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A Nursing Education Intervention to Increase Smoking Cessation Rates in Chronically Homeless
People: A Pilot Project
According to the United States Department of Housing and Urban Development (2013),
San Diego City and County has the third largest amount of chronically homeless individuals in
the United States at 2,531 individuals. Chronic homelessness refers to people who have a
disability, who either have been homeless at least four times in the last three years or have been
continuously homeless for at least one year (United States Department of Housing and Urban
Development, 2013). People who are chronically homeless cost the public 30 to 50 thousand
dollars per individual per year through their repeated utilization of hospitals, psychiatric centers,
emergency rooms, jails, detoxification and other crisis services (United States Interagency
Council on Homelessness, 2013).
The high occurrence of deaths among homeless individuals due to heart disease, lung,
trachea, and bronchial cancer, and other tobacco-related illnesses suggests an urgent need to
address the 73 percent prevalence of cigarette smoking in homeless adults (Baggett et al., 2013).
This is greater than three times the rate of the general population (of non-homeless individuals)
(National Institute on Drug Abuse, 2013). Homeless people are also twice as likely to die of
tobacco-related cancer than non-homeless individuals. High tobacco use has been linked to
similarly high rates of substance abuse and psychiatric disorders (Shelley, Cantrell, Wong &
Warn, 2010). The large burden of such death and disease, especially among people ages 45 and
older, emphasizes the necessity for primary care and preventative services that address the health
problems of an aging homeless population (National Institute on Drug Abuse, 2013).
Previous research has addressed smoking cessation among homeless people; however,
there is very little in the research literature with regard to face-to-face education as an effective
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intervention in the absence of pharmacotherapy. This study will begin to address the gap in
smoking cessation research with homeless people. The proposed study was designed to assess
whether or not a face-to-face group visit nurse-led education intervention is effective as a
smoking cessation strategy using the California Smokers’ Helpline educational materials.
Conceptual Model
This research study is based on the conceptual model of harm reduction. “Harm
reduction” refers to programs, practices, and policies that focus specifically on reducing adverse
health, economic, and social outcomes that result from the utilization of legal as well as illegal
psychoactive drugs (such as tobacco) without necessarily decreasing drug consumption. Harm
reduction is beneficial to individuals who utilize drugs, their family members, and the
community (Harm Reduction International, 2014). This model will be explained further in
“Literature Review,” under the section, “Conceptual model.”
Background and Significance to Nursing
Homelessness is a continuing public health issue that creates unique challenges for the
healthcare system and healthcare professionals (Seiler & Moss, 2012). Homeless individuals are
considered a vulnerable medical population that experience tremendous health disadvantages
(Bonevski, Baker, Twyman, Paul, & Bryant, 2012). Compared to non-homeless individuals, this
population may experience increased health difficulties because of their already compromised
health from chronic physical and mental illness, poor nutrition, substance abuse, and problems
accessing care. Chronic illness in homeless people has resulted in disproportionately high
mortality rates (Baggett et al., 2013; Hawk & Davis, 2012; Seiler & Moss, 2012; Shelley et al.,
2010).
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Baggett et al. (2013) reported homeless people having a mortality rate of 4.5 times
greater than the general population of non-homeless individuals. Shelley et al. (2010) stated that
homeless individuals utilizing shelters have tobacco-related cancer death rates that are double
that of the general population of non-homeless people. Being chronically homeless and a current
smoker were predisposing factors significantly linked with psychiatric hospitalization
(Chambers, et al., 2013).
Cigarette use in the homeless population represents a major public health problem. About
four out of every five homeless adults currently smoke. Any history of being homeless
independently doubles the likelihood of currently smoking regardless of sociodemographic and
behavioral health factors. It has been suggested that homeless individuals smoke more cigarettes
in a day than the general population and that being homeless in and of itself can be the catalyst
for consuming more cigarettes (Reitzel, et al., 2014).
Very few high-quality research reports are available in the literature that address smoking
cessation among the homeless population without the aid of pharmacotherapy (Okuyemi, et al.,
2013; Reitzel et al., 2014; Shelley et al., 2010). What little research that has been performed on
smoking cessation in homeless people has shown that homeless individuals are interested in
trying to quit smoking. Furthermore, these studies have shown that homeless individuals have
attempted to quit but would like help from medical professionals in the form of smoking
cessation programs designed for their specific needs. This desire may signify that smoking
cessation interventions may be effective in this population if properly designed. Prior research
studies have analyzed possible causes of smoking among homeless people, but no treatment
interventions were conducted to address how to help this population to stop smoking (Bigelow &
Stepka, 2012; Businelle, Cuate, Kesh, Poonawalla, & Kendzor, 2013; Goldade et al., 2013;
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Reitzel et al., 2014). Several studies utilized a combination of motivational interviewing and
nicotine replacement therapy to enhance smoking cessation, but quit rates were not significant
with the addition of counseling to pharmacotherapy (Okuyemi et al., 2013; Shelley et al., 2010).
