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BACKGROUND

Homicide is the third leading cause of death for 
victims aged 15–34 years in the United States (Centers 
for Disease Control and Prevention [CDC], 2019), with 
firearm and stabbing injuries accounting for 85.9% and 
7.2%, respectively, of all homicides (CDC, 2019). In 
2017, over 9,000 people in the United States died from 
firearm- and stabbing-related intentional homicides 

(CDC, 2019). For every gunshot or stabbing homicide, 
there are approximately four nonfatal penetrating in-
juries, totaling over $4.6 billion in combined medical 
costs and work productivity lost (CDC, 2019). In 2010, 
the average medical cost for each nonfatal penetrating 
injury hospitalization was $18,339 (CDC, 2019).

Survivors of violent injuries may face additional 
challenges after hospital discharge. Patients suffering 
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KEY POINTS

•	 Survivors of violent trauma are at high risk for 
readmission, rehospitalization, and injury recidivism.

•	 This study presents the practical details, feasibility, 
reproducibility, and outcomes of a novel home visiting 
nurse pilot program for victims of violent penetrating 
injury.

•	 A key implication for trauma practice from this study is 
the opportunity for partnerships between nurses and 
hospital-based violence intervention programs to better 
serve vulnerable patients.
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from gunshot wounds have been found to be at the 
greatest risk for readmission (West et al., 2018). Ac-
cording to the 2013–2014 Nationwide Readmissions 
Database of 22 states, 7.6% of patients who were hos-
pitalized for firearm injuries were readmitted within 30 
days for the same wounds, leading to medical costs of 
over $54 million and totaling $131 million for read-
missions within 1 year. The majority of these medical 
costs were for patients with either public insurance or 
no health insurance coverage (Rattan et al., 2018). The 
primary reasons for firearm injury readmission were 
surgical complications, intestinal disorders, and open 
wounds, issues that are more cost-effective to find and 
treat early before conditions worsen (Kalesan et al., 
2019; Petrey et al., 2015).

Boston Medical Center, the region’s largest safety-
net hospital and a Level I trauma center, treats approx-
imately 70% of the gunshot and stab wound victims 
in the city (Boston Medical Center, 2016). Established 
in 2006, the Violence Intervention Advocacy Program 
(VIAP) at Boston Medical Center is a hospital-based 
violence intervention program (HVIP) that provides ser-
vices to all victims of penetrating injuries due to com-
munity or interpersonal violence (James et al., 2014; 
Karraker et al., 2011). Like other HVIPs, the VIAP uti-
lizes a trauma-informed model of care to provide case 
management and services to any victim of a violent 
penetrating injury treated in the emergency department 
(these patients henceforth referred to as clients) and as-
sists clients for an indefinite amount of time or until 
their goals are met (Pino et al., 2021a, 2021b). After 
hospital discharge, victims of violent injuries are often 
unable to attend follow-up appointments, hindering in-
jury recovery and potentially leading to hospital read-
mission. Clients may have difficulty leaving their homes 
due to disability or physical challenges resulting from 
their injury. They may also be concerned about missing 
work to attend medical appointments or fear leaving 
their homes due to safety concerns regarding retaliation 
and reinjury (Rich & Grey, 2005). Further, low health 
literacy surrounding discharge instructions can lead to 
improper administration of medications or worsening 
or infected wounds (Boston CHNA-CHIP Collabora-

tive, 2019; Wallace et al., 2016). This pilot program 
sought to address these gaps in care to reduce trauma 
recidivism and hospital readmissions.

Visiting home nurse programs have previously 
been implemented to address disparities in care for 
homebound elderly populations and babies born to 
mothers living in poverty. A nationwide intensive, ev-
idence-based nurse home visitation program for low-
income, first-time mothers has been shown, through 
randomized controlled trials, to improve maternal and 
child health, including reductions in injuries and child 
maltreatment (Dawley et al., 2007; Olds et al., 1997). 
This program has also been found to reduce public ben-
efit costs for participants, mediated by subsequent preg-
nancy planning (Olds et al., 2019). For medically com-
plex, homebound elderly patients, home nursing visits 
led to reduced annual hospitalization rates and 30-day 
readmissions (Jones et al., 2017). Among a hospitalized 
homebound population, transitional home nursing visi-
tation improved coordination among providers and al-
lowed for continuity of care for patients after hospital 
discharge (Ornstein et al., 2011).

