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Abstract
Background: Individuals who are homeless are at risk for poor health outcomes. This
population often triages their baseline needs over their medical conditions. As a result, minor
conditions evolve into critical health events requiring acute medical care and readmissions. This
is followed by increased rates of acute medical care usage and mortality in homeless patients.
Hawaii has one of the highest rates of homelessness in the country, with 60% treated primarily at
a tertiary medical center (TMC) in urban Honolulu. Resulting in an excessive and partially
preventable expense for both the TMC and the state’s Medicaid program. Due to this pattern and
recent legislation passed in California addressing this issue, the Healthcare Association of
Hawaii (HAH) has collaborated with community partners to develop a standard of care for the
discharge of homeless patients to the community. Aim: The goal of this project was to integrate
HAH’s community standards of care into a standardized approach for the discharge of homeless
patients from an emergency department observational unit at the TMC. This was accomplished
through a collaborative effort to develop an EMR template (workflow) that met HAH’s
guidelines and improved staffs’ efficacy in identifying and addressing biopsychosocial deficits
impacting the health stabilization of homeless patients returning to the community. Method:
Project volunteers’ attendance to the workflow training were recorded. The number of homeless
patients admitted to the unit, their identified biopsychosocial needs and the volunteers’ ability to
meet these needs were recorded. Results: Fifty-seven percent of volunteers were trained to
utilize the workflow. One hundred percent of homeless patient encounters utilized a workflow,
identified at least four biopsychosocial deficits, and addressed every deficit identified.
Discussion: It is inconclusive if the training was necessary for the use of the workflow.
Volunteers were efficient in completing workflows and addressing identified needs. As
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evidenced by this project, this population exhibited high rates of deficits requiring attention for
proper healthcare maintenance post-discharge.
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Introduction
The substantial number of individuals and families experiencing homelessness in Hawaii
has driven legislative and community partnerships to improve outcomes for this high-risk
population. In 2018, Governor David Ige signed Act 209 (18), Relating to Homelessness, which
recognized Hawaii’s growing homeless population and associated risk factors. This bill was
developed to provide funding and wrap-around programming to address the biopsychosocial
barriers experienced by this populace. A significant focus of this bill was to reduce the
overutilization of acute medical care services resulting from the status (or condition) of
homelessness. Through this bill, healthcare organizations received funding to expand their scope
of care to community-based interventions, such as intensive case management, community
partnerships, and medical respite homes. As healthcare in Hawaii moves towards a broader
spectrum of care, patient interactions at every level will require a holistic approach to address
needs extending beyond the hospital. This paper outlines the development and integration of a
workflow which assisted medical personnel in identifying and addressing the needs of homeless
patients to meet community standards of care during the discharge process at a Tertiary Medical
Center (TMC).
Problem: Healthcare Utilization Patterns in Patients who are Homeless
The United States Department of Housing and Urban Development (HUD) (2020) annual
Point-in-Time (PIT) Count for 2019 determined 567,715 individuals were considered homeless
in the nation. Although an overall decline (-12.3 %) in homelessness has occurred since 2007,
numbers have risen over the past three years of the PIT Count (2017-2019) (p. 9). HUD (2020)
attributes the most recent (2019) annual increase to a higher percentage of unsheltered homeless
counted and rising numbers of chronically homeless. Furthermore, HUD (2020) notes the
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majority of growth was localized in California, which, observed a 16 percent (21, 306
individuals) increase from 2018 to 2019. In contrast to nationwide trends, the rate of
homelessness in Hawaii has gradually grown since 2007, peaked in 2016 followed by a decline
(National Alliance to End Homelessness, 2018; United States Interagency Council on
Homelessness, n.d.). HUD (2020) notes, Hawaii has the second-highest rate of homelessness per
capita, with 45 out of every 10,000 individuals considered homeless. This equates to 6,412
persons counted as homeless in the state for 2019. Oahu hosts 4,453 (or ~70 percent) of the
homeless population for the state (Partners in Care, n.d.).
Between 2005 and 2010, national data on medical usage determined persons who are
homeless average 5.9 visits to the Emergency Department (ED) during a 12-month period in
comparison to 1.7 for non-homeless patients (Tadros, Layman, Brewer, & Davis, 2016). In the
state of Hawaii, homeless patients using the ED averaged 2.6 visits annually. The Hawaii State
Legislature (2018) found a considerable portion of costs were attributed to repeat visits for
nonemergent or reoccurring medical conditions by homeless “super utilizers” (p. 9), which was
consistent with Tadros et al.’s (2016) findings. “Super utilizers” are defined as those patients
with a mental health diagnosis or substance use disorder who meet the following criteria: 1) three
or more ED visits in a week or 12 or more visits in a quarter; and/or 2) three or more hospital
admissions in a month (Hawaii State Legislature, 2018, p. 9). In 2015, an estimated $146 million
dollars was billed for homeless patient hospital encounters within the state (Hawaii State
Legislature, 2018). Although homeless individuals make up 3.61 percent of Hawaii’s Medicaid
beneficiaries, their healthcare costs account for 61 percent of the annual state Medicaid budget
according to Lieutenant Governor Josh Green (n.d.).
2