Another study utilized an educational intervention via telephone calls to aid in smoking
cessation, but participants reported that the phone intervention was impersonal and would have
preferred a face-to-face intervention (Bonevski et al., 2012). There is a lack of research on
smoking cessation interventions in the homeless population (Bonevski et al., 2012; Browning,
Baker, McNally, & Wewers, 2009; Businelle et al., 2013; Seiler & Moss, 2012). Thus, a major
aim of this project is to adequately understand the smoking cessation needs of homeless people
and to decrease cigarette use in homeless individuals through a nurse-led smoking cessation
education intervention (Bonevski et al., 2012; Seiler & Moss, 2012).
Providing smoking cessation education to homeless individuals with their specific needs
in mind has the potential to significantly improve health outcomes and decrease mortality among
this population. The proposed study will inform future health research and practice with this
often difficult to reach and engage population (Bonevski et al., 2012).
Problem Statement
Homeless individuals have the same desire to quit smoking as non-homeless individuals,
however, their lifetime quit rates are significantly lower than non-homeless people. Homeless
individuals would like help from medical professionals to quit, but experience multiple barriers
to care. Little research has been done on how to best intervene to facilitate smoking cessation in
homeless individuals (Reitzel et al., 2014). As of the writing of this research proposal, there have
not been any published studies that have investigated the effectiveness of a face-to-face group
visit nurse-led education intervention using the California Smokers’ Helpline educational
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material on smoking cessation and cigarette use in homeless people without the combined use of
pharmacotherapy.
Purpose of the Research
The purpose of this study is to examine the effectiveness of a nurse-led smoking
cessation education intervention using the California Smokers’ Helpline educational material
with regard to quit rates in homeless people at a nurse-managed, student-run free clinic in San
Diego, California.
Major Aims
The primary aim of this study is to assess the effectiveness of a low-cost, educational
intervention that focuses on smoking cessation in homeless people; feasibility and acceptability
will also be assessed. A secondary but related aim of the proposed study is to explore the
contribution of demographic variables to the explanation of the outcomes of interest.
Research Question
The proposed research question is a, “Does a nurse-led smoking cessation education
intervention using the California Smokers’ Helpline educational material decrease cigarette use
in a sample of homeless individuals accessing care at a school of nursing student-run free clinic
in a beach community in southern California?”
Literature Review
This major section examines the current literature that surrounds homelessness, smoking,
and smoking cessation. The databases reviewed for this literature review include CINAHL,
PubMed, and Google Scholar. Eighty-six (86) abstracts were reviewed for inclusion, of the
articles from that list, 27 research articles were included in this study. The researcher focused on
research articles that concentrated on homeless individuals who smoked cigarettes, specifically
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homeless adults. Literature search terms included nurse, nursing, homeless, smoking, smoking
cessation, cigarettes, tobacco, California Smokers’ Helpline, questionnaire, harm reduction
model, and heaviness of smoking index. The search was limited to English, peer-reviewed
articles published after 1989.
Homelessness and Smoking Cessation
In a study by Reitzel et al. (2014), homeless participants were already part of a parent
study smoking cessation program at a homeless shelter. For the parent smoking cessation
program, participants attended weekly group counseling sessions on smoking cessation. They
also had the opportunity to obtain pharmacotherapy for smoking cessation at the shelter. Prior to
the start of the study by Reitzel et al. (2014), participants would complete a baseline computer
survey. The incentive was a 20 to 30 dollar Walmart gift card. Patients were assessed weekly at
the shelter with self-reported smoking status questions. Carbon monoxide readings were taken to
verify self-reported smoking cessation. Each patient received a smart phone in which they were
called by the research team one week prior to quitting and one week after quitting smoking.
Participants would receive up to three phone calls per assessment in case they missed the call.
One week prior to quitting, the research assessment questionnaire used during the call was the
Heaviness of Smoking Index (HSI). This tool looks at the amount of cigarettes smoked in a day
and the time it takes for participants to have their first cigarette of the day (Reitzel et al., 2014).
The HSI has been widely used and is considered a strong instrument that can associate tobacco
dependence with quitting (Heatherton et al., 1989).
The researchers also collected the amount of years participants smoked and the amount of
times participants had tried to quit in their past to better describe the sample population.
Participants were asked questions on a Likert-type of scale regarding emotions such as
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happiness, stress, anger, sadness, etc. The phones given to participants also acted as type of
global positioning system (GPS) to track how far away participants were from the homeless
shelter (Reitzel et al., 2014).
A total of 22 eligible people participated. The study was 26 weeks long, and their aim
was to find a link between proximity to the homeless shelter and smoking cessation. Ultimately,
their findings showed that the proximity to the homeless shelter after quitting was significantly
linked with negative emotional affect. All participants resumed smoking within one week. The
researchers believe that the negative emotional affect and stress associated with the homeless
shelter may make it difficult for homeless people to quit smoking (Reitzel et al., 2014).
Smoking Cessation and Interventions
Educational counseling. In a study by Bonevski et al. (2012), the researchers performed
educational counseling on smoking cessation, alcohol use, vegetable and fruit consumption, sun
protection, and physical activity via weekly telephone calls to homeless individuals. Their study
had 12 eligible participants and their findings were not significant for any of the counseled
behaviors, however, participants stated that they were making behavioral health changes to meet
their own goals and it was a cost-effective health intervention (Bonevski et al., 2012).
