operation since the Fall of 1988. Data were collected
from May 2 through August 2, 1989.

Within the broad evaluation, the following specific
areas of concern were addressed:
1. The cost in relation to the benefit of the clinic.
2. The clients’ satisfaction with the clinic service.
3. The value of using nursing treatment protocols.
4. The types of health problems that can be managed by

nursing care.

5. The community human support services organizations”’

perceptions of the clinic.

Clip]d

The clinic site at The Salvation Army shelter was a
comfortable, non-threatening site for the clients and
nurses alike, despite the accommodations being somewhat
crowded and makeshift. Because there was a change in
clinic site and resultant decrease in the number of
clients seen during the research data collection period,

the clinic saw fewer than the number of clients
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projected. The cost per client visit at the clinic did
not meet the projected cost per client visit of $13.17
because fewer clients than anticipated were seen. The
calculated cost was $19.60, still a cost effective
figure considering the cost of care elsewhere in the
community ($28-$85/visit for primary care). That figure
will decrease as the number of clients seen increases,

Organizational problems that need to be further
addressed include transportation for clients to referral
sites, supplying medications on a régular basis for
people with chronic illness, and accurate record

keeping.

Client

The clinic met the goal of reaching members of the
target population. Ninety-eight percent of clients seen
were homeless. Fifty-eight percent had been homeless
less than 6 months. The group of people who had been
homeless for shorter periods of time, in general, were
the ones who were more coften victims of circumstance,
poverty, and poor planning, and were trying to
reestablish homes., The demographics of the population
geen were simllar to the national demographics reported
in the literature for age (M=36 vears), distribution of
male (72%) and female (28%), and vears of education

(M=12 vears). The racial mix was more similar to the
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racial mix of this geographic area: a predominantly

white population (white 88%, black 2%, other 7%, unknown

The clients of the clinic were very pleased with
the service provided. The clinic was perCeived as
providing a helpful service by 97% of the clients seen,
being easily accessable by 100%, and a safe environment
by 100%. The clients expressed their gratitude directly
to the nurses, as well as reflecting it in the Client
Satisfaction Questionnaires. Some people who had been
chronically homeless began to use the clinic on a
regular basis and started to make progress with some of
their mental illness and addiction problems. Many
clients returned for follow-up visits or for help with

different problems.

Health

Clients were seen in the clinic for a wide variety
of health problems. The types of health problems seen
were similar to those reported in the literature as
frequent problems among people who are homeless. Skin
(19%>, respiratory (14%), and cardio-vascular problems
(11%> were the major problems seen. Mental illness (8%)
and substance abuse (8%) were also presenting problems.
Chronic health problems accounted for 38% of the visits.

Clients came to the clinic for help sooner when their
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problems were incapacitating or were interfering with
their lives than when the problems were chronic or
preventative In nature.

Of the health problems seen in the clinic, the
nurses treated 48% by themselves, partially treated and

referred 24%, and referred 21% elsewhere for care.

Nurse

The two nurses working in the clinic perceived
their roles as being very positive and fulifilling. They
felt thelr sklills were well used In this setting, and
they recelved words of thanks from the ¢llients for the
service.

The nursing treatment protocols were perceived as
being somewhat helpful, but not complete enough. There
were no protocols for 82% of the health problems that
were encountered. The nurses used consultation with the
CHC staff for problem-solving when there were no
protocols or other reférence materials available to

assist in developing the nursing care plans.

Frustrations were encountered by the nurses in
working with a population with addiction problems.
Because of the clients’ addictive behaviors the nurses
had difficulty determining the clients” ability to

follow through with recommended health care.
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Transportation for clients to assist in completion
of referrals was also a problem. Referralgs that tended
to be completed were ones for acute problems or for
needed medications. Referrals for chronic problems or
general physical exams and prevention measures were less
often a priority with the clients and frequently were
not completed.

Nursing records were generally complete, with the

exception of information on follow~up of referrals made.

Community

Although most community agencies contacted for
their perception of the c¢linic were aware of the
existence of the clinic, they had little sense of the
effectiveness of the clinic. Further marketing needs to
be directed toward agencies which also serve the target

population.

