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ABSTRACT 

People experiencing homelessness have poorer health than the general 

population. Caring for those within this special population requires 

complex, non-traditional care for chronic conditions management, mental 

health disorders, substance use, and violence. Chronic poverty in the 

Appalachian Region of the United States compounds difficulties. This paper 

presents an innovative model of care called the Protection-Engagement 

nursing model of care with persons living houseless and unsheltered. The 

result was a process of integrated patient-centered care provided by 

advanced practice nurses, social workers, and counselors who deliver 

primary and mental health care, case management, counseling, and 

community outreach in a day center/clinic with those who are homeless, 

vulnerable, and with those who live in social and economic poverty.  

Keywords: nursing, integrated healthcare, homeless 

 

“Health is a state of complete physical, mental, and social well-being and 

not merely the absence of disease or infirmity” World Health Organization 

(WHO). 
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Introduction 
Record levels of homelessness affected nearly all 
populations in the United States in 2024. Homelessness 
among people in families with children, individuals, 
people staying in shelters and unsheltered locations, and 
unaccompanied youth comprised a total of 771,480 
people, or about 23 of every 10,000 people in the 
United States.1 Persons living in homelessness, particularly 
those with multiple chronic conditions (MCC), substance 
use disorder (SUD), coexisting mental and substance 
abuse disorders (COD), and serious social health deficits 
are most intractable to sustained care. They suffer from 
more chronic health conditions while facing mental health 
challenges that result in poor communication skills, chronic 
substance addiction, impulsivity, violence, paranoia, and 
mental health symptomatology. These complex health 
indicators result in the inability to sustain treatment within 
traditional systems. The targeted population responds 
more readily to different models that are less structured; 
models that focus on engagement and relationships. In 
addition, the presence of interpersonal violence, 
particularly against those identifying as women or 
LGBTQ+, creates extraordinary barriers to engagement 
into traditional treatments.2,3 Therefore, an environment 
that fosters safety and relationships framed by a model 
is important to health provision in this most vulnerable, 
marginalized group. 
 

Background and Significance 
Homelessness and poverty are almost synonymous. The 
Appalachian Regional Commission (ARC) identifies 
regions in upper east Tennessee, Southwest Virginia, 
Southeast Kentucky, and Western North Carolina as 
economically at-risk; suffering from generational poverty 
due to lack of resources and work; all contributing to poor 
health throughout the 8-county area.4 ARC identifies the 
diseases of despair, alcohol, prescription and illicit drug 
overdose; suicide, alcoholic liver disease/cirrhosis as a 
crisis in our region that remain 37% higher in the 
Appalachian region when compared to the non-
Appalachian region. Alarmingly, the rate was 49% 
higher in those identifying as females.5 In Tennessee, 
opioid drug use is among the highest in the nation, along 
with cardiovascular diseases, hypertension, and 
diabetes.6 With the added opioid crisis and rise in chronic 
conditions in our region, persons living with economic 
disadvantage have chronic poor health. 
 

Aim 
As need for care of this vulnerable and marginalized 
group of persons grew, there was need to develop a 
model of care that organized a structure of integrated 
care. We synthesized philosophical and theoretical 
traditions to derive the model to explain how care with 
persons living houseless, and marginalized groups was 
developed. The model derives from the nursing 
metaparadigm, emancipatory and strength-based 
traditions, and fits a practice nursing delivery model with 
marginalized persons and groups.7-11  
 
Our model, Protection-Engagement, is supported by our 
research that extends the definition of protection. The 
perspective of women living houseless within violent 
environments suggested a relational dimension of 
protection because they described protection as 

connectedness through being with and caring for others.7 
Protection, as emotional safety was explored within the 
situational environment during the COVID-19 pandemic 
.12 Again, this research supported the connection to others 
as a dimension of protection. Relational and advocacy 
dimensions of protection were expressed by Walter,13 
who provided an emancipatory nursing praxis to guide 
understanding of how to advocate and transform 
structural inequities within our systems; a learning 
framework that established relationships by engagement 
into critical dialogue and reflection. 
 