Motivational interviewing. A study by Okuyemi et al. (2013) examined the effect of six
sessions of motivational interviewing and eight weeks of nicotine patch use on smoking
cessation over the total course of 26 weeks. They had a large sample size of 430 homeless
smokers from transitional housing units and emergency shelters. The researchers were able to
achieve their intended sample size for power. However, their findings did not show a significant
difference in smoking cessation between the motivational interviewing group and the control
group. Although there were participants in the study who did not stop smoking cigarettes, there
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was still a decrease in the amount of cigarettes smoked from baseline to the end of 26 weeks in
both the motivational interview group and the control group. The addition of nicotine patches to
motivational interviewing did not decrease the rate of cigarette smoking in homeless smokers at
26 week follow-up (Okuyemi et al., 2013).
Nicotine replacement. In a study by Shelley et al. (2010), there were 60 participants in a
homeless shelter who were given nicotine replacement therapy (gum, patch, inhaler, or lozenge)
in addition to weekly group counseling on smoking cessation for a 24 week period. The
researchers verified smoking cessation with carbon monoxide readings. Although the study
results were not significant p>.05, data showed that participants were contemplating making a
behavior change. The researchers suggested that additional studies should be conducted to
address confidence, knowledge gaps, and skills to combat barriers to smoking cessation in
homeless people (Shelley et al., 2010).
Length of interventions. There have been several recent smoking cessation studies
conducted in the homeless population that varied from six to 26 weeks long. The article by
Reitzel et al. (2014) provided smoking cessation counseling for homeless participants weekly for
a total of six weeks. The study by Bonevski et al. (2012) took place over the course of six weeks
and in their study, participants strongly agreed that six weeks of tobacco counseling was long
enough and strongly disagreed that the education should have been offered for more than six
weeks. A smoking cessation study by Shelley et al. (2010) was 24 weeks long. The smoking
cessation counseling studies conducted by Okuyemi et al. (2013) and Goldade et al. (2013) lasted
for 26 weeks. Based on the aforementioned studies, it has been decided that the smoking
cessation education intervention should be offered for six weeks (Bonevski et al., 2012; Reitzel
et al., 2014; Shelley et al., 2010).
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In a study conducted by Sherman, Takahashi, Kalra, Gifford, Finney, Canfield, &
Kuschner (2008), their goal was to refer patients at various Veterans Health Administration
locations in California to 30 to 45 minute telephone smoking cessation counseling sessions
through the California Smokers’ Helpline. This ultimately resulted in 25 percent of their patients
(335 participants) to be abstinent from smoking at 6-month follow-up, with a level of
significance of p<.001 (Sherman et al., 2008). In a study conducted by Zhu, Tedeschi, Anderson,
Rosbrook, Byrd, Johnson, & Gutiérrez-Terrell (2000), 82.8 percent of the participants who called
the California Smokers’ Helpline made an attempt to quit smoking and participants who received
more than one counseling session had a greater chance of staying smoke free for a year. In a
study performed by Zhu, Anderson, Tedeschi, Rosbrook, Johnson, Byrd, & Gutiérrez-Terrell
(2002), the smoking abstinence rates of those who utilized the California Smokers’ Helpline
telephone smoking cessation counseling were double that of the control group of participants
who did not use the California Smokers’ Helpline after twelve months, with an alpha level of
significance of p<.001.
Major Variables Defined
Demographics. Gender is defined as female, male, male to female (MTF), or female to
male (FTM). Age is defined as the chronological age of the homeless individual. Race is defined
as the participants’ physical characteristics (Roller, 2011). “Pack years” is defined as the number
of packs of cigarettes smoked per day multiplied by the number of years the person has smoked
(National Cancer Institute, 2016). Lifetime months of homelessness refers to the estimated total
amount of months the participant has been homeless in their lifetime. Sheltered homeless
individuals refer to individuals who are staying in transitional housing programs, emergency
shelters, or safe havens.
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California Smokers’ Helpline educational intervention. The educational intervention
refers to the face-to-face, group education administered by nurses to homeless individuals using
educational handouts from The California Smokers’ Helpline. 1-800-NO-BUTTS refers to The
California Smokers’ Helpline (2015), which is a free statewide service aiding in tobacco
cessation. It is funded by several organizations, including Moores UCSD Cancer Center, First 5
California, the California Department of Public Health, the Centers for Disease Control and
Prevention, and Centers for Medicare and Medicaid Services. The educational material that will
be used is from The California Smokers’ Helpline, 1-800-NO-BUTTS website, specifically the
handouts called “Take Control of Cravings and Urges” (Appendix B); “Positive Thinking”
(Appendix C); “What’s in Cigarette Smoke?” (Appendix D); and “The Health Benefits of
Quitting Smoking” (Appendix E) (Moores UCSD Cancer Center, 2015).” The amount of
California Smokers’ Helpline nurse education intervention sessions attended is an independent
variable and attendance will be recorded for each week the patient returns to the clinic to receive
the education. For the post-educational intervention survey, participants will be asked whether
the nurse-led educational intervention helped them to quit smoking and this is a dependent
variable.