A 2017 interview with Dr. Daniel Cheng, Assistant Chief of the ED and Medical Director
of the Care Coalition at the project location, reported 11,000 ED visits were made by homeless
patients in 2016 (Blair, 2017). Of those visits, fifteen percent were considered emergent, which
is a sixty percent increase in total visits by homeless patients to the hospital since 2013 (Blair,
2017). During that same period (2013-2016), this TMC absorbed nearly $40 million dollars in
healthcare costs treating patients who are homeless. On average, Cheng reports the cost (billed
and unbilled to insurers) of healthcare treatment for homeless patients was roughly $90 million
dollars annually at this TMC alone (Blair, 2017).
The increase in inappropriate (nonemergent) ED visits and associated costs have
motivated healthcare agencies statewide to address the specific needs of this population. The
high cost of homeless patient care has encouraged acute healthcare facilities to seek methods to
improve continuity of care and prevent inappropriate ED visits. For patients who are homeless,
this often means providing or connecting with wrap-around services to improve health outcomes
and quality of life. As a result, healthcare facilities have expanded their care models to deliver
healthcare services that are also patient-centered and holistic. The Healthcare Association of
Hawaii (HAH) has gathered input from medical organizations and insurance providers to
develop a community standard of care to address these principles. This input established a
discharge checklist for homeless patients returning to the community following an acute or
nursing facility admission. This checklist seeks to close gaps in care by identifying patient
barriers to health stabilization. Healthcare organizations are expected to adopt these
recommendations into their current work practices.
The statewide development of a standard of care for the management of homeless patient
discharges to the community indicates a need for staff education and practice change at this
3

TMC to align with HAH’s proposed community standards. Currently, discharge processes are at
the discretion of the discharging personnel and do not follow the proposed community standard
of care outlined by HAH. This incongruency perpetuates gaps in care due to a lack of
standardized processes to identify population-specific barriers that impact continuity of care and
health outcomes.
Literature Search Strategy
A literature search utilizing CINAHL and PubMed databases was performed in April of
2019. Keywords used were “homeless OR houseless,”1 “discharge OR readmission,” and
“healthcare OR health.” The search results were filtered to produce articles written in English
and published between 2012-2019 to account for the expansion of the United States’ healthcare
delivery through the implementation of the Affordable Care Act. However, due to limited
research on the subject of discharge planning concerning homelessness, dates of the search were
expanded to 2007-2020. This search period was applied because it coincided with the
implementation of the HUD PIT counts, which began in 2007.
A total of 407 articles were reviewed using this method. Articles were excluded if the
sample studied a specific subpopulation of homelessness which was not generalizable to the
population of interest, i.e., adults living as homeless in the state of Hawaii utilizing acute medical
care at this TMC, interventions were external to the acute care setting, interventions were
outside the scope of practice for an acute care registered nurse/social worker/case manager, or

1

The term “houseless” is a preferred term in some groups to refer to individuals experiencing homelessness as
defined by HUD. Harris-Talley notes the term is utilized to provide person-centered language which expands upon
the definition of a “home” to include a sense of belonging, feeling or space one resides in (as cited in Seattle
Weekly, 2017 For the purposes of this paper and project, the HUD definition of homelessness will be utilized to
refer to those who designate themselves as “homeless” or “houseless.”
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required significant financial investment. Of the reviewed articles, 15 were identified as
applicable to this project. A review of article references and citations obtained from HAH
provided additional sources of information on standards of care, expert opinion, federal/state
legislative action, and government reports. A final search across all mediums was conducted in
February of 2020 to ensure relevant research published after April 2019 was included in this
paper.
The literature sources were graded using the Mosby’s Levels of Evidence, which consists
of seven levels based on research design (See Appendix A, Figure 1) (Ackley, Swan, Ladwig, &
Tucker, 2008). The sources were then organized and abridged for relevant information using a
literature matrix (see Appendix B, Figure 2).
Literature Synthesis
“Homelessness”, as defined by HUD (2020), is a term used to describe those who do not
reside in a “fixed” habitable living space approved for long-term residential use. Individuals
living in shelters (long term, transitional or emergency), public spaces, hotels/motels, abandoned
buildings, cars, tents, and those fleeing domestic violence or intermittent stays with
family/friends are defined as homeless according to HUD’s current criterium established in
2012. Whether sheltered or unsheltered, the experience of homelessness and heightened
exposure to risk factors impacts health outcomes (Levitt, Culhane, Degenova, O'Quinn, &
Bainbridge, 2009).
Impacts of Homelessness on Health
Individuals who are homeless are more likely to experience chronic health conditions,
open wounds, respiratory complications, substance abuse and mental illness (Levitt et al., 2009;
Karaca, Wong, & Mutter, 2013; Lebrun et al., 2013; National Health Care for the Homeless
5