OBJECTIVE

The purpose of this study was to review the design 
and implementation of the home visiting nurse compo-
nent of a hospital-based HVIP and to report the demo-
graphics, clinical characteristics, home care needs, and 
short-term health outcomes of the pilot sample.

METHODS

Program Development
In 2017, a home visiting nurse pilot program 

for victims of violent injuries was implemented to de-
crease the barriers to clients following recommended 
best practices for wound care and injury recovery. We 
intended to test the feasibility of the home care model 
that has demonstrated efficacy in high-risk populations. 
Several factors indicated the need to pilot this approach, 
including the occupational risks for home care nurses 
when traveling to neighborhoods with high levels of 
violence as well as the potential for threats of violence 
within the home (Hittle et al., 2016); incorporating a 
warm hand-off approach between the client advocate, 
the home nurse, and the continuing clinical care pro-
viders among a patient population that lacks trust in 
the medical community; and navigating the complicat-
ing factor of delivering care to patients with unstable 
housing or those living in shelters. This program was 
funded by the Boston Medical Center Philanthropic 
Board, which assists in advancing the mission of Boston 
Medical Center to provide accessible health services to 
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Figure 1. Boston Violence Intervention Advocacy Program 
(VIAP) home visiting nurse program enrollment decision tree.
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all, regardless of health status and financial ability. In 
the program, a registered nurse travels once per week 
to the homes of victims of violent injury who have been 
discharged from hospital. The home nurse cleans and 
redresses their wounds, offers medical evaluation and 
education on wound care, and supports clients in navi-
gating follow-up appointments.

Procedure
Following a violent penetrating injury and tri-

age in the emergency department, a client is immedi-
ately enrolled into the VIAP and assigned a violence 
intervention advocate and a family support advocate. 
The advocates make first contact with the client and 
their family either while the client is still admitted to 
the hospital or immediately after discharge or release 
from the emergency department. Advocates collabo-
rate with inpatient staff and the hospital care team 
of the client while they are admitted. Collaboration 
efforts include plan of care and medication concerns. 
Advocates and social workers contribute to plans for 
safety concerns and housing stability upon discharge. 
The program may also contact the hospital pharmacy 
to coordinate medication pickup if the client has trans-
portation concerns.

From this initial contact, staff assess whether the 
client will be enrolled into the home visiting nurse pro-
gram. Several factors are considered when making this 
decision: the severity of the penetrating trauma, the cli-
ent’s physical and mental health needs upon discharge, 
safety and travel concerns for follow-up appointments, 
housing status, and additional input from the client, 
family members, and VIAP advocates. Clients with se-
vere or life-threatening penetrating injuries and those 
who are gang involved, fear retaliation, or experienced 
physical disabilities from their injuries are typically en-
rolled in the home visiting nurse program.

A decision tree of enrollment in the home visit-
ing nurse program is shown in Figure 1. Upon enroll-
ment into the home nursing program, the visiting nurse, 
an intensive care registered nurse, will meet with the 
client before discharge for introductions, exchanging 
contact information, and arranging plans to schedule a 
home visit. If the client has been discharged before this 
introduction, the visiting nurse reaches out in partner-
ship with violence intervention advocates. One day per 
week, the nurse, along with a client advocate and a fam-
ily support advocate, makes scheduled visits to clients. 
The nurse–advocate partnership is a critical component 
of this home visiting nurse program, as much of this pa-
tient population harbors a mistrust of medical systems 
and staff and may have previously had only limited ac-
cess to health care. These visits generally happen with-
in 1–2 weeks of client discharge to ensure continuity 
of care. During these visits, the nurse will provide an  