Carbon monoxide level. A carbon monoxide level monitor is carbon monoxide
exhalation verification that indicates current smoking level (MD Spiro, 2014). In the study by
Heatherton et al. (1989), they used alveolar carbon monoxide testing as a biochemical indicator
of a person’s heaviness of smoking in addition to the use of the Heaviness of Smoking Index.
Carbon monoxide level exhalation verification will be recorded prior to the California Smokers’
Helpline educational intervention and post-educational intervention at six weeks.
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The MD Spiro carbon monoxide detector that will be utilized for this study has a scale
that indicates that 0 to 6 parts per million (ppm) is a non-smoker; 7 to 10 ppm is a light smoker;
11 to 20 ppm is a moderate smoker; 20+ ppm is a heavy smoker (MD Spiro, 2014) According to
a study by Cropsey et al. (2014), a carbon monoxide monitor can evaluate the effectiveness of a
smoking cessation intervention and a measure of 3 ppm from the carbon monoxide monitor best
determines that a person has quit smoking.
Conceptual model. As defined previously, this research study will be based on the
conceptual model of harm reduction. The harm reduction approach has a foundation of strong
commitment to human rights and public health (Harm Reduction International, 2014). This
model is utilized as the basis for the free clinic in southern California that collaborates with a
church-run nutrition program in which this study will take place. Harm reduction examines the
specific harms and risks related to the use of drugs; what are the causes of those harms and risks;
and what can be done to decrease them. The majority of harm reduction approaches are safe,
inexpensive, effective, feasible, and practical (Harm Reduction International, 2014).
Relationship of the intervention to the conceptual model. Harm reduction is a suitable
model for an educational smoking cessation intervention in the homeless. The harm reduction
model advocates for interventions to help decrease tobacco use, but is not rigid in its
enforcement of preventing tobacco use altogether and it acknowledges the fact that some
individuals are simply unwilling and unable to quit smoking (Harm Reduction International,
2014).
Based on the harm reduction model, it is necessary to provide individuals who use drugs
such as tobacco with options to help decrease risks from continuing to smoke. It is important that
harm reduction educational interventions exist to assist the homeless individual to become
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healthier. Informal methods such as smoking cessation education without the use of nicotine
replacement therapy may be more desirable to assist homeless people to decrease their tobacco
use and to decrease the risks associated with smoking (Harming Reduction International, 2014).
The educational intervention on smoking cessation in the homeless is based on the model
of harm reduction. Even if the intervention does not produce significant results, the point of these
programs and practices are to focus on reducing the harms related to the use of psychoactive
drugs such as tobacco in individuals who are unwilling or unable to stop. The programs and
practices will try to prevent the harmful effects of tobacco. Although preventing the use of
tobacco may be not achieved, efforts will continue to focus on homeless individuals who still
smoke (Harm Reduction International, 2014).
Instruments and Measurement Methods
Survey questionnaires. Baseline survey questionnaires (Appendix F and G) will include
the following demographics questions: “What is your name?” in order to keep track of consents
and pre and post survey questionnaires. “What is your age (the exact number will be written
down)?”; “What gender do you identify with?” The available choices are male, female, male to
female (MTF), and female to male (FTM). A question about race will be included, specifically:
“To which racial group do you most identify?” The choices will be African-American (nonHispanic), Asian/Pacific Islanders, Caucasian (non-Hispanic), Latino or Hispanic, Native
American or Aleut, or Other. A housing question on both pre and post-education surveys will
include: “Are you sheltered (transitional housing program, emergency shelter, safe haven)?”
because different difficulties are experienced in different living situations. Another demographic
question on pre-education surveys will be: “What are your lifetime months of homelessness (the
exact number of months will be written down)?” to determine whether patient is chronically
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homeless. There will be a question on the pre-education survey regarding “pack years” to
determine the amount of cigarettes a person has smoked for a period of time (National Cancer
Institute, 2016). Carbon monoxide levels in parts per million (ppm) will be recorded on pre and
post-education surveys and is discussed below.
Heaviness of Smoking Index. For both the pre and post educational survey
questionnaires, there will be questions from The Heaviness of Smoking Index. The Heaviness of
Smoking Index was adapted from The Fagerström Test for Nicotine Dependence (Heatherton,
Kozlowski, Frecker, Rickert, & Robinson, 1989; Heatherton, Kozlowski, Frecker, & Fagerström,
1991). The Heaviness of Smoking Index is a widely used scale that measures smoking
dependence and is free to use for research purposes according to author, Todd Heatherton, via
Dartmouth’s website, last revised November 13, 2013 (see Appendix F). Email permission was
also obtained on April 19, 2016 from Karl Fagerström on April 19, 2016 to use the Fagerström
Test for Nicotine Dependence and Heaviness of Smoking Index (see Appendix G).
The Heaviness of Smoking Index is comprised of two questions: “At present, how long
after waking do you wait before having your first cigarette (in minutes)?” and “How many
cigarettes do you smoke per day at present?” (Heatherton et al., 1989; Heatherton et al., 1991).