Council, 2011). Commonly, these diagnoses present as comorbidities in the individual (Levitt et
al., 2009). Homeless individuals are more likely to be exposed to and contract communicable
diseases due to shared spaces, open wounds, insect bites, and reduced access to clean water and
hygiene products (Martins, 2008). Furthermore, poor nutrition and chronic stress associated with
homelessness decrease the body’s ability to combat infection (Levitt et al., 2009).
Researchers in the United States have documented that homeless men and women have a
high likelihood of dying near the age of 50 (Baggett et al., 2013). This is consistent with
Honolulu Chief Medical Examiner’s findings, Dr. Masahiko Kobayashi. Dr. Kobayashi reports
54 as the average age of mortality among Oahu’s homeless population (as cited in Nakaso,
2020). Dr. Kobayshi found the total number of deaths continues to rise annually, with 127
expiring in 2019. This is in addition to the previous Chief Medical Examiner, Dr. Christopher
Happy’s report of 373 homeless deaths between 2014 and 2018. (as cited in Ladao, 2019). This
is nearly 30 years younger than the state’s average age of mortality. In a five-year retrospective
study comparing homeless individuals to low-income counterparts, Morrison (2009) found
mortality was 1.6 times greater in homeless individuals when controlling for demographics,
medical conditions, and healthcare utilization. In those who had drug-related hospitalizations, it
was seven times greater. Oahu’s premature homeless deaths are consistent with Bagget et al.’s
(2013) analysis of mortality trends which cite higher rates of death caused by substance misuse,
disease, violence and lack of sanitation leading to infection in comparison to the general public
(Ladao, 2019, Nakaso, 2020).
Barriers to Health Management and Recovery
Individuals experiencing homelessness report several barriers to managing their health.
This population often finds themselves triaging their needs with nutrition, shelter, and clothing
6