assessment and care of the penetrating wounds. Cli-
ent needs vary considerably by safety concerns, health 
literacy, insurance issues, injury severity, and housing 
status. Because of this, the visiting nurse may help with 
medical navigation concerning follow-up appointments 
and insurance, as well as thoroughly reviewing hospital 
discharge instructions and medication instructions. De-
pending on the severity of any medical issues that may 
be identified, the visiting nurse may help the client to 
schedule a follow-up appointment for an earlier time or 
suggest an immediate emergency department visit if the 
situation is urgent. The nurse may also link the client 
to their primary care provider or aid them in obtaining 
their prescription medications.
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Following the diagnoses and advice of the home 
nurse, violence intervention advocates aid clients in 
reaching follow-up appointments with medical pro-
viders and may provide additional medical services, 
including providing substance use resources, applying 
for social security benefits, and linking to mental health 
providers. Advocates also help clients in navigating the 
legal system with assistance in applying for the victim’s 
compensation or contacting the local authorities about 
legal issues related to the client’s injury.

Sample
Criteria for inclusion in this analysis required vic-

tims of violent penetrating injury treated at the Boston 
Medical Center emergency department from the calen-
dar years 2017 and 2018. Information was gathered 
from the VIAP data repository, which includes client 
demographic and injury data. The VIAP data reposi-
tory uses information from electronic medical records 
for injury-related details and client self-reported data 
for insurance payer, employment, and housing status. 
The nurse also completed a form for each visit detailing 
the immediate concerns of the client during the visit, in-
terventions provided, and subsequent patient outcomes 
following the visit.

The Boston University and Boston Medical Center 
Institutional Review Board approved the creation of the 
VIAP data repository (Study H-38631) with a waiver of 
the requirement of informed consent. The Institutional 
Review Board deemed this study (H-39962) exempt 
from federal regulations for the protection of human 
research participants.

Measures
Age was analyzed as both a continuous variable 

and dichotomized by the median gunshot wound pa-
tient age of 30 years. Race and ethnicity were classi-
fied into five categories: White, Black, Hispanic, other 
(Asian and all other races), and those missing race and 
ethnicity information (as a separate category). Health 
insurance payer was classified into four categories: 
Medicaid and Medicare, private, no health insurance, 
and unknown insurance status. Homeless housing sta-
tus includes clients living on the street, at a shelter, at 
a friend’s house, or unknown homeless location. Em-
ployment status was classified by self-report as either 
employed (including both reported and unreported em-
ployment) or unemployed (including those seeking or 
not seeking work, students, retirees, and those unable to 
work due to disability or immigration status). Variables 
with missing information (unknown) were included in 
the analysis. Injuries were categorized by injury type 
(gunshot wound, stab wound) and hospital disposition. 
Of those patients admitted to the hospital, we assessed 
the length of stay and discharge placement.

Data Analysis
The statistical software Stata 16 (College Station, 

TX) was utilized for analysis. Categorical variables 
were compared using χ2 tests, or Fisher’s exact test for 
variables with fewer than five expected observations 
in individual cells. Continuous variables were com-
pared using the nonparametric Wilcoxon rank sum 
test after rejection of the assumption of normality us-
ing the Shapiro–Wilk test. Cox proportional hazards 
regression models were used to estimate hazard ratios 
and 95% confidence intervals. Crude univariate and 
age-adjusted bivariate estimates were derived for each 
outcome measure. Health outcomes for participants of 
the home visiting nurse pilot program were compared 
to outcomes for clients with injuries severe enough to 
require hospital admission but did not receive home 
nurse services.

RESULTS

There were 742 victims of violent penetrating in-
jury treated in the emergency department from 2017 to 
2018. Of those, 57 patients (7.7%) were enrolled into 
the home visiting nurse pilot program.