In a study conducted by Etter (2008), of light cigarette smokers in Switzerland, the HSI
had good test-retest validity of .87 and adequate reliability of .72 (Courvoisier & Etter, 2010;
Etter, 2008). The HSI has been found to be the best predictor of cigarette smoking cessation in
comparison with The Fagerström Test for Nicotine Dependence and The Fagerström Tolerance
Questionnaire (Chaiton, Cohen, McDonald, Bondy, 2007; Etter, 2005; Hughes et al., 2004; John
et al., 2004; Kozlowski, Porter, Orleans, Pope, Heatherton, 1994; Uysal et al., 2004). In a study
by Perez-Rios et al. (2009), conducted in smokers in northern Spain, the authors found the HSI
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to be a relatively good screening test for daily smokers who are very dependent on nicotine with
a Cohen’s kappa of .70, which is a test of interrater reliability, and a high specificity of 96.2
percent.
For The Heaviness of Smoking Index (HSI) questions include: “At present, how long
after waking do you wait before having your first cigarette (in minutes)?” The choices are within
5 minutes (3 points); 6-30 minutes (2 points); 31-60 minutes (1 point); and after 60 minutes (0
points). The other HSI question is: “How many cigarettes do you smoke per day at present?” The
available choices are 1-10 cigarettes (0 points); 11-20 cigarettes (1 point); 21-30 cigarettes (2
points); and 31 or more cigarettes (3 points). A score of 1-2 indicates very low nicotine
dependence; a score of 3 indicates low to moderate nicotine dependence; a score of 4 indicates
moderate nicotine dependence; and a score of 5 indicates high nicotine dependence (Heatherton
et al., 1989; Heatherton et al, 1991).
Carbon monoxide level. Carbon monoxide level exhalation verification will be used to
compare self-reported smoking with actual smoking level. This adds to the strength of the study
design as self-report will not be the sole determining factor of smoking status. Carbon monoxide
level exhalation verification will be recorded at the baseline pre-educational intervention and at
the end of six weeks post-educational intervention.
According to a study by Cropsey et al. (2014), confirmation of smoking abstinence
during smoking cessation studies is imperative for evaluating treatment effectiveness. The study
by Cropsey et al. (2014) determined that an exhaled carbon monoxide level of 3 ppm most
accurately differentiated smokers from nonsmokers (97 percent correct classification) and this
applied to male and female as well as black and white participants. The MD Spiro carbon
monoxide detector uses the scale of 0 to 6 ppm to indicate a non-smoker; 7 to 10 ppm to indicate
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a light smoker; 11 to 20 ppm to indicate a moderate smoker; 20+ to indicate a heavy smoker
(MD Spiro, 2014).
Summary
The HSI has been widely used and is considered a reliable and valid instrument with
regard to tobacco dependence and smoking cessation (Heatherton et al., 1989). This tool can be
utilized to answer questions about the amount of cigarettes smoked in a day and the time it takes
for participants to have their first cigarette of the day (Reitzel et al., 2014).
Participants in the Reitzel et al. (2014) study attended weekly group counseling sessions
on smoking cessation at a homeless shelter, they also utilized pharmacotherapy and researchers
collected the amount of years participants smoked to better describe their sample population. The
researchers believe that the negative emotional affect and stress associated with the homeless
shelter may make it difficult for homeless people to quit smoking (Reitzel et al., 2014). In a
study by Bonevski et al. (2012), the researchers performed educational counseling on smoking
cessation via weekly telephone calls to homeless individuals and their findings were not
significant in a sample size of twelve participants.
Methods
This major section describes the proposed methods to be used in conducting the pilot
study. This section includes the proposed design, data collection methods, and data analytic
techniques used to answer the research question and to address that major aims of the study.
This proposed research project will take place at a student-run free clinic held at a church
in San Diego, California. The participants will be homeless individuals who smoke cigarettes
and volunteer to attend the nurse educational intervention on smoking cessation that utilizes the
California Smokers’ Helpline educational handouts. The nurse education intervention will take
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place over the course of six weeks and participants will be administered pre and post nurse
education intervention surveys on their smoking habits, demographic characteristics, and their
smoking level will be verified using carbon monoxide exhalation verification. Participants will
be encouraged to attend the face-to-face, group, nurse education intervention using the California
Smokers’ Helpline education materials each week they come to the clinic.
Research Question
The proposed research question is a, “Does a nurse-led smoking cessation education
intervention using the California Smokers’ Helpline educational material decrease cigarette use
in a sample of homeless individuals accessing care at a school of nursing student-run free clinic
in a beach community in southern California?”
Hypothesis
There will be statistically significant differences in self-reported time to first cigarette and
number of cigarettes smoked per day from pre-intervention to post-intervention assessment.
Design
The proposed study uses a descriptive, quasi-experimental, single-group pre-post,
quantitative design. A quasi-experimental design is being used for this intervention study
because the sample is one of convenience; participants will not be randomly assigned to
treatment conditions. All participants will receive the same educational intervention; they will
act as their own controls.