Engagement into care, based upon relationships between 
patient and provider, is universally understood by health 
care practitioners. However, providing and structuring 
health care to include individual relationship with a 
caregiver and the environment where that caregiving 
takes place has not been well defined.14,15 People 
experiencing homelessness (PEH) with co-occurring mental 
health issues and substance use disorders present a 
challenge to healthcare providers and public health 
practitioners seeking to engage and retain them in care. 
Providing continuous treatment is hampered by both 
individual characteristics, but greatly exacerbated by a 
fragmented health and social service system.16 

 

Purpose 
Extension of our understanding of protection- 
engagement from the perspective of a houseless 
population is important because those living houseless 
and unsheltered face unique challenges as a population. 
As a community they face danger from an unsheltered 
environment and difficulties maintaining health 
individually and socially. Therefore, the purpose of this 
article is to describe the Protection-Engagement nursing 
model of care, and its application to care in a nurse 
managed clinic and day center for care to those living 
houseless and unsheltered. The organizing constructs were 
informed by emancipatory philosophy, nursing models, 
from nursing research, observation and provision of 
nursing care with those living and suffering the injustices 
of unsheltered environments, houselessness, and who live 
within social and economic poverty, and marginalization. 
 

Methods 
The model originated in our practice, first using 
observation, then through our research.7,11,12 It was 
observed that a safe, non-judgmental environment where 
safe behaviors were privileged over sobriety resulted in 
more engagement with persons who had the most 
difficulty maintaining consistent health care. By linking 
protection with engagement in the care of persons 
experiencing homelessness, the framework organizes 
nursing care specific to population needs.  
 

Definitions 
Our definition of homelessness is more inclusive than other 
definitions that consider only those currently living on the 
street or in an emergency shelter. Those who meet our 
definition of homelessness self-report as currently living 
without shelter, have experienced unstable housing, or 
who have lived without a permanent home for one day 
or greater, or describe sleeping on the street, sidewalk, 
vehicle, park, abandoned building, bus or train station, 
under bridges/overpasses, in the woods or outdoor 
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encampment, motel/hotel, house or apartment of family 
or friend, or jail.  
 

Environment 
Environmental care was informed from Nightingale17 and 
application of Neuman’s Systems Model in practice.18 
Nightingale’s concept of the environment emphasized 
nurses’ provision of a safe, healing place where the 
reparative process can occur.19 Neuman’s concepts of the 
environment included the internal physiological threats 
and external social/familial/community threats, with the 
nurse developing interventions along the lines of defense 
in response to both internal environmental and external 
environmental stressors.20  
 
The environment of PEH includes those who are 
episodically homeless with unstable access to shelter and 
those who are chronically homeless. The risk of all types 
of violence against people without access to shelter is 
considerable. Additionally, houseless people, including 
undocumented migrant workers, face difficulties 
maintaining cleanliness, have limited or no access to safe 

medication storage or dressing/wound treatments, are at 
increased risk of environmental exposure to unsafe 
drinking water, pollution, and chemicals, and extreme 
weather events. These environmental inequities are 
strongly linked to economic and social inequities.21  
 

Protection 
People experiencing homelessness need protection from 
the adverse events they face within their unsafe 
environments. There was a shift in the U. S. policy toward 
using permanent supportive housing (PSH) rather than 
shelters and transitional housing. However, the housing 
crisis, including inequitable access to affordable housing 
or shelter has exacerbated the homeless problem in the 
United States. Persons living houseless or who have 
housing instability experience higher morbidity and 
mortality compared to stably housed persons. Therefore, 
health care provision that is organized according to their 
needs is one piece of the continuum of care required. 
Essentially, PEH need access to holistic care by 
embedding services together to support seamless 
transitions to address needs as they arise.22 

 

 
Protection-Engagement Model 

 
Concept dimensions include: non-violent non-judgmental 
interactions, active listening, person enters/reenters into 
a safe environment; person centered care, integrated 
care. In this framework, engagement represents a 
continuous spiral because the population lacks trust in 
systems and must be intermittently engaged back and 
forth into a healing environment. Healing requires small, 
incremental steps that lead to optimal health. Only after 
engagement occurs can screening, treatment/care 
management, and referrals take place. 
 