Patient demographics and injury characteristics 
by enrollment in the home visiting nurse pilot program 
are presented in Table 1. Clients receiving home nurse 
services were significantly younger (27.5 years vs. 30.4 
years, p = .04) than clients not visited by the home 
nurse and were more likely to live in a permanent home 
(89.5%) than in a group home or homeless (5.3%,  
p = .001). Patients enrolled in the home visiting nurse 
program were also more likely to be victims of gunshot 
wounds compared with unenrolled patients (68.4% vs. 
40.3%, p < .001) and to have sustained injuries se-
vere enough to require hospital admission (80.7% vs. 
53.3%, p < .001). Of the patients admitted to hospital, 
clients receiving home nurse services had more severe 
injuries as evidenced by longer lengths of stay in hos-
pital (Mdn 3.9 days [interquartile range, IQR 8] vs. 2 
days [4], p = .017), higher injury severity scores (Mdn 
9 [IQR 14] vs. 5 [9], p = .005), and increased discharge 
to rehabilitation or long-term care facilities (18.2% vs. 
5.4%, p = .018). There were no statistical differences 
by gender, race, insurance payer, employment status, in-
jury year, or disability level.

The main reasons for contact with the home 
nurse are presented in Figure 2A. Over half (55.6%) of 
home nurse visits were for the purpose of supporting 
clients with medical navigation, followed by assistance 
with wound care (46.0%) and issues with medication 
(17.5%). Other common reasons for contact included 
pain management (15.9%), behavioral health (9.5%), 
and swelling (7.9%). Figure 2B details the main in-
terventions provided by the home visiting nurse. The 
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Table 1. Patient and Injury Characteristics by Use of Home Visiting Nurse Services Boston Medical Center,  
2017–2018 (n = 742)

All Clients
Clients Receiving Home 

Nurse Services
Clients Not Receiving 
Home Nurse Services p

Clients, n (% row) 742 57 (7.7) 685 (92.3)

Injury year

 2017

 2018

400 (53.9)

342 (46.1)

36 (63.2)

21 (36.8)

364 (53.1)

321 (46.9)

.145

Demographics

Age, Mdn (IQR) 30.3 (15.6) 27.5 (12.4) 30.4 (15.9) .04

Age group

 ≤30

 ≥31

365 (49.2)

377 (50.8)

31 (54.4)

26 (45.6)

334 (48.8)

351 (51.2)

.41

Gender

 Male

 Female

628 (84.6)

114 (15.4)

47 (82.5)

10 (17.5)

581 (84.8)

104 (15.2)

.64

Race/ethnicity

 Black

 Hispanic

 White

 Other

 Unknown

520 (70.1)

95 (12.8)

87 (11.7)

30 (4.0)

10 (1.4)

47 (82.5)

4 (7.0)

3 (5.3)

3 (5.3)

0 (0)

473 (69.1)

91 (13.3)

84 (12.3)

27 (3.9)

10 (1.5)

.18

.15*

Insurance payer

 Medicaid/Medicare

 Private

 No health insurance

 Unknown

378 (50.1)

63 (8.5)

77 (10.4)

224 (30.2)

35 (61.4)

10 (17.5)

7 (12.3)

5 (8.8)

343 (50.1)

53 (7.7)

70 (10.2)

219 (31.2)

.001

.26*

Employment status

 Employed/student/retired

 Unemployed

 Unknown

272 (36.7)

269 (36.3)

201 (27.1)

33 (57.9)

22 (38.6)

2 (3.5)

239 (34.9)

247 (36.1)

199 (29.1)

<.001

.13*

Housing status

 Permanent home

 Homeless/group home

 Unknown

451 (60.8)

148 (20.0)

143 (19.3)

51 (89.5)

3 (5.3)

3 (5.3)

400 (58.4)

145 (21.2)

140 (20.4)

<.001

.001*

Injury specifics

Injury type

 Gunshot wound

 Stab wound

315 (42.5)

427 (57.6)

39 (68.4)

18 (31.6)

276 (40.3)

409 (59.7)