Framework

The framework for the evaluation--evaluating five
areas: clinic, client health, nurse and community, by
descriptions, stated objectives, observed outcomes, and
effectiveness per the stated goals--worked well as a
auide for a comprehensive view of the clinic services,
It forced looking at the clinic from a very broad
perspective and enriched the amount and quality of data

collected. The framework provided an easy vehicle for



the data analysis and provided a logical method for
organizing the data.

Problems encountered with the framework were
decisions about where focus area items fit when they

were closely related,.

Recommendations for the Community Health Center

Expansion of clinic space within The Salvation Army
Shelter to provide a more comfortable and functional
work area for the nurses needs to be explored.

For the purpose of being consistently able to track
demographic Information, a standard form could be agreed
upon, and other forms destroyed.

Transportation problems need to be addressed and
resolved. It is unclear if the problem is with the
record keeping or that the system for providing
transportation is not working well.

Obtaining on-goling medications for people with
chronic health problems warrants further planning.

Systems for documenting statistics so that all
services are accounted for exist; however, they are not
providing totally accurate information, resulting in
less than complete documentation of services. Revision
of this system is recommended to provide more complete

documentation of services.
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Nursing Treatment Protocols could be more useful if
they were expanded to include more of the common health
problems encountered by the nurses. Additionally, the
spectrum of the existing protocols could be broadened to
include alternative effective methods of treatment based
on the availability of the supplies at the clinic,

Documentation of follow-up on referrals on records
could be facilitated by developing a staﬁdard method or
tormat for getting the follow-up information.

In order to validate medical/nursing reviews by the
Medical Director/ Nurse Practitioner for quality
assurance, it is recommended that reviews be documented
in the records.

More emphasis could be placed on marketing the
clinic services to key agencies in the community on a
regular basis. The potential exists for increased
referrals of the target population to the c¢linic if key
agencies possess accurate and pertinent information
about clinlc services., This could possibly be done by a

volunteer.

o .
Strengths and limitations of the study:

The study was facilitated by the long term
involvement of the researchers with the clinic from its

inception. Because there was genuine interest shared by



BEG

the clinic staff and the researchers In the results of
the study, there was a high degree of mutual support and
cooperation. The research questions guiding the study
were developed from specific areas of interest the
administrator of the clinic had about the cliniec. The
uge of multiple data sources--i.e., the broad-based
framework and the qualitative and gquantitative analysis
of the data--enhanced and enriched the quality of the
results.

The contribution this nurse-run clinic prévides to
the homeless population is best reflected within the
rich descriptions of the persons served and their
comments about the clinic on the Client Satisfaction
Questionnaires. A strong human quality prevails
throughout the study.

There would have been more compliete data if
orientations for the total clinic staff about the
research needs and clinic intake forms had been provided
and if the Client Satisfaction Questionnalres had been
numbered so that the number not returned could have been
calculated. Changes were made in the c¢linic intake
forms used for health history and demographic
information prior to the study, but the old forms were
not removed from the supplies and were sometimes used,
giving the researchers some incomplete data.

Confounding data occurred with disdrepancies between
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the number of cllients seen in the clinic according to

client records and clinic statistical summaries.

Recommendations for further study include:

Marketing strategies effective in reaching the
population of people who are homeless.

Marketing strategies are most effective in reaching
the community human support services agencies,

The correlation between the hlgh Incidence of
substance addictlon and homelessness.

The etioclogy and treatment of addiction.

Usefulness of the framework for evaluation in other

community clinical settings.

Significance of the study:

Further documentation of the ability of nurses to
function in an independent clinic role.

Documentation on the usefulness of Nursing
Treatment Protocols as a tool for promoting independent
clinical roles for nurses,

Documentation of the satisfaction of people who are
homeless with a clinie run by nurses.

Documentation of the types of health problems that
can be managed and have the potential to be managed by
nursing care.

Documentation of the cost effectiveness of a nurse-

run c¢linic.
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Development of a framework for the evaluation of
ciinles run by nurses,
Implementation of recommendations from the study

within the c¢linic.
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Expanded Description of the Framework Grid

Description will jllustrate:

Ciinic: Data on site location, hours of operation,
statfing, supplies avallable, and funding, will be
collected

throuah direct observation and an interview with the
administrator,

Client: Data on demographics related to sex, age, race,
ecducatlion, family status, occupation, living situation,
and homeless history, will be collected from client
records,

Health: Data on health problems, freguency, and
duration, wlll be collected from client records.