Case Description 
The results are described as protective services and 
engagement services. The model was patient/population 
generated. PEH enter through clinic outreach efforts, self-
referral, word of mouth, or through referral from other 
providers and health systems. Nurse-managed primary 
care was new at the time of the clinic’s inception in 1990. 
Primary care and mental health services provided by 
family and psychiatric nurse practitioners was first 
integrated in 1993. The organizational model for 
integration included registered nurses who established 
their own patient pool, and nursing students and faculty 
who organized health screenings. The team organized 
care management to reduce fragmented care. Care 
focused on primary prevention, immunizations, well child 
care, chronic disease management, dispensing 

medication, education, and adaptive treatment care 
plans, such as feeding patients and administering their 
medications for diabetes. The nurses acted as liaisons for 
hospitals, service agencies and medical specialists. The 
JCDDC expanded to include a permanent 
transdisciplinary team of social workers, nurse 
practitioners, nurses, outreach workers, and clients in 
remission, to provide psychiatric, social support, street 
outreach, and mental health and primary care health 
services to the target population of homeless persons with 
SUD and COD. The unique format is that interprofessional 
services are integrated as small teams within one location 
that is easily accessed.  
 

In any year, the staff at the JCDDC provide over 13,966 
encounters to 1237 unique homeless individuals. The 
professional staff provides consistent psychiatric, social, 
and primary care services. ETSU Clinical Staff developed 
recovery-oriented service systems and coordinated 
clinical treatment with recovery support systems designed 
to prevent or delay the onset of and complications from 
substance abuse and mental illness. The staff is proficient 
and trained to identify and respond to emerging 
behavioral health issues. Monthly peer support group 
sessions are provided to prevent and reduce prescription 
drug and illicit opioid misuse and abuse. The Projects for 
Assistance in Transition from Homelessness (PATH) grant 
through Substance Abuse and Mental Health Services 
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Administration (SAMHSA), supports screening, diagnostic 
treatment, community mental health, and referrals for 
education, job training, and housing directly to the clinic 
case manager. If the person requires primary care, the 
nurse practitioner is available for immediate consultation. 
JCDDC staff provide HIV education to reduce HIV/AIDS 
risk behaviors. Community linkages included coordination 
with community medical specialists, the public school 
system, rehabilitation facilities, Department of Human 
Services, Legal Aid, City Community Development, city 
and county jails, Hope for Tennessee and ETSU Infectious 
Disease Physicians’ Ryan White Program for HIV drug 
access and connect with Housing Opportunities for 
Persons with AIDS (HOPWA) permanent supportive 
housing. 
 
Sustainability is difficult when caring for the poor and 
underserved populations who suffer from chronic illnesses 
exacerbated by their unsheltered, unsafe living 
environments. However, the nurses maintained a 
community presence by talking about the care efforts at 
local organizations, churches, schools, with political 
leaders, and the news media. Participatory management 
included open, egalitarian communication amongst 
clinical personnel and outside medical specialists, and 
other collaborators in care. Careful staff selection of 
those with high interest in providing care to high-risk 
populations resulted in sustained continuity of care. Most 
importantly, the clinic was sustained on governmental 
grant monies, donations, and university support. Third -
party reimbursement was available starting in 1995.  
 