<.001

(continues)
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Table 1. Patient and Injury Characteristics by Use of Home Visiting Nurse Services Boston Medical Center,  
2017–2018 (n = 742) (Continued)

All Clients
Clients Receiving Home 

Nurse Services
Clients Not Receiving 
Home Nurse Services p

Bodily location

 Head/neck/face

 Torso

 Extremities

 Buttocks/genitals

 Missing

168 (23.6)

342 (47.1)

449 (62.2)

32 (4.6)

7 (0.9)

11 (19.6)

29 (51.8)

38 (66.7)

5 (8.9)

157 (24.0)

313 (46.7)

411 (61.8)

27 (4.3)

.46

.465

.468

.111

Hospital disposition

 Admitted

 Discharged

 Eloped

 Deceased

 Missing

 Of those admitted:

 Length of stay, Mdn (IQR)

 ISS, Mdn (IQR)

 AIS score, ≥2, %

  Head/neck/face

  Chest/abdomen

  Extremities

407 (55.5)

280 (38.2)

33 (4.5)

14 (1.9)

8 (1.8)*

2 (4.1)

5 (9)

41 (10.1)

125 (30.7)

11 (2.7)

46 (80.7)

11 (19.3)

0 (0.0)

0 (0.0)

3.9 (8)

9 (14)

6 (13.0)

21 (45.7)

1 (2.2)

361 (53.3)

269 (39.7)

33 (4.9)

14 (2.1)

2 (4)

5 (9)

35 (9.7)

104 (28.8)

10 (2.8)

.001

<.001**

.017

.005

.48

.020

1.00

Discharge placement

 Home

 Rehab/long-term care/ 
  further hospitalization

 Left against medical advice

 Police custody

 Deceased

 Missing

340 (85.2)

27 (6.8)

 
21 (5.3)

5 (1.3)

6 (1.5)

8 (0.0)

34 (77.3)

8 (18.2)

 
1 (2.3)

1 (2.3)

0 (0.0)

306 (86.2)

19 (5.4)

 
20 (5.6)

4 (1.1)

6 (1.7)

.032

.018*

Disability

 None

 Temporary

 Moderate

 Severe

 Deceased

 Unknown

1 (0.3)

327 (80.3)

11 (2.7)

6 (1.5)

4 (1.0)

58 (14.3)

0 (0.0)

38 (82.6)

1 (2.2)

3 (6.5)

0 (0.0)

4 (8.7)

1 (0.3)

289 (80.1)

10 (2.8)

3 (0.8)

4 (1.1)

54 (15.0)

.11

.063*,**

Note. All values are frequencies and column percentages except age, ISS, and length of stay, which are means and standard errors. Categorical variables were compared using χ2 tests except 
for discharge placement, disability, and AIS extremities score, which were compared using Fisher’s exact test. Continuous variables were compared using the Wilcoxon rank sum test for skewed 
data, after rejection of the assumption of normality using the Shapiro–Wilk test. Homeless housing status includes clients living on the street, in a shelter, at friends’ houses, or unknown homeless 
location. AIS = Abbreviated Injury Scale; IQR = interquartile range; ISS = Injury Severity Score.

*p value excluding unknown category.

**p value excludes patients who died before hospital admission or discharge.
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Figure 2. (A) Reasons for contact with Violence Intervention 
Advocacy Program (VIAP) home visiting nurse, 2017–2018. 
(B) Interventions provided by VIAP home visiting nurse, 
2017–2018. (C) Patient outcomes from contact with VIAP 
home nurse, 2017–2018. Appt = Appointment; Profs = 
Professionals.
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majority of visits provided patient education (82.5%), 
consultation with other medical professionals (67.5%), 
and booking of time-sensitive follow-up appointments 
(45.2%) for clients. Other common interventions relat-
ed to wound care included providing medical supplies 
(41.3%) and changing the wound dressings (29.4%). 
Patient outcomes noted by the VIAP home nurse (Fig-
ure 2C) included assessment of the treatment effective-

ness (75.4%), collaboration with the medical team on 
plan of care (73.0%), and patient education (54.8%).