taking precedence over health due to necessity (Martins, 2008; Rae & Rees, 2015). Health
maintenance behaviors are minimized in comparison to the immediate baseline needs of the
individual. Minor illnesses and poorly managed chronic conditions in earlier stages evolve into
health crises, which result in emergency care utilization and inpatient stays (Doran et al., 2013;
Martins, 2008). Additionally, patients report delayed treatment seeking due to previous
experiences of discrimination from healthcare providers based on their socioeconomic status
(Martins, 2008; Rae & Rees, 2015; Thornton, Koshiba, & Lee-Ibarra, 2017; Wen, Hudak, &
Hwang, 2007).
Hospital staff report limited time, waitlists, and overburdened community resources as
barriers to effective resource connection during discharge (Thornton et al., 2017). Discharges to
the community impact the likelihood of recovery and treatment plan compliance since standard
practice recommendations are not always feasible for this population (National Health Care for
the Homeless Council, 2011). Patients who are homeless report lost or stolen medical supplies,
unhygienic conditions, inability to rest and return to a high-risk environment as impacting their
ability to recover (Zaretzky, Flatau, Spicer, Conroy, & Burns 2017). Patients returning to the
community post-discharge, find social networks disbanded and belongings destroyed or stolen
(Martins, 2008). Qualitative studies based on interviews describe this process as a cycling of
resource deficits resulting in poor health maintenance, which leads to acute medical crises
(Martins, 2008; Rae & Rees, 2015; Thornton et al., 2017). Homeless patients have a high
incidence of returning to hospitals within 30 days of discharge due to this cycle (Doran et al.,
2013; Saab, Nisenbaum, Dhalla, & Hwang, 2016; Tadros et al., 2016).
Approaches focused solely on medical provision through insurance coverage and Primary
Care Provider (PCP) assignments are ineffective in reducing high rates of inappropriate ED
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utilization and treatment costs (Wang et al., 2015; Zaretzky et al., 2017). Interviews and studies
highlight resource deficits commonly take priority even after hospital discharge (Martins, 2008;
Rae & Rees, 2015, Thornton et al., 2017). Providing patients with financial access to healthcare
does not negate the risk factors or barriers to health maintenance and readmission (Wang et al.,
2015).
HAH’s Safe Discharges for Homeless Patients
On September 30th, 2018, California legislators passed bill SB-1152 amending the Health
and Safety Code, which required medical facilities to provide a standardized discharge planning
process for homeless patients. In anticipation of Hawaii’s state legislators proposing a similar
bill, HAH used this event as a trigger to develop a community standard of care for homeless
discharges. Referred to as a “checklist,” the ten-item guide seeks to address immediate
biopsychosocial deficits of this population during discharge from skilled nursing facilities (SNF)
and hospitals (see Appendix C, Figure 1). The checklist addresses the following areas during
discharge: 1) food security; 2) clothing; 3) medications; 4) vaccinations; 5) medical
equipment/supplies; 6) post-discharge visit summary; 7) transportation; 8) community resources;
9) insurance status; and 10) mental health evaluation. Eligible medical institutions are expected
to utilize this guide as a “minimum standard” to develop workflow processes addressing
homeless discharge planning (Healthcare Association of Hawaii, 2019. p. 1).
Literature Critique
The Literature on the impacts and barriers of homelessness utilized descriptive design
studies identifying populations trends related to health conditions, mortality rates, and health care
utilization. The research included retrospective and prospective data collection ranging from one
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day to five years. No long-term studies were found which examined the impact of these variables
on the participant group.
Gaps in the Literature
Information is lacking on the biopsychosocial needs of homeless patients. A systematic
process that acute care providers can quickly use to gather this information is needed to ensure
efficient and timely care to the homeless population in an acute care setting.
Intervention
This project integrated HAH’s Safe Discharges for Homeless Patients checklist into the
TMC’s current practices during discharge. This was accomplished by formatting the checklist
into an Electronic Medical Record (EMR) template or ‘workflow’ titled Safe Discharge
Workflow for Patients who are Homeless (see Appendix C, Figure 2). The workflow was made
accessible by the use of a ‘SmartPhrase,’ which was a code or phrase directly linked to specific
templates or information in the patient’s EMR. This tool allowed EMR users to add relevant
information to a patient’s chart quickly. For this project, the ‘SmartPhrase’ “.homelessdischarge”
was used. Registered Nurse Case Managers (RN-CM) and Social Workers (SW) working at
project site were provided access to the ‘SmartPhrase.’ The Doctor of Nursing Practice (DNP)
student provided 30-minute audiovisual training to RN-CM’s and SW’s formally assigned to the
Clinical Decision Unit (CDU). The presentation included background, project details, and
training on template utilization. Following training completion, the template was made available
for use. RN-CM’s and SWs utilized EMR flagging of homeless patients, chart reviews, and
HUD’s (2012) homeless criteria to identify patient encounters warranting workflow utilization.
Additionally, unit protocols previously in place required CDU Registered Nurses (RN) to
complete SW referrals when a known homeless patient arrived in the unit. Upon the upcoming
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discharge of an identified homeless patient, the RN-CM or SW, launched and completed the Safe
Discharge Workflow for Patients who are Homeless. SWs acted as the lead author of the
workflow. However, when a SW was not available or required assistance, the unit’s assigned
RN-CM would assist in the completion of the template. Throughout the project implementation,
weekly email correspondence was initiated by the DNP student to reinforce project goals and
guidelines, address barriers, answer questions, and provide/receive updates on progress.
Conceptual Framework
The Iowa Model Revised (2015) (see Appendix D, Figure 1) was utilized as a conceptual
framework for this practice change. The Iowa Model was created to improve healthcare delivery
through the utilization of evidenced-based research to implement practice change (Buckwalter et
al., 2017). The model follows seven steps to determine if practice change is warranted and
whether it applies to the setting or organization. Utilizing a feedback method, the model is
flexible and allows the opportunity for reevaluation and modifications before a finalized practice
change is established within an organization (Buckler at al., 2017).
PICO Question
Among patients who are homeless and discharged from the TMC’s CDU (P), will the
implementation of a standardized workflow meeting the HAH community standard of care for
the discharge of homeless patients (I) in comparison to standard discharge practice (C) improve
medical professionals’ efficacy in identifying and addressing the biopsychosocial needs of
homeless patients (O)?

10

Methods and Procedures
Purpose Statement, Goals, and Objectives
The purpose of this evidence-based quality improvement project was to integrate HAH’s
Safe Discharges for Homeless Patients checklist into an EMR workflow that provided a
standardized approach for staff in the identification of homeless patients’ biopsychosocial
deficits and methods to meet these needs. The goal of this project was to determine if the
workflow and accompanying training improved the professional’s’ efficacy in identifying and
addressing the biopsychosocial needs of homeless patients. The project objectives included: (1)
by the third week of December 2019, develop and integrate HAH’s guidelines into an EMR
template ready for medical staff utilization; (2) by the end of December 2019, 85% of qualifying
medical staff responsible for discharges in the CDU will attend in-person training for the
workflow; (3) between January 1st and February 7th, 2020, 75% of homeless patient discharges
will show a record of utilizing the workflow; (4) between January 1st and February 7th, 2020,
75% of identified biopsychosocial needs outlined in the workflow will have documentation of
being met by discharging staff. All project objective percentages were chosen based on typical
criteria for benchmarking goal success. A detailed review of project objectives, processes and
timeline can be found in Appendix E (Figures 1 & 2).
Location
This evidenced-based quality improvement project was implemented at a TMC in urban
Honolulu. This hospital has the most utilized ED in the state, with nearly 70,000 medical visits
annually (Farinas, 2017). Sixty percent of ED homeless encounters across the state occurred at
this location. Between July 2018 and June 2019, the TMC’s ED documented 6,261 encounters
for the 2,408 patients flagged as homeless in the EMR. This is an average of 17 ED encounters
11