Hurse: Data on the nursing role in the clinic will be

collected by direct observation and interviews with the

Community: Data on the community network established
for referrals, the community social services network,
and the services they provide, including transportation,
will be collected from ¢linic records and interviews

with the clini¢ nurses.

Stated Objectives of the clinic will be enumerated from

clini¢ documents.



95

Clinig: Data on clinic program oblectlves and cost will
be collected from the Community Health Center Homeless
Outreach Services Manual (HOM), and the Budget Analysis
(Donlon, 1(988).

Client: Data on the goals stated for the estab]ished
client target population will ke ¢ollected from the
HOM-Standard I.

Health: Data on health problems will be collected from
the Jackson County Health Needs Assessment (1988, and
HOM .

Hur=sing: Data on program ohjectlives for the nurse will
pe coilected from nursing treatment protocols and

gual ity assurance standards in the HOM.

Community: Data on the objectives for the community

involvement will be collected from HOM-Standard VI.

Observed Outcomes

Clinic: Data on cost analysls, cost of care in the
clinic, and cost of care in other community settings,
will come from the budget analysis. HNumber of services
provided, medications dispensed, and number of patients
transported will cme from clinic records. Information
on how many patients did not receive the care
recommended in the nursing care plan and why will come

from client records.
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Client: Data on the number from the target population
will come from ciient records. Cllent satisfaction with
ciinic services, Information on cllent perception of
accessability, availability, and safety of the clinic,
will come from the ¢lient satisfactlon guestionnalre,
Health: Data on the number and types of health problems
treated in the clinic, referred elsewhere for care, and
length of time from referral to appointment at the
reterral site, will be collected from cllent records.
Nurse: Data on the number of clients treated according
to protocols, number and type where there were no
protocols, and number of records that were complete,
will come from review of c¢lient records. General
avalilablility of supplies, medications, equipment, and
the nurses perceptions of their clinical roles, will
come from interviews with the c¢linic nurses and direct
cbservation.

Community: Data from agencies participating in
referrals, problems encountered, number of patients
referred and number seen at referral sites, will be
coliected from interviews with referral agencies. Data
on the community human services support organizations
(CH330» perspectives of the clinic services, will be
collected through interviews with CHSSO’s.

Effectiveness per stated goals will be determined

through analysis of the data.
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Oregon Health Sciences University

CONSENT FORM

Cassandra Donlon and Janet Mever, are students at the Oregon
Health Sciences University under the supervision of Donna
Jensen PhD, Associate Professor in Graduate Nursing, and are
conducting a research project entitled: Evaluation of a
Nurse Run Clinic for Persons Who are Homeless. The purpose
of the study is to evaluate the services of the clinic and
to determine patient satisfaction.

You may be asked to participate in a personal interview

with one of the nurse researchers. The interview will last
about 1/2 hour. You may be asked to fill out a
guestionnaire; your anonymity will be preserved. A nurse
researcher will be present while the nurse is collecting

information about vou. Your records may be reviewed for
information by the nurse researchers.

Some clients may feel inconvenienced by the presence of
another nurse and the extra time that is taken for the
interview or questionnaire.

A potential benefit to vyou is an opportunity to have
your opinion valued. A potential benefit to medical science
is that an evaluation of the c¢linic may show how well a
nurse run clinic provides health care.

"I understand that neither my name nor my identity will
be used for publication nor publicity and that aill
information is held in strict confidence by the
researchers".

There will not be any cost to vou for participating in
the study.

The researchers o the nurse at the clinie will be
available to answer any gquestions that vou might have.

"I understand that I may refuse to participate or
withdraw from from this study at any time without affecting
my relationship with or treatment at the nurse run c¢linic at
the Salvation Army."

The Oregon Health Sciences University, as an agency of
the State, is covered by the State Liability Fund. If vou
suffer any inJjury from the research project, compensation
would be available to vou only if vou establish that the
injury occurred through the fault of the University, its
officers or empiovees. If vou have any questions, you may
call Michael Baird, M.D. at (503) 279-8014.