Health outcomes for participants of the home 
visiting nurse pilot program at 30 and 90 days follow-
ing discharge for their injuries are presented in Table 2 
and Supplemental Digital Content Table 1 (available 
at: http://links.lww.com/JTN/A50). Urgent care visits, 
emergency department visits, and hospitalizations re-
lated to the violent penetrating injury are stratified 
by mechanism of injury (Table 2). The most common 
causes of urgent care and emergency department visits 
were pain and wound checks, with some more severe 
cases of infection and surgical complications. The two 
gunshot wound clients requiring rehospitalization suf-
fered from deep vein thrombosis and sepsis. In several 
of these cases, the VIAP home visiting nurse was the one 
to identify and expedite treatment for complications 
and infections and called an ambulance for the life-
threatening case of deep vein thrombosis. Compared 
with the population of patients who were admitted to 
the hospital but did not receive home nurse services, 
participants of the home nurse pilot program trended 
toward having fewer emergency department visits and 
hospitalizations within 30 and 90 days following their 
injury (see Supplemental Digital Content Table 1, avail-
able at http://links.lww.com/JTN/A50). However, due 
to the limited numbers of participants in the program, 
differences did not reach the levels for significance.

DISCUSSION

In this descriptive study of a novel home visiting 
nurse pilot program for victims of violent penetrating 
injury, we detail the 57 clients who benefited from these 
services in the first 2 years of the program. Further, we 
present key findings from observations on client home 
care needs and a template for other HVIPs and emer-
gency departments wishing to address gaps in care for 
victims of violence. To our knowledge, this is the first 
documented home nursing service specifically targeted 
toward victims of violence and the unique challenges 
and needs of this vulnerable population. Compared 
with a nationwide sample of firearm injury hospitaliza-
tions, participants of the VIAP home visiting nurse pilot 
program had a fraction of the rehospitalizations at 30 
(6.1% vs. 2.6%) and 90 days (10.5% vs. 5.1%) follow-
ing discharge (Kalesan et al., 2019).

Although victims of violence who are recovering 
from their injuries are not typically thought of as a vul-
nerable group in need of home medical care, we believe 
this high-risk population can particularly benefit from 
home nurse services to reduce hospital readmissions 
and emergency department visits and decrease future 
reinjuries as part of the VIAP’s mission to empower cli-
ents, families, and communities. Community violence is 
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Table 2. Health Outcomes for Participants of the Violence Intervention Advocacy Program Home Visiting Nurse 
Program, 2017–2018

n

All Home Nurse 
Patients, n (%) 

57
Stab Wounds, n (%) 

18
Gunshot Wounds, n (%) 

39 Reasons for Visit
Length of Stay, 

Mdn (IQR)

Urgent care visit Pain, wound check

 At 30 days 4 (7.0) 1 (5.6) 3 (7.7)

 At 90 days 5 (8.8) 1 (5.6) 4 (10.3)

Emergency room visit Pain, wound check, swelling, bleeding, 
infection, surgical complication, 
tracheostomy complication

 At 30 days 9 (15.8) 4 (22.2) 4 (10.3)

 At 90 days 10 (17.5) 4 (22.2) 6 (15.4)

Hospitalization

 At 30 days 1 (1.8) – 1 (2.6) Deep vein thrombosis, sepsis 2.2 (–)

 At 90 days 2 (3.5) – 2 (5.1) 8.7 (13.0)