per day by homeless patients (A. Shearer, personal communication, July 1, 2019). Alternatively,
this indicates an annual average of 2.6 ED visits by patients who are flagged as homeless in the
TMC’s EMR system. The workflow was piloted in the CDU, which is a 14-bed observational
unit, utilized for those patients awaiting determination of admission to the hospital or discharge
from the ED.
Stakeholders
A series of meetings were conducted with content experts and a representative team of
personnel to discuss the goals and logistics of the project. The attendees reviewed and provided
feedback on the feasibility and efficacy of the Safe Discharge Workflow for Patients who are
Homeless prior to launch. All parties endorsed the implementation of the project on the CDU and
the designation of RN-CMs and SWs as the personnel responsible for completing the workflows.
Volunteers
This project utilized a purposive convenience sample of medical personnel employed in
the TMC’s CDU2. Daily, one RN-CM and one SW worked as a team to cover the unit. There
were two RN-CMs and two SWs, totaling four staff, formally assigned to the unit. These teams
alternated covering the unit depending on scheduling and staff assignments. However, RN-CMs
and SWs hospital-wide often covered shifts in the CDU due to staffing limitations and
scheduling changes occurred. Inclusion criteria were as follows: (1) employed as an RN-CM or
SW at the TMC; and (2) assignment to cover the unit for at least one shift. Due to an inability to
predict which RN-CM and SW may be covering the unit, the PowerPoint training was disbursed
to RN-CMs and SWs hospital-wide. Personnel who were not working in the capacity of RN-CM

2

The DNP student was not an employee of the hospital.
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or SW, such as Unit Manager, Registered Nurse, Medical Assistant, Provider, etc. were not
eligible for inclusion. Although other medical professionals in the CDU were ineligible for
inclusion, an electronic document describing the intent, background, and project timeline was
distributed to create awareness of the project, increase interprofessional collaboration, and staff
buy-in.
Approval from the University of Hawaii at Manoa
This DNP project involved making judgments about a program to improve or further
develop program effectiveness and inform decisions about future programming within an
organization (University of Hawaii Human Studies program, personal communication, August 2,
2018). All of these tasks were related to quality improvement and did not produce generalizable
knowledge. Due to the aforementioned above, this project did not require an IRB application and
review.
Approval from the Tertiary Medical Center
This proposal was approved by the student’s DNP Committee and submitted to the
TMC’s Research and Institutional Review Committee (RIRC) for confirmation that this project
did not require Institutional Review Board (IRB) review or approval. The RIRC found the
project was not considered human subjects research and was authorized to move forward with
implementation (see Appendix F, Figure 1).
Gathering and Organization of Findings
Information gathered to evaluate the project’s ability to meet process objectives were as
follows: 1) the number of staff meeting inclusion criteria that attended workflow training; 2) the
number of eligible staff unable to participate in training; 3) the number of homeless patient
13

encounters that resulted in discharge to the community from the CDU; 4) the number of
completed workflows; 5) recorded responses to each item on the completed workflow.
The DNP student counted staff training attendance. The number of completed workflows
by RN-CMs and SWs unable to attend training were also counted. The number of homeless
patients admitted to the CDU and discharged to the community was recorded by the DNP
student’s content experts using an EMR function (already in use), which identified homeless
patients in their medical records. Additionally, those patients not identified before admission
were later flagged in the EMR. Patients not discharged to the community following treatment in
the CDU were excluded from the sample. This included but was not limited to: (1) patients under
the custody of law enforcement; (2) transfer to a different unit or medical facility; (3) leaving
Against Medical Advice (AMA). The total number of completed workflows was recorded via a
prospective review of the EMR system. Workflows were considered incomplete and excluded
from the sample if the EMR template was not closed properly. Successful completion required
personnel to select an answer option for each of the 10 items. Refusals from patients to
cooperate during the administration of the workflow or a staff’s inability to meet identified needs
due to resource limitations did not disqualify workflows from inclusion in the sample. Instead,
RN-CMs and SWs were asked to identify these limitations in the comments portion of the
workflow. All protected health information (PHI) and patient identifiers were removed from the
workflow before data collection. Options selected under each workflow item were placed into a
table for organizational and evaluation purposes of the data collected.
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Results
Data Analysis
Collected data from process objectives (two through four) were analyzed with frequency
and percentage to determine outcomes of this evidenced-based quality improvement project’s
process objectives. RN-CM and SWs training attendance rates were compared to the total
number of eligible personnel that completed workflows during this pilot. The number of
completed workflows and homeless patient admissions in the CDU were calculated to determine
the percentage of homeless encounters that utilized the workflow. The frequency of patients
identified biopsychosocial deficits was measured against the documented action, e.g., the RNCM/SW’s selected response to each workflow item. This was utilized to provide a percentage of
the itemized, and overall, patient-identified biopsychosocial needs met (or not met) during the
encounter.
Process Objective Outcomes
Training. A total of four staff (two RN-CMs and two SWs) presumed to be the primary
RN-CM or SW assigned to the unit during implementation were invited to attend training. Onehundred percent of those asked participated in live training with the student. Three additional
RN-CMs/SWs covered the unit during this time and were not trained. Of the seven RN-CMs and
SWs working in the unit throughout implementation, 57 percent were trained to utilize the
workflow.
Workflow utilization. Six patients identified via EMR flagging as homeless were
admitted to the CDU, one of these patients accounts for two encounters. An additional two
patients were categorized as homeless during their inpatient stay in the unit. Of the eight
identified homeless patients encounters admitted to the CDU and discharged to the community,
15