Discussion 
The purpose of this paper was to describe a nursing 
model known as Protection-Engagement that frames care 
provided at a nurse managed clinic with a rural/urban 
population of persons living houseless, underserved, and 
vulnerable. Established in 1990, East Tennessee State 
University, College of Nursing, established a nurse 
managed clinic, first as a primary care clinic, then, in 
1993 developed mental health and outreach services to 
those living houseless, underserved, and for those who 
had difficulties maintaining care within established health 
clinics and systems. Concepts derived from the Protection-
Engagement are care integration and community linkage. 
A flexible entry system to the clinic with services provided 
in one small building allowed for care integration of 
primary care, mental health, formal and group substance 
use counseling and other treatment modalities. In 2009, 
services expanded to provide a day center where 
people could find a safe space, receive case 
management, and personal hygiene services all within the 
same building. The unique organization of a small area 
where consistent interprofessional care providers provide 
care has resulted in increased interprofessional 
communication, with sustainable outcomes, including 
presence in the community and in continued services. 
Consistent personnel including professionals with unique 
interpersonal skills who are able to provide a safe 
environment, engage into care, screen, and manage 
complex health conditions has positively influenced 
treatment outcomes.23 

 
Consistency supports engagement that has resulted in 
maintaining those with chronic health conditions including 

endocrine, pulmonary, and cardiovascular problems, 
recurring SUD and COD into continuous health care. The 
clinical staff developed recovery-oriented service 
systems and coordinated clinical treatment with 
community recovery support systems, all designed to 
prevent or delay the onset of and complications from 
substance abuse and mental illness. PEH have poorer 
health status than the general population. Complex care 
management is needed due to the impact of somatic and 
psychiatric medical problems, and particularly when 
those in need live in economic and social poverty. Primary 
health care programs aimed at caring for the homeless 
should emphasize a multidisciplinary approach and 
consider our nursing integrated care model.24 
 
We must also consider the multiple complex health and 
social factors in order to modify the plan of care for PEH. 
As this case illustrates, PEH can benefit from receiving 
primary health care, mental health care, and social 
services support available in the same location.22 Multiple 
comorbidities are common among PEH and accessible 
and available health and social care is necessary for 
effective health interventions. Fragmented care is 
considered a major barrier that must be addressed in 
order for people living houseless to have easy access to 
the full range of health and social care services. However, 
an assumption of the care fragmentation is that persons 
living houseless do not care about their health. This 
assumption is contradicted by evidence.25-28 The strength 
of the JCDC is face-to-face engagement into care that 
allows for immediate support, no matter how time-limited 
or small.  
 
A major characteristic of providing care to PEH is that a 
provider may have only one encounter with the person. 
Single session counseling has been used in vulnerable 
populations who, due to mental health issues, external 
stressors such as in war torn areas, teenaged runaways, 
or those fleeing from intimate partner violence, may only 
have access to a counselor once. Providing hygiene items 
and foot washing, while listening closely with humility, we 
acknowledge their humanity. Only then can providers 
engage with and partner with the patient to co-manage 
complex health problems despite the structural societal 
supports needed to achieve holistic health. Outcomes 
vary, but listening and allowing persons to express their 
traumatic experiences begins the process of connection 
and self-reflection.29-32 Those living houseless and 
unsheltered require unique interventions leading to safety 
followed by engagement.  Those most vulnerable and 
marginalized require a shift in understanding of how 
positive outcomes are defined.7Unless we demand 
societal and structural changes in health provision, those 
most marginalized populations will continue to suffer from 
the inequities in our society and health care systems. 
 

Controversies 
The spontaneous engagement-disengagement presents a 
dialectic that requires different perspectives when 
organizing health care for those living houseless and 
unsheltered. Both internal health, mental, and behavioral 
patterns of interaction with others result in episodic care. 
Plus, competing priorities, such as constant search for food 
and shelter, job loss, disconnection from family and 
friends, insufficient numbers of interprofessional 
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providers, legal barriers, all result in fragmented care. 
Maintaining interprofessional, comprehensive health care 
for those living houseless is difficult because of the 
financial constraints. Initially, the clinic services were free 
to those who needed care. Reliance on private donations, 
grants from the city, state, or federal government are 
fleeting and change with differing priorities. Therefore, 
point in time care, crucial to meeting the health needs of 
PEH, is difficult because limited health provider’s 
available time allotted for care are also reserved for 
patients with health insurance. Healthcare is not 
considered a universal right in the United States, hence, 
maintaining this type complex health care for those with 
no monetary, societal, or community social supports, is 
difficult to sustain. In order to sustain care to include 
primary care, mental health care, nursing care, and a 
day center, accepting those who have health insurance 
and relying on grant funding is an imperative. 
 