Threats to Validity
A major threat to internal validity in this study is one of attrition. Attrition is a concern
because the homeless population is a very mobile community. Participants who remain in the
study may differ from those who left in significant ways. Another threat to validity is the social
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desirability response set. The definition of social desirability is participants self-report in a way
that shows them in a positive light, that favors social norms, and participants respond how
professionals hope they would response rather than with honest answers (Polit & Beck, 2012).
Additional threats to validity will be described in “Methods,” under the section, “Bias.”
Data Collection
It has been determined that smoking cessation counseling should be conducted for six
weeks (Bonevski et al., 2012; Reitzel et al, 2014; Shelley et al., 2010). Demographic data
including gender, age, race, sheltered or unsheltered, lifetime months of homelessness, and pack
years will be collected to describe the sample as well as for use in multivariable analyses to
determine the effect of the demographic variables on the outcomes of interest (time to first
cigarette and cigarettes per day).
Approval to conduct the project will be requested from California State University San
Marcos (CSUSM) Institutional Review Board (IRB). After obtaining IRB approval, informed
consent (Appendix A) will be obtained from participants, and data will be collected at two points
in time pre-educational intervention and post-educational intervention at the end of six weeks.
The pre-educational intervention (week 1) and post-educational intervention (week 6)
survey questionnaires will be read aloud to participants and the researcher will fill out the
answers on the surveys because many homeless individuals may not be able to read or write in
English. The educational intervention (Appendix B) will be provided to patients every week that
they come to the clinic for a total of six weeks. In week 1, patients will be taught the handout
“Take Control of Cravings and Urges.” After the initial educational intervention in week 1, the
participant will be encouraged to call The California Smokers' Helpline at 1-800-NO-BUTTS for
any questions, concerns, or additional counseling they may desire. In week 2, “Positive
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Thinking” will be taught. In week 3, “What’s in Cigarette Smoke?” will be taught. In week 4,
“The Health Benefits of Quitting Smoking” will be taught. Then in week 5, “Take Control of
Cravings and Urges” and “Positive Thinking” will be reviewed again. In week 6, “What’s in
Cigarette Smoke?” and “The Health Benefits of Quitting Smoking” will be reviewed again.
Refer to Appendix B for all California Smokers’ Helpline educational materials (Moores UCSD
Cancer Center, 2015).
The survey questionnaires will be collected in order to track pre and post surveys for
statistical analysis. Carbon monoxide level exhalation verification will be performed at baseline
pre-educational intervention and at the end of the six week post-educational intervention.
Additionally, the number of sessions that the participant attended will be recorded to demonstrate
dose response.
Setting
The proposed study will take place at a nurse-managed, student-run free clinic at a church
in a beach community in southern California. The clinic is one of the four locations of nursemanaged, student-run free clinics in southern California. The free clinics offer urgent care and
primary care, including nursing and medical services, integrative health, mental health services,
free or inexpensive medications, electronic medical records, referrals to other service providers,
and free or inexpensive laboratory services. The clinics also provide case management and other
services such as food distribution, laundry vouchers, showers, bus passes, legal services, and
durable medical equipment. In 2015, 3,683 patients were seen at the free clinics (M. Baker,
personal communication, August 8, 2016).
The lead nurse practitioner at the free clinic is a board-certified family nurse practitioner
and board-certified advanced public health nurse. Nurse practitioner students and nursing
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students volunteer and treat patients at these clinics. There is a physician on-site at the clinics
who is the medical director for all the clinics. He sees patients with the family nurse practitioner
interns who are there weekly (M. Baker, personal communication, August 8, 2016).
The Fellowship Hall of the church and on-site clinic treatment rooms will be use to
conduct the intervention and administer the surveys. The group education using the California
Smokers’ Helpline educational handouts on smoking cessation will be conducted in the newly
remodeled Fellowship Hall, which has comfortable seating, adequate lighting, and is
temperature-controlled. The treatment room in which the pre and post-educational intervention
survey questionnaires will be administered is private, has comfortable seating, adequate lighting,
and is temperature controlled (M. Baker, personal communication, August 8, 2016).
Sample
The method of obtaining samples is one of non-probability and is respondent-driving in
order to meet inclusion criteria (Plichta & Kelvin, 2012; Polit & Beck, 2012). The desired
sample size for this intervention was calculated to account for a moderate effect size of .30,
power of .80, and alpha of p<.05, two-tailed test. Given these parameters, at least 90 participants
will be needed (see Figure A) (Faul, Erdfelder, Buchner & Lang, 2009; Plichta & Kelvin, 2012;
Polit & Beck, 2012).
Homeless individuals are very mobile (Bonevski et al., 2012). This mobility may lead to
a 40-60 percent attrition rate in research studies. In order to account for loss factors in the
proposed study, a 40 percent attrition rate was used given by the equation 90 + (90 x .40) = 126.
Thus, 126 participants will be needed for a paired t-test (Plichta & Kelvin, 2012; Polit & Beck,
2012).