"1 have read the foregoing and agree to participate in
this study”.

Signature Date

Witness Date
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Deaxy ,

Aa part of our resesrch atudy evaluvating the
Compunity Health Center Homeless Gutreach Clinic,
conducted through Oregon Heelth Sciencea University, we
would appreciate a time to interview you about VoY
participation in the ciiniec.

Information from the interview will be uvaed as mart
of the research atudy. Participetion in the interview
i1 voluntary.

Thank you for your assistance.

Sincerely,

Cassandra Donlon, RN

Janet Hever, RM

Graduate Huraing Students
Oregon Health Sciences Univeraity



APPENDIX D




102

flenr

The Community Heslth Center Homeless Ouitreach
Qiinic has been in operation at The Ssivation Army
Sheiter for the past six montha.

An part of a ressaarch study throuah Greqon Health
Sciencea Universasity, we sre evaluating the aservices
rrovided by the Hosmsless Outreasch Qlinic. e wonld
like to contact vou, with vour permission, to telk to
you about vour perception and aswareness of the services
that are heing provided.

One: of the resesrchera will be contacting yow
within the coming weealk.

Thank vou for your sssistance.

Sincerely,

Casaandra Donion,. RM

Janet Hever, RH¥

Graduate Nursing Students
Oregon Health Sciences University



APPENDIX E



i04

Client Satisfaction Questionnaire
Pleage let us know what you think about the clinic.

1. Was it easy to find out about the clinle?
Yes.
No.

2. Was it easy to find the clinic?
Yes.
No.

3. Did vou wait long to see the nurse?
Yes,
No.

4., Did vou feel safe at the clinic?
Yes.
No.

5. Did the nurse help you with your problem?
Yes,
No.

6. Did vou like the way you were treated?
Yes.
No.

i Is the nurse sending vou somewhere else for help?
Yes,
No.

8. If ves, will you be able to get there?
Yes.
No.

I1f there is anvthing else vou would like to tell us about
the clinic, please use this space.

Thank You! Your idea=s help us make the clinic better,






Open Ended Interview Format:

Clinic Nurae:

Would vou ashare your feelings and perceptiona of vour
professional nuraing role in this clinic setting?

Woulid vouw exnpliaein the referral process when vou determine
@ client needs ceare eyond what cen be provided here in
the alinic?

What probhiems are esnpervienced by the clients in getting
to the cligic or a referral site? What arrangements are
available if petients need help with traraportation to
obtain care?

YWhat suwoport aservices are available to assist patients to
recaeive medicetionse, or socciel services they need?

Are the Nurasing Trestment Protocols uwaeful in veour
assessment. of patientsa?

Administrator:

Would vou describe how the clinic functions, auwch aa
where it is located, the hours, the ataffing pattern, and
the responaibhilities of the ateff members and volunteers.

Wouid you explein the funding for the cliniec, the budget,
and financial atatementa? e are alsoc interested in what
vyou estimate the cost of core per patient to be.

Community Human Services Organizations;

The Community Health Center haa bheen running a Homelesas
Gutreach Clinic at The Salvation Army for the paat aix
montha. Are you aware of the clinie?

What ere vour perceptions of the services offered by this
ciinzc?
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Mumber and Tvope of Health

Problems Treated by the

Murse, Time from Beginning of Svmpitoms to Peceiving

Care

% of total

Time eispaed

Probiien Mumbexr MN=84
Meuroclogical

Seizure i
Head Trauma i
Heuvralgia 3
Headachen 5
Cardiovaascular =]
Skan

Trauma 3
Dermatitis &
Infection i
Musculo Skeletal -
Respiratory 3

Gastro-Intestinal

Dimbetic problems
Obvenity

Anemza

Mental Iilness
Alcohol Related

Drug Relsted

Dental
Eve

Womens Health

0

K

Ky

(=%

iix

1ix

ix

ax

1dx

k. 4

ix

ix

ix

8%

5%

45 days
S dave
chronic

H: 16 days
E: 1-60 davs
Chronic: 1

i day: 1
Chronic: &

M: 3.2 davs
i-i4 days=s

N: 12.4 cavsa
Rz 2-30 days

& davysa

M: 11.25 day
R: 3-2% days

: 5.25 daya
R: 2-i4 daysa

¥: 1.6 daya
R: 1-2 daya
Chronico: 2
2 whka.
Chronic

S daya
Chronics F

Chronic: 5

M: 12 days
R: 134-1i4 day

¥: 10.8 day=s
Rz 1-42 daysa

Chronic

MaA



Follow-up visits

D

Protilen # of people # of visits
ERkirs
Trauna 2 =
Respiratory 3
Cardiovascular 3
Diakhetes %
HMuacuio Skeletal =2 4
Headache i
Dental i
Mental Ilinessa k1