The Accountable Care Act (ACA), enacted into law in 
2009, provided subsidies to those who could not afford 
health insurance, prohibited discrimination against 
individuals with pre-existing conditions, and reduced the 
uninsured rate in the United States. However, in order to 
obtain third party payment, individual health centers, 
such as the JCDDC, must provide all specialty medical 
services and address the social determinants of health. 
The requirement has resulted in formation of Accountable 
Care Organizations (ACO) that combine small practices, 
clinics with larger organizations, as has occurred with the 
JCDDC. The result is better access to specialties but 
protections-engagement is still maintained locally at the 
JCDDC. Insurance payments are based on positive 
outcomes; health outcomes intertwined with and 
dependent upon social conditions are not considered 
positive when compared to unrealistic expectations 
expressed in the dominant narrative. For example, how 
does a PEH, living on the streets, manage diabetes type 
2, or hypertension, or sleep hygiene? It is nearly 
impossible. 
 

Therefore, PEH, who have complex health problems, who 
suffer from health and social and resource poverty, such 
as multiple chronic and mental health conditions, and live 
without safe shelter, have difficulties achieving standard 
health outcomes required for payments. PEH outcomes 
are much different from those living with social, societal, 
and personal supports. In essence, health insurance 
premiums rise, PEH who must live transient lives looking 
for work, shelter, food, clean water, and moving over and 
over again for these basic necessities, have difficulty 
sustaining consistent care in one place. Addressing these 
social determinants of health requires policy changes, the 
political will to address health inequities, and controlling 
the rapacious take- over of health by private equity. 
Therefore, the ACA has not resulted in more government 
support for health care but has resulted in a mandate to 
buy health insurance. 
 

Technology is touted as a solution, and telehealth has 
bridged some of these gaps.  However, most under 
resourced persons, especially those who are houseless 
cannot afford the cost of internet service or computers. 
Many children do not have laptops or computers. 
Children, and particularly vulnerable children living 
without homes have lost connections to schools where they 
learn social and emotional intelligence when playing with 
other children. These relationships cannot be solved with 
technology alone. Social isolation associated with 
technology will not prevent intimate partner violence, 
child abuse, malnutrition, or escalating suicidality. The 
need for nurses aimed at community outreach, case 
finding, health history taking, and tracking could never 
be greater. Those vulnerable, persons without homes, and 
those with intellectual challenges require engagement 
into care, and need those personal relationships for 
health continuity. McCabe and Macnee33 suggested that 
integrated care of mental and behavioral health located 
within one environmental setting was still a separate 
entity and not integrated. However, their model included 
structural and physical environmental components as part 
of their integration model, contradicting their premise. 
Expert knowledge required to manage complex multi-
morbidities experienced by those living houseless cannot 
be synthesized by one or two practitioners. A team 
approach, with focus beyond the medical model, with 
access within one location has been demonstrated to 
result in more positive outcomes, and care that may occur 
in only one chance encounter. More research is needed in 
types of outcomes that result from engagement from one 
encounter.  
 

Conclusion  
The Protection-Engagement Model provides a different 
framing for health care provision with PEH.  The physical 
and human/social environments require that there first 
must be a space for protective physical and emotional 
environments. When engagement results in one encounter, 
health outcomes must be defined differently. Health 
outcomes have been defined by a dominant culture that 
is framed by well-resourced populations who have both 
social, community, and monetary resources to maintain 
consistency in health care. Persons living houseless and 
unsheltered are not well-resourced. Therefore, using a 
framework of health with assumptions associated with 
those who have social supports, wealth, and a safe place 
to live result in distorted and unrealistic health outcomes 
applied to PEH. Understanding these differences should 
be a clarion for a change in the structures of health care 
systems that require health for all. 
 