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Inclusion Criteria
The inclusion criteria for the proposed study includes:
1. Homeless people.
2. Current smokers.
3. Patients of the nurse-managed, student-run free clinic in a church in San Diego that have
visited the free clinic at least twice.
4. Ages 18 and above.
5. Live within the San Diego County area.
Exclusion Criteria
Exclusion criteria include non-English speaking individuals because the survey
questionnaires will be administered in English.
Data Coding
Males will be coded as “0,” females will be coded as “1,” MTF will be coded as “2,” and
FTM will be coded as “3.” No will be coded as “0” and yes will be coded as “1” for all yes or no
questions. African-Americans will be coded as “0,” Asian/Pacific Islanders will be coded as “1,”
Caucasians will be coded as “2,” Latino or Hispanic will be coded as “3,” and Native American
or Aleut, or Other will be coded as “4.” For time to first cigarette questions, after 60 minutes will
be coded as “0,” 31-60 minutes will be coded as “1,” 6-30 minutes will be coded as “2,” and
within 5 minutes will be coded as “3.” For cigarettes per day questions, 1-10 cigarettes will be
coded as “0,” 11-20 cigarettes will be coded as “1,” 21-30 cigarettes will be coded as “2,” and 31
or more cigarettes will be coded as “3.” For carbon monoxide level (ppm), 0-6 ppm (nonsmoker) will be coded as “0,” 7-10 ppm (light smoker) will be coded as “1,” 11-20 ppm
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(moderate smoker) will be coded as “2,” and 20+ ppm (heavy smoker) will be coded as “3.” All
missing values will be coded as “9999” (Plichta & Kelvin, 2012; Polit & Beck, 2012).
Analytic Technique and Test Statistic
The current edition of Statistical Package for the Social Sciences (SPSS) will be utilized
to store and analyze data. An alpha level of p<.05 will be used unless otherwise stated.
Frequency distributions and histograms will be calculated on all variables to evaluate the
variables for normality (Plichta & Kelvin, 2012; Polit & Beck, 2012). A Cronbach’s alpha will
be performed on survey questions to measure internal consistency and reliability. A paired
samples t-test will be calculated to determine whether there is a difference in mean pretest and
posttest scores for smoking cessation after the educational intervention in order to answer the
research question:
“Does a nurse-led smoking cessation education intervention using the California
Smokers’ Helpline educational material decrease cigarette use in a sample of homeless
individuals accessing care at a school of nursing student-run free clinic in a beach community in
southern California?”
A multivariable multiple regression analysis will be used to address aim two: to explore
the contribution of demographic variables to the explanation of the outcomes of interest. The
general linear Model (GLM) procedure will fit the multivariable multiple regression model (a
model with more than one dependent variable). A multivariable multiple regression model was
chosen because the proposed study has more than one dependent variable, including time to first
cigarette, cigarettes smoked per day, carbon monoxide level, and nurse education effectiveness.
Quantitative predictors will be entered as covariates. Categorical predictors will be entered as
factors, which will be represented as sets of dummy variables. Parameter estimates will be
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requested. Refer to Table 1 (Appendix H) for a discussion of independent and dependent
variables.

Limitations
Limitations to the design of this study include the use of a respondent-driving sampling
technique. This study focuses only on the most accessible part of the target population; therefore,
coverage of the target population is limited. The achieved sample may not be representative of
the homeless people who do not attend the free clinic (Plichta & Kelvin, 2012; Polit & Beck,
2012).
Bias
Although the researcher will attempt to remain neutral, interviewer bias may occur
because the survey questionnaires will be read to the participants (Plichta & Kelvin, 2012; Polit
& Beck, 2012). Additional biases were discussed in “Methods,” under the section, “Threats to
Validity.”
Ethical Considerations
Permission to perform the study will be obtained from the CSUSM Institutional Review
Board prior to data collection. An expedited review will be requested. The participants are all
voluntary and informed consent will be obtained prior to data collection. The homeless
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population is considered a high-risk, vulnerable population. All paper data will be kept in a
locked file cabinet at the free clinic and digital data will be kept on a password-protected
computer and external hard drive. Consent forms, attendance, and survey questionnaires will
have to be collected in order to accurately track pre and post-test data to use for statistical
analysis. All personally identifiable information will be removed from the data set prior to it
leaving the clinical site (Plichta & Kelvin, 2012; Polit & Beck, 2012).
When assessing risk-benefit, minimal risk is involved in participating in this study; there
are no greater risks than encountered in everyday activities. The benefit to participants of this
study is significant, having physical, social, financial, and emotional impact (Polit & Beck,
2012). There a significant health benefits to quitting smoking, such as decreased risk of heart
attack, cancer, and death; normalized vital signs, better oxygenation, regeneration of nerve
endings, and improved sense of taste and smell (Moores UCSD Cancer Center, 2015).
Grant Elements
Budget
It is important that cost-effective, readily delivered interventions are taken into account
due to the homeless population’s dispersed nature (Appendix E) (Bonevski et al., 2012). The
budget reflects the costs of a one year research project.