100 percent of encounters utilized the Safe Discharge Workflow for Patients who are Homeless.
The eight workflows were analyzed to determine patients identified biopsychosocial needs and
staffs’ responses to each item. Rates of biopsychosocial needs identified ranged four to six items
per patient; thus, 100 percent of encounters identified at least four deficits. Of those identified,
staff recorded meeting 100 percent in every workflow eligible for evaluation.
Evaluation of Workflow Response Trends
Beginning with the highest incidence of needs identified/met in descending order, rates
are as follows: 1) 100 percent of encounters provided food, access to medications upon discharge
(in hand or electronic/written prescription), scheduled follow-up appointments and resource
connection via SW consult; 2) all patients were offered transportation, 62 percent of encounters
accepted; 3) 38 percent were provided behavioral health consultations due to mental health status
presentation; 4) 25 percent accepted offered vaccinations; 5) 13 percent were provided requested
clothing; 5) None required durable medical equipment (DME) or insurance coverage.
Discussion and Recommendations
The outcomes of this project indicated that homeless patients frequently exhibit a high
level of biopsychosocial deficits that can be addressed during their admission. Ability to meet
patients’ needs by RN-CMs and SWs excelled in the utilization of the workflow. However, the
recorded inability to meet needs due to staffing or resource limitations could also be beneficial in
the future for the justification of improved resource allocation. Those medical professionals
tasked with utilizing the workflow should be made aware of the projects context and intent to
increase staff buy-in. Reassurance, informal gestures of support and open dialogue are tools
which can foster rapport and build interprofessional collaboration. Project overseers should also
be cognizant of workflow utilizers’(medical personnel) time constraints and reinforce with staff
16

that the purpose of this workflow is to improve efficacy rather than monitor or hinder their
performance.
Due to unanticipated staffing changes, the 85% training objective for RN-CMs and SWs
responsible for discharge in the CDU was not met. Despite this, all homeless patient admissions
resulted in the utilization of the workflow and addressed the identified needs of the patient. This
outcome may indicate high rates of user error because 63% of workflows were completed by
untrained staff, or it may indicate the template’s user-friendliness and lack of need for formal
training. To assess the template’s ease of use, it is advised that future project implementors
develop a short informal questionnaire for feedback from users. This survey should be utilized
periodically throughout implementation to provide real-time training and adjustments that meet
staff’s training needs. If formal training were to be eliminated in future use, peer-to-peer
template training would also be an acceptable approach that could utilize this informal survey
technique. In either scenario it would be essential to integrate HUD’s (2012) definition of
homeless into a questionnaire during the initial admission process to ensure patients meeting the
criterium are not excluded. This criterion could also be included at the top of the workflow, or
periodically reinforced with those responsible for identification or referrals to RN-CMs or SWs.
A potential repercussion of broadening medical staff and the organizations’ definition of
homelessness (as defined by HUD) is an increased number of identified homeless and their
corresponding resource deficits. Project implementors should be prepared for this influx and
collaborate with hospital administrators, existing hospital programs and community partners to
develop plans to meet these needs. Alternatively, this workflow could serve a secondary use due
to its ability to address several social determinants of health and could be utilized to assess all
patient admissions and their corresponding resource deficits.
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As evidenced by this project, this population exhibited high rates of baseline needs for
proper healthcare maintenance. Although some items of the workflow may have been considered
standard practice or intuitive for the inpatient setting, discharging personnel did not have a
standardized process to ensure these items were addressed before patients left their care. This
was especially true for those patients who were admitted in-between shifts or for a limited time,
which is often the case in the ED or CDU. This issue may be further compounded for patients
admitted in the evening and released before mid-morning due to limited food service and
outpatient pharmacy hours. To resolve this, food should be offered to patients at least once
during every admission. Furthermore, effort should be made to provide all patients’ discharge
medications to them ‘in-hand’3 via the hospital’s internal pharmacy to reduce health maintenance
barriers.
Limitations
The primary limitation of this project was the DNP student’s lack of employment at the
TMC in the CDU. This restricted the student’s ability to closely monitor the project’s progress
or barriers in real-time because results (related to workflows outcomes) required removal of all
PHI by a third party. Compounding this, was the inability to predict, monitor or control
unexpected staffing changes within enough time to schedule additional training sessions. This
resulted in a limited number of trained staff completing workflows. An additional barrier was the
varying definitons of “homelessness’ utilized by experts and laymen.