Acknowledgement  
The authors have no conflicts of interest to declare. 
The authors express appreciation for the time and 
material supports provided by East Tennessee State 
University (ETSU) and the ETSU College of Nursing.  

  



Nursing Model of Protection-Engagement 

© 2025 European Society of Medicine 6 

References 
1. De Sousa T, Henry M. Annual homelessness 

assessment report to Congress: Part-1. US 
Department of Housing and Urban Development. 
2024: i-117. https://bit.ly/4fMMiKO 

2. Ponce AN, Lawless M S, Rowe M. Homelessness, 
behavioral health disorders and intimate partner 
violence: Barriers to services for women. Community 
Ment Health J. 2014;50(7):831-40. doi: 
http://dx.doi.org/10.1007/s10597-014-9712-0  

3. Roman MF, Thompson J. Fickle prosociality: How 
violence against LGBTQ+ people motivates 
prosocial mass attitudes toward LGBTQ+ group 
members. American Political Science Review. 2024:1-
19. doi:10.1017/S0003055424000947 

4. Appalachian Regional Commission. Classifying 
economic distress in Appalachian counties. 
Appalachian Regional Commission (ARC). 2025: 
https://www.arc.gov/classifying-economic-distress-
in-appalachian-counties/ 

5. NORC Walsh Center for Rural Health Analysis and 
East Tennessee State University Center for Rural 
Health Research. Appalachian Diseases of Despair. 
Appalachian Regional Commission; 2024. Accessed 
January 28, 2025. https://www.arc.gov/wp-
content/uploads/2024/09/Appalachian-Diseases-
of-Despair-Update_Sep182024_Final.pdf 

6. United Health Foundation. America’s Health Rankings 
2024 Annual Report. United Health Foundation; 
2024. 
https://www.americashealthrankings.org/learn/rep
orts/2024-annual-report 

7. Hemphill, JC. A qualitative exploration of 
perspectives of strength among trauma-exposed 
women living within homelessness. Issues Ment Health 
Nurs. 2020;41(9):773–784.  
https://doi.org/10.1080/01612840.2020.17422
57 

8. Bekhet, AK. Theoretical substruction of resilience 
theory: Dementia caregivers’ burden and their care 
recipients’ behavior. Nurs Sci Q. 2023;36(1):64–69. 
https://doi.org/10.1177/08943184221131967 

9. Fawcett J. Thoughts about models of nursing practice 
delivery. Nurs Sci Q. 2021; 34(3): 328–330. 
https://doi.org/10.1177/08943184211010460 

10. Hall JM. Marginalization revisited: Critical, 
postmodern, and liberation perspectives. ANS Adv 
Nurs Sci. 1999;22(2): 88–102.  
https://doi.org/10.1097/00012272-199912000-
00009 

11. Reyes-Arellano C, Hemphill JC, Hall, KC, Berry-Price 
H, Mokikan, M. Stories of early childhood trauma 
among women who are homeless and abused. 
Presented at: Southern Nursing Research Society 35th 
Annual Conference; February 24-25, 2021. 
https://www.snrs.org/past_conferences.php 

12. Weierbach FM, Hemphill JC, Hall KC, Berry-Price H. 
The lived experience of protection during the early 
days of the COVID-19 pandemic. Medical Research 
Archives. 2024;12(11):1-6.  
https://doi.org/10.18103/mra.v12i11.6080 

13. Walter RR. The value of integrating nursing theories 
in an era of legislative censorship. Nursology.net, 
November 19, 2024, Creative Commons CC BY-NC-
SA 4.0 license.  

https://nursology.net/?s=The+value+of+integratin
g+nursing+theories+in+an+era+of+legislative+ce
nsorship 

14. Best C, Cooley ME, Colvin ML, Crichlow V. Authentic 
family engagement and strengthening: A promising 
family-centered approach for advancing racial 
justice with families involved with the child protection 
system. Child Welfare, 2021;99(5): 97–118. 
https://www.jstor.org/stable/48647835 