Personnel cost. Rachel Aboy will serve as Principle Investigator (PI) on this research
project. Rachel Aboy is a Bachelors-prepared nurse with over four years of experience in
nursing. For the proposed study, Rachel will devote 30 percent of her time. She will be
responsible for the overall direction of the project including presenting the protocol before the
Institutional Review Board initially and annually; coordinating the efforts of the project team;
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leading project team meetings on a regular basis; overseeing the study budget; and preparing
progress reports. $36,288 is requested for the PI.
Associate investigator. A yet to be identified individual will serve as Associate
Investigator (AI) on this project. They will devote 30 percent of their time to this project, and
together with the PI, assure that the mentees, research and graduate assistants are adequately
trained in survey administration and data collection. $24,322 is requested for AI.
Associate investigator. An additional yet to be identified individual will serve as an
additional AI on this project. Devoting 30 percent of their time to this project, they will assist
with data collection, coding, and analysis. They will be mentored by the PI. $24,322 is requested
for AI.
Research assistant. A yet to be identified person will serve as the research assistant
(RA). The ideal candidate for this study’s RA will be a Bachelors-prepared individual with at
least two years experience as a Research Assistant. They will be the primary liaison between
data collection sites, and will be responsible for explaining the project to staff, securing meeting
space for the research team, and obtaining access to space for testing of research participants.
They will devote 50 percent of their time to this project; will be responsible for transporting
materials to and from project sites. They will assist with the data collection from participants
over the course of the one year study including checking of returned forms and surveys for
completeness. Finally, they will assist with the initial coding of the structured questionnaires.
$19,492 is requested for the RA.
Graduate assistant. Another yet to be identified individual will serve as a graduate
assistant. The ideal candidate for this study’s Graduate Assistant (GA) will be a Bachelorsprepared individual that is currently pursuing their Masters Degree in Nursing. They will devote
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50 percent of their time to this project. They will assist with the data collection over the course of
the proposed one year study. They will assist with the initial coding of the surveys and they will
input data into the current version of SPSS analysis software. $15,362 is requested for the GA.
Consultant costs. A yet to be identified person will provide guidance and support in
methodology and analysis including but not limited to computer-assisted analysis. This
individual will provide 20 hours of consultation during this one-year pilot study. Total requested
cost for the consultant is $3600 ($150 x 24 hours = $3,600).
Major equipment. Not applicable.
Materials Supplies Consumables.
Smoke check breath carbon monoxide monitor. A smoke check breath carbon monoxide
monitor is needed to check carbon monoxide level exhalation to verify current smoking levels of
participants. Total requested cost for the carbon monoxide monitor is $506.
Laptop computer and dedicated printer. A laptop computer and dedicated printer are
needed to generate reports, survey questionnaires, flyers, and store and analyze data. Total
requested cost for the laptop and printer is estimated at $2,200 in year one ($2,000 for the laptop
and $200 for the printer).
Software.
SPSS current version. Statistical software product for data management and analysis for
Mac. Estimated cost is $2,000 in year one for this expense.
Computer external hard drive. Computer external hard drive will be used to back up
data. Estimated cost is $160 for this expense.
General office supplies, copy paper, and printer ink. General office supplies and copy
paper will be needed during this study. General office supplies are estimated at $250 in year one.
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Copy paper will be needed for questionnaires, forms, and transcribed data to include consent
forms and interim/final reports. Estimated expense for copy paper is $150/year ($30/case x five
cases per year). Printer ink is needed for the printer. Estimated expense for printer ink is $400
($80/cartridge x five cartridges per year). Total cost is estimated at $1,050.
Total estimated supplies cost is $5,916.
Research team travel.
Travel for dissemination of research findings. The PI will present research findings at
national nursing conference after the end of the year long project. $1,800 is requested for this
expense, which will cover conference registration fees, airfare, lodging, per diem, and car rental.
Research-related patient costs. Not applicable.
Other expenses.
Copier expenses. Consent forms and survey questionnaires will be copied for each
participant. Total estimated cost for this expense is $150 in year one.
Incentives. The incentive to participate in the study is one pair of new socks given at the
baseline survey questionnaire and one pair of new socks given at post-educational intervention
survey questionnaire and each pair of new socks costs $1. The sample size accounting for loss
factors is 126 and since there are pre and post surveys, that would be 252 pairs of socks. Socks
are considered valuable among the homeless community because they are a very mobile and foot
care is an issue. Total estimated expense for incentives (socks) is $273.
Total direct costs for initial budget period would be $155,847.
Conclusion
Proactive nurse education on smoking cessation using the California Smokers’ Helpline
educational material in a face-to-face, group setting, made available to homeless individuals who
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smoke at locations such as a free clinic, could be a promising, low-cost, effective treatment
without the use of pharmacotherapy. Reaching participants through homeless service
organizations is one of the more effective ways of involving them in health research and
programs (Plichta & Kelvin, 2012; Polit & Beck, 2012). Based on the model of harm reduction,
even if post-nurse education intervention survey responses are not found to be statistically
significant, and patients are not smoking abstinent by the end of six weeks, attempts to quit
smoking are still considered beneficial to the overall health and well-being of an underserved and
very difficult to reach homeless population (Harm Reduction International, 2014).
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