3

As noted in the Safe Discharge Workflow for Patients who are Homeless, antibiotics were required to be handed to
discharging homeless patients. Seventy-one percent of patients were provided with medications ‘in-hand’ during
discharge.
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DNP Essentials
This project met The Essentials of Doctoral Education for Advanced Nursing Practice
(American Association of Colleges of Nursing, 2006) by providing an evidence-based quality
improvement project to identify and holistically address a community need (see Appendix G,
Figure 1). The DNP student collaborated, educated, and lead staff through the implementation of
the said project using advanced practice nursing interventions. They then evaluated project
outcomes for the purpose of knowledge sharing and dissemination of results to other healthcare
models.
Conclusion
In conclusion, this evidenced-based quality improvement project displayed promising
outcomes for the implementation of a standardized discharge workflow during homeless patient
discharges. Informal feedback from users reported satisfaction with the workflow, its ability to
guide them in meeting HAH’s proposed community standards of care and assist them in
identifying/addressing homeless patients’ needs before discharge (C. Hilmes, personal
communication, February 18, 2020). This project exceeded three out of four proposed process
objectives: 1) successful development and integration of a discharge workflow meeting the
HAH’s proposed community standard for homeless discharges; 2) 100% utilization of workflows
in all homeless patient encounters; 3) 100% of identified biopsychosocial deficits were addressed
by discharging staff. This project did not meet its process objective of training at least 85% of
staff responsible for homeless patient discharge. However, the efficacy of both trained and
untrained RN-CMs and SWs ability to address areas of need is remarkable, as evidenced by the
aforementioned workflow outcomes.
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Appendix C
Figure 1. Healthcare Association of Hawaii, Safe Discharge for Homeless Patients
Purpose
This document serves as a minimum community standard regarding the safe discharge to the
community from acute and post-acute facilities for individuals identified as homeless, including
children of homeless parents. This checklist is intended for homeless individuals for whom
placement cannot be found, or, for homeless individuals who choose not to take advantage of
placement recommendations.
Applicable discharge settings:
● Acute hospital inpatient discharge to the community
● Acute hospital emergency room discharge to the community
● Nursing facility discharge to the community
Community Standard
1. Food Security
● Offer of food.
● For inpatients, food is provided as part of the normal course of their stay.
● For ED, food is provided as medically indicated as part of the treatment process during
the visit.
● If patient declines, document.
2. Clothing, if patient’s clothing is inadequate
● Street clothing that is clean and in good condition.
● Covering for top and bottom (may be 1 or 2 pieces) and footwear.
● If patient declines, document.
3. Medications
● Appropriate* discharge medications or a prescription with minimum three-day supply.
● When available, work with outpatient pharmacy to fill prescription in timely fashion so
patient can access medications when discharged.
● If patient declines, document.
4. Vaccinations
● Vaccinations appropriate* to patient’s presenting medical condition.
● If patient declines, document.
5.

Durable Medical Equipment
● Provide durable medical equipment for patient to be independently mobile as defined by
provider or mobile with assistance of a caregiver.

6. Post Discharge Instructions and Referrals
● Standard protocol for Post Discharge Instructions.
● If Appropriate, contact via phone, e-mail or fax with receiving provider, clinic or agency.
7. Transportation
● Transportation to “previous living situation” (e.g., place of homelessness) or agreed upon
shelter or facility.
8. Laminated list of community resources
● Provide island specific information to patient and identify resources most relevant to the
patient’s situation.
9. Screen for insurance or offer application assistance if have no insurance
● Screen patient for insurance.
● If no insurance, initiate application process and/or connect patient to resources that can
assist with completing the application.
● If patient is in a Medicaid QI health plan, contact the health plan housing/service
coordinator.
10. Mental Health Evaluation
● If patient is exhibiting signs and symptoms of mental illness, perform mental status
exam.
● If positive, determine individual’s ability to care for self. If needed, provide or refer for
appropriate intervention.
*

Appropriate is based on the determination of the patient’s treating provider.
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Figure 2. Safe Discharge Workflow for Patients who are Homeless
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Appendix D
Figure 1. Permission for Use: Iowa Model
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Appendix E
Figure 1: Logic Model