15. Bland A, Meyer A, Orrantia E, Hale I, Grzybowski S. 
Rural physician–community engagement: Building, 
supporting and maintaining resilient health care 
strategies in three rural Canadian communities. Aust 
J Rural Health. 2024;32(5): 930–937.  
https://doi.org/10.1111/ajr.13154 

16. Phillips HJ, Tinsley MJ, Rajabiun S. Building a medical 
home for HIV-positive, multiply diagnosed homeless 
populations. Am J Public Health. 2018;108(S7):S518. 
doi:10.2105/AJPH.2018.304863 

17. Nightingale F. Notes on Nursing: What It Is, and What 
It Is Not (Vol. AN 0313). Harrison and 
Sons/Lippincott Williams & Wilkins; 1860/1992. 

18. Ross MM, Bourbonnais FF. The Betty Neuman Systems 
Model in nursing practice: A case study approach. J 
Adv Nurs. 1985;10: 199-207.  
https://doi.org/10.1111/j.1365-
2648.1985.tb00513.x 

19. Porter S. (2001). Nightingale’s realist philosophy of 
science. Nurs Philos. 2001; 2(1):14-25.  
https://doi.org/10.1046/j.1466-
769x.2001.00029.x 

20. Neuman B. The Neuman Systems Model: Application to 
Nursing Education and Practice (4th ed.). Prentice 
Hall; 2002. 

21. Valentine-Maher S, Butterfield P, Laustsen G. 
Environmental health: Advancing emancipatory 
policies for the common good. ANS Adv Nurs Sci. 
2018;41(1):57-69. 
doi:10.1097/ANS.0000000000000194. 

22. Henwood BF, Cabassa LJ, Craig, C, Padgett, D. 
Permanent supportive housing: Addressing 
homelessness and health disparities? Am J Public 
Health. 2013;103(2):S188-S192.  
https://www.proquest.com/scholarly-
journals/permanent-supportive-housing-
addressing/docview/1468675840/se-2 

23. Tomoaia-Cotisel A, Farrell TW, Solberg LI, et al. 
Implementation of care management: An analysis of 
recent AHRQ research. Med Care Res Rev. 
2016;75(1):46-65. 
doi:10.1177/1077558716673459 

24. Jego M, Abcaya J, Ștefan DE, Calvet-Montredon C, 

Gentile S. Improving health care management in 
primary care for homeless people: A literature 
review. Int J Environ Res Public Health. 
2018;15(2):309. Published 2018 Feb 10.  
https://doi.org/10.3390/ijerph15020309 

25. Kerrins RB, Hemphill, JC. Improving SBIRT in a nurse-
managed clinic serving homeless patients with 
substance use disorder. Nurs Pract. 2020; 45(6):42-
49. DOI: 10.1097/01.NPR.0000666200.91953.c4 