Total is 9

Time Elapaed, beginning of symptoms to viasit:
M: 8.6 days
F: 1-90 day

Chronic Health Problems: M: 32 38K of visits

Length of time unknown: N: 4 5% of visite
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Tvpe of health problems by number snd percentage that
were: treated by the nurse, referred elsewhere for cere,

or were partisiily treated by the nurse and referred for

continued care

Problem Treated Feferred Both Ru & R
n-40 48% n-24 3ix n—20 24%

Meurcioagical 2 100K

Headacha 2 a0% z2 ETa b i rie 1Y
Cardiovascular 8 &8x 4] 1 12x
Skin

Trauma & a6k O 3 3&x
Dermatitis 4 AaWx 2 3% G

Infection 0 < i 100%
Nuscoulo-Sheletal 4 SOX 2 2% 2 25%
FRespiratory 8 & z 17N 2 1%
Gastro-Intestinal 3 2% & 240% 2 adx
Diabetesa O 1 100N <
Obeaity < e X 100%
Anemia Ly G i 100x
¥ental Iliness 3 idn < |20 < 42%
Alcohol zZ  40% 3 (=Xt ¢
Drug O i SO0% 3 S0
Dental 3 Sox 2z cict 1 3V
Womens Heailth o} i 100% Le]

Eve i S0x 1 5o <
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Mureing Trestment Protococlis

413

W

Humber of heelth problems treated according to the

written orotocoisa: M7
Number of health problems not
written protocolsa: M:T

&%
treated according to the
ax
which there ia no written

Humber of haalith problewms fox
.

protocol o

N:™O 83%

Problema for which there are no written protocols:

Chronic
Alochol abuse
RAilergiesn
Arthritisas
Blocd pressure
Diabeten
Decubitus uvicer
Depreaaion
Drug ebuse
Eve:, lazy
Headache
Neuwralgia
Cheasity

Acute
Abdominal pain
Allergic Dermatitia
Animal bites

sathma

Athletes foot
Celiwlitin
LContuwaiona, Hematomas
Deantal

Disorientation
Dizzinesnsa

Eve injuxry

Fiu, viral ayndrome
Head Injury

Lumpes
Huaasclie apasam

Mumbness

Shingles
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This study is an evaluation of a clinic housed at
The Salvation Army shelter serving people who are
homeless. The clinic is run by nurses as an outreach
service from‘the non-profit Community Health Center in
Medford, Oregon.

The areas of concern addressed by thls study are:
the cost in relation to the benefit of the clinic, the
clients’ satisfaction with the clinic service, the types
of health care that can be managed by nursing care, the
value of the nursing treatment protocols, and the
community human support services organizations
perception of the clinic. These areas of concern, and

descriptive and quantitative data about the clinic,

clients, health, nursing, and the community were



evaluated using a broad based framework developed for
the study.

The study was conducted from May 2 to August 2,
1989. The clinlc made some changes in locatlon and
clinic hours during the data collection period, causing
a decrease in the anticipated number of clients seen.
The methods for the study included interviews with the
nurses, clinic director, and community agencies, as well
as observations in the clinic and review of client
records and clinic statistical records. A Client
Satisfaction Questlonnaire was developed and used to
elicit the clients” views of the clinic.

The study found the clinic to be meeting or
approachling lts goal in most areas. The cost of
servcices was higher than estimated because of the
decrease in numbers of clients seen, but, at $19.60 per
client, was still below the cost of all other medical
services in the community. The clients were very
pleased with the service, and many made return visits
and were able to begin making some positive changes in
their health status. Of the health problems seen in the
clinic, the nurses were able to treat 48%, referred out
for care 31%, and partially treated and then referred
24%.