Figure 2: Gantt Chart
Objective/Aim

Responsible
Person

Due Date

Comments

Major Task #1: By the end of December 2019, develop and integrate the HAH’s guidelines into an EMR template

for medical staff utilization
Submit proposal material to
Myself
September 15th 2019
To be submitted upon committee
RIRC for review.
approval of proposal.
Contact HAH to determine if
Myself
Ongoing
Current version 4/22/2019.
revisions will be made to
discharge checklist prior to
September 30th 2019
Obtain HAH’s most current
Myself
Ongoing
Current version 4/22/2019
discharge checklist.
Schedule and attend telephonic
Myself, Content
December 9th 2019
.
meeting with content experts to
Experts
review HAH checklist barriers
and methods to integrate into
workflow.
Email to management positions
Content Experts
November 29th 2019
Introduce project concept and attach
of RNs, CMs, SWs and Assistant
HAH guidelines. Request each member
Chief of ED to introduce project
to attend meeting or send a
concept, discharge workflow
representative to create representative
draft for review
team.
Develop draft of discharge
Myself
December 11th 2019
Pending RIRC confirmation of QI
workflow
Initial meeting of representative
Myself, Content
December 11th 2019
team to discuss methods of
Experts,
integration into current workflow,
Representative
barriers, and alterations to
Team
workflow draft.
Develop finalized draft of
Myself, Stake
December 22nd 2019
discharge workflow.
Holders
Coordinate with Content Experts
Myself, Faculty
N/A
Content Experts were able to develop
to schedule meeting with IT to
without IT support via Care Link
create EMR script.
SmartPhrase
Major Task #2: By the end of December 2019, 85% of medical staff responsible for discharges will engage in

training for the workflow
Determine training times and
Myself, Content
December 22nd 2019
dates and reserve space for
Experts,
trainings.
Management
Develop training
Myself
December 22nd 2019
curriculum/presentation and
email to content experts and DNP
chair for commentary
Notify eligible staff of training
Myself,
December 22nd 2019
schedule
Management
Complete eight staff trainings and
Myself, Stake
December 31st 2019
count # of attendants.
Holders
Major Task #3: Between January 1st and February 7th, 2020, 75% of homeless patient discharges will show record

of utilizing the workflow

Launch EMR Workflow

Myself, IT

January 1st 2020

Send weekly emails to
Myself,
Weekly
representative team to request
Representative
feedback and address concerns
Team
Compile aggregate data of
Myself, Content
February 7th 2020
number “flagged” homeless
Experts, IT
patient visits to the CDU
Compile aggregate data of
Myself, Content
February 7th 2020
completed workflows.
Experts, IT
Major Task #4: Between January 1st and February 7th, 2020, 75% identified biopsychosocial needs outlined in the

workflow will have documentation of being met by discharging staff.
Compile aggregate data of patient
identified biopsychosocial needs.
Compile aggregate data of staff
selection of intervention (or lack
of) in response to each identified
need.

Myself, Content
Experts, IT
Myself, Content
Experts, IT

February 7th 2020
February 7th 2020
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Appendix F
Figure 1: Approval Letter from RIRC

39

Appendix G
Figure 1: The Essentials of Doctoral Education for Advanced Nursing Practice
DNP Essential

DNP Student’s Activities/Products
• Completion of required DNP program course work specific to evidencebased practice, program evaluation, leadership, translational science, the
DNP project, informatics, bioethics, economics, and health policy.

Essential I: Scientific
Underpinnings for Practice

• Literature search, critique and rating of evidence utilized for DNP project.
• This evidence-based quality improvement project used current literature and
scientific rationale to improve knowledge and access of standardized charge
practices of for patients who are homeless in a manner that is congruent with
nursing values and practice.
• Completion of require DNP program course work focusing on leadership in
health systems (including course work identified in Essential I).

Essential II: Organizational and
Systems Leadership

• As the DNP project leader, this DNP student used their interpersonal skills to
engage RN-CMs and SWs in training to provide a standardized process for
identifying and meeting homeless patient’s biopsychosocial deficits in an
effort to improve staff efficacy and patient health outcomes.
• Review and evaluation of the literature to determine the prevalence and

Essential III:
Clinical Scholarship and
Analytical Methods for EBP

significance of the problem and determine best practices to address the
problem
• Preparation of DNP project report
• Completion of coursework for technology and informatics (including course

Essential IV: Information
Systems/Technology

work identified in Essential I).
• Evaluation of specific data points selected from patient medical records (All
PHI removed).

Essential V: Health Care Policy
for Advocacy in Health Care

• Completion of coursework for health policy (including course work
identified in Essential I).
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• Interprofessional collaboration with various departments and organizations
Essential VI: Inter-Professional
Collaboration

to develop a feasible and effective workflow model meeting proposed
community standard of care.
• Review of literature for this DNP project and clinical practice.

Essential VII: Clinical Prevention • Identified a gap in care impacting determinants of health and designed an
and Population Health
approach to meet community standards of care.
• Developed, lead and evaluated a quality improvement approach to improve
Essential VIII: Advanced Nursing
Practice

continuity of care.
• Completion of at least 500 hours of clinical rotations.
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