26. Alley N, Macnee C, Aurora S, Alley A, Hollifield M. 
Health promotion lifestyles of women experiencing 

https://bit.ly/4fMMiKO
http://dx.doi.org/10.1007/s10597-014-9712-0
https://www.arc.gov/classifying-economic-distress-in-appalachian-counties/
https://www.arc.gov/classifying-economic-distress-in-appalachian-counties/
https://www.arc.gov/wp-content/uploads/2024/09/Appalachian-Diseases-of-Despair-Update_Sep182024_Final.pdf
https://www.arc.gov/wp-content/uploads/2024/09/Appalachian-Diseases-of-Despair-Update_Sep182024_Final.pdf
https://www.arc.gov/wp-content/uploads/2024/09/Appalachian-Diseases-of-Despair-Update_Sep182024_Final.pdf
https://www.americashealthrankings.org/learn/reports/2024-annual-report
https://www.americashealthrankings.org/learn/reports/2024-annual-report
https://doi.org/10.1080/01612840.2020.1742257
https://doi.org/10.1080/01612840.2020.1742257
https://doi.org/10.1177/08943184221131967
https://doi.org/10.1177/08943184211010460
https://doi.org/10.1097/00012272-199912000-00009
https://doi.org/10.1097/00012272-199912000-00009
https://www.snrs.org/past_conferences.php
https://doi.org/10.18103/mra.v12i11.6080
https://nursology.net/?s=The+value+of+integrating+nursing+theories+in+an+era+of+legislative+censorship
https://nursology.net/?s=The+value+of+integrating+nursing+theories+in+an+era+of+legislative+censorship
https://nursology.net/?s=The+value+of+integrating+nursing+theories+in+an+era+of+legislative+censorship
https://www.jstor.org/stable/48647835
https://doi.org/10.1111/ajr.13154
https://doi.org/10.1111/j.1365-2648.1985.tb00513.x
https://doi.org/10.1111/j.1365-2648.1985.tb00513.x
https://doi.org/10.1046/j.1466-769x.2001.00029.x
https://doi.org/10.1046/j.1466-769x.2001.00029.x
https://www.proquest.com/scholarly-journals/permanent-supportive-housing-addressing/docview/1468675840/se-2
https://www.proquest.com/scholarly-journals/permanent-supportive-housing-addressing/docview/1468675840/se-2
https://www.proquest.com/scholarly-journals/permanent-supportive-housing-addressing/docview/1468675840/se-2
https://doi.org/10.3390/ijerph15020309


Nursing Model of Protection-Engagement 

© 2025 European Society of Medicine 7 

crises. J Community Health Nurs. 1998;15(2): 91-99. 
https://doi.org/10.1207/s15327655jchn1502_3 

27. Hall JM. Carlson K. Marginalization: A revisitation 
with integration of scholarship on globalization, 
intersectionality, privilege, microaggressions, and 
implicit biases. ANS Adv Nurs Sci. 2016; 39(3): 200-
215. DOI: 10.1097/ANS.0000000000000123 

28. Snell CL. Help-seeking and risk-taking behavior 
among Black street youth: Implications for HIV/AIDS 
prevention and social policy. J Health Soc Policy. 
2002;16(1/2):21-32. 
http://www.haworthpress.com/store/product.asp?sk
u=J04510.1300/J045v16n01_03  

29. Brewer-Smyth K. Adverse Childhood Experiences : The 
Neuroscience of Trauma, Resilience and Healing 
Throughout the Life Course. Springer; 2022.  

30. van der Veer G. Training counsellors in low- and 
middle-income countries in single session counselling: 
helping mental health and psychosocial workers to 
get on top of feelings of powerlessness. Intervention. 

2017;15(1):70-75. 
https://doi.org/10.1097/WTF.00000000000001
24.  

31. Yalom V, Yalom I. Brief interactive group 
psychotherapy. Psychiatric Annals.1990; 20(7): 362-
364, 366-367. https://doi.org/10.3928/0048-
5713-19900701-06.  

32. Budman SH, Demby A, Redondo JP, Hannan M, 
Feldstein M, Ring J, Springer T. (1988). Comparative 
outcome in time-limited individual and group 
psychotherapy. Int J Group Psychother.1988; 38(1): 
63-86. 
https://doi.org/10.1080/00207284.1988.11491
085.  

33. McCabe S, Macnee C L. Weaving a new safety net 
of mental health care in rural America: A model of 
integrated practice. Issues Ment Health Nurs. 2002; 
23(3):263–278. 
https://doi.org/10.1080/016128402753543009 

 

 

https://doi.org/10.1207/s15327655jchn1502_3
http://www.haworthpress.com/store/product.asp?sku=J04510.1300/J045v16n01_03
http://www.haworthpress.com/store/product.asp?sku=J04510.1300/J045v16n01_03
https://doi.org/10.1097/WTF.0000000000000124
https://doi.org/10.1097/WTF.0000000000000124
https://doi.org/10.3928/0048-5713-19900701-06
https://doi.org/10.3928/0048-5713-19900701-06
https://doi.org/10.1080/00207284.1988.11491085
https://doi.org/10.1080/00207284.1988.11491085
https://doi.org/10.1080/016128402753543009