The nurses found their roles fulfilling, and for
the most part, very positive. The protocols that were

written for them were not complete; they covered only



18% of the health‘prﬂb}ems encountered. The nurses were
able to utilize other resources to fill in the gaps in
the protocols. |

Most of the community agencies contacted were aware
of the clinic, but had little knowledge of the services
aQaiiab]e or opinion on the c¢linic’s effectiveness. The
agencies that worked closest with the clinic were very
pleased with the services given.

The framework developed for the evaluation worked
well to provide a comprehensive evaluation format and
provided an easy vehicle for data analysis.

Data from the study have been useful in implementing

changes in the clinic.
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Tvoe of health oroblems by nunber and percentage that
vwere treated by the nurse, referred elsewvhere for care,

or waere partially treated by the nurse and referred for

continued care

Prokxiem Treated Referred Bothk Fun & R
n-40 48% n-24 3ix n-20 24w

Neurcloagical 3 1G0%

Headache 2 40 z {8 i Z0%
Cardiovascular 8 88x% L4 i izx
Skain /

Traums S ok & 3 33k
Dermatitis 4 &avx 2 3EN e

Infection G L8] 1 100
Buesculo-Skeletal 4  SOK 2 25« 2 258
Fespiratory 84 &7 z ivw 2 1¥x
Goastro-Intestinal 3 20% 3 20% 2 S
Diabetesn O i 100% i
Obenity G G i 100%
Anemic L ¥ i 100%
Nental Iliness i id% 2 4 2% 2 S 2K
Aloohol 2 40% 32 [=Xa L <
Drucq G i SO i S0
Dental 3 S0% 2 33% i i
Womens Health v 3 31O oy

Eve 1 S0 1 Sox O
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Hursing Treatmpent Protocois

Humber of health problems treated according to the

written orotocols:

Mew f234

Humber of health problems not treated according to the

written protocols:

MW 8%

Humber of health problemsa for which there is no written

protocoli s

1P 23w

Probleme for which there are no writien protocoial

Chronic
Alcokol abuse
Rllergies
Arthritis
Biocod pressure
Disghetesn
Decubitua uicer
Depreassion
Drug sbusas
Eve, lazy
Headache
Neuralgia
CGhenity

Acute
Abdominal pain
Allergic Dermatitis
Animal bites
Asthma
Athietes foot
Celiulztia
ontuaions, Hematomas
Dental
Diaorientation
Dizeineas
Evye injuxry
Fiu, viral syndroms
Head Injury

Lumos

Muascle apasm
Numbneas
Shingles
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community human support services organizations
perception of the clinic. These areas of concern, and
descriptive and quantitative data about the clinic,

clients, health, nursing, and the community were



evaluated using a broad based framéwork developed for
the study.

The study was conducted from May 2 to August 2,
1989. The clinic made some changes in location and
clinic hours during the data collection period, causing
a decrease in the anticipated number of clients seen.
The methods for the study included interviews with the
nurses, c¢llinlec director, and community agencles, as well
as observations in the clinic and review of client
records and clinic statistical records. A Client
Satisfaction Questionnaire was developed and used to
elicit the clients” views of the clinic.

The study found the clinic to be meeting or
approaching 1ts goal in most areas. The cost of
servcices was higher than estimated because of the
decrease in numbers of clients seen, but, at $19.60 per
client, was still below the cost of all other medical
services in the community. The clients were very
pleased with the service, and many made return visits
and were able to begin making some positive changes in
their health status. Of the health problems seen in the
clinic, the nurses were able to treat 48%, referred out
for care 31%, and partially treated and then referred
24%.

The nurses found their roles fulfilling, and for
the most part, very positive. The protocols that were

written for them were not complete; they covered only



18% of” the health problems encountered. The ﬁurses were
able to utilize other reseurces to £iil in the gaps in
the protocols.

Most of the community agencles contacted were aware
of the clinic, but had little knowledge of the services
available or opinion on the clinic’s effectiveness. The
agencies that worked closest with the clinic were very
pleased with the services given.

The framework developed for the evaluation worked
well to provide a comprehensive evaluation format and
provided an easy vehicle for data analysis.

Data from the study have been useful in implementing

changes in the clinic.