Note. All values are frequencies and column percentages except length of stay, which are medians and interquartile ranges (IQR).
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a downstream consequence of institutional and social 
determinants of health, and HVIPs, with their utiliza-
tion of wraparound services, are uniquely positioned 
to help victims of violence overcome social and struc-
tural barriers to health (James, 2019). As is the case in 
other urban centers, in the city of Boston, community 
violence is disproportionately localized in neighbor-
hoods with larger minority populations, higher levels of 
poverty and unemployment, and lower levels of educa-
tional achievement. Further, violent injury is known to 
be chronic and recurring, with injury recidivism rates 
in the 5 years following initial injury between 5% and 
45% (Goins et al., 1992; Gomez et al., 2012; Nygaard 
et al., 2018; Sims et al., 1989). Clients recovering from 
violent injury often do not have the health knowledge, 
access to care, food security, or time away from work to 
prioritize their health and recovery from their wounds 
(James, 2019). Fear of revictimization and reinjury can 
also cause clients to avoid leaving their homes to at-
tend medical follow-up appointments, or worse, to arm 
themselves for protection, potentially leading to re-
taliation or escalation of violence (Corbin et al., 2011;  
Liebschutz et al., 2010). The home visiting nurse meets 
clients in the convenience of their own homes, assessing 
plans for care, educating and advising clients on their 
injuries, and connecting with family and caregivers. In 
conjunction with the services of the violence interven-
tion advocate, the home visiting nurse program serves 
as another tool to overcome barriers that create and 
perpetuate health disparities.

The unique opportunity of HVIPs to alter the life 
course for victims of violence centers on a trusting and 
compassionate relationship between the client and the 
violence intervention advocate (Corbin et al., 2011; 
James et al., 2014; Liebschutz et al., 2010; Purtle et al., 

2015). For this reason, the nurse–advocate partnership 
is critical to a successful home visiting nurse program di-
rected toward victims of violent injury. Patients of color, 
who represent over 80% of VIAP clients, often harbor 
a mistrust of the medical system, which is backed by 
a long history of discrimination and unethical medical 
practices committed by health care institutions (Brandon 
et al., 2005; Kennedy et al., 2007). Medical mistrust has 
been associated with lower levels of patient satisfaction, 
lower rates of utilization of health care, and skepticism 
of individual medical providers (Brandon et al., 2005). 
Given this history, patients of color who are treated in 
the emergency department after a traumatic experience 
may feel reluctant to cooperate with medical person-
nel and their affiliates. The VIAP and other HVIPs, in 
acknowledgment of this barrier to care, hire advocates 
who have been raised or live in the same or similar com-
munities with the highest rates of violence. This allows 
advocates to quickly build rapport with their clients 
and better understand the challenges clients may face 
upon discharge (Decker et al., 2008; James et al., 2014; 
Pino et al., 2021b). Through this trusting relationship 
with their advocates, clients may feel more trusting of 
medical personnel introduced by and in affiliation with 
VIAP advocates, leading to a positive therapeutic rela-
tionship between the home visiting nurse and the client 
that could have otherwise been superficial.

The typical VIAP home visiting nurse program cli-
ent is the victim of a serious gunshot wound living in 
a permanent home. These clients are also more likely 
to have a longer length of stay, followed by a stay in a 
rehabilitation facility, before finally transitioning home. 
This transition back to their homes can lead to difficul-
ties adjusting to the activities of daily living, with seri-
ous penetrating injuries to care for and often temporary 
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or permanent disabilities. The home visiting nurse 
serves as a valuable intermediary between inpatient hos-
pital care and life post-discharge. Previous reports on 
transitional home care programs for homebound older 
adults have shown that they lead to fewer unplanned 
rehospitalizations and emergency department visits af-
ter discharge; higher patient satisfaction, quality of life, 
and self-rated health at 4–6 weeks after discharge; and 
improved communication between inpatient providers 
and primary care providers (Allen et al., 2014; Ornstein 
et al., 2011; Wee et al., 2014). Importantly, in our data, 
we observe that the main interventions provided by the 
home visiting nurse are centered on patient education, 
medical navigation, and wound care. These interven-
tions suggest that the majority of our clients have limit-
ed health literacy to be able to competently process and 
understand health information to make informed deci-
sions on their plan of care following discharge (Wright 
et al., 2018). Although only roughly 12% of U.S. adults 
have proficient health literacy, low or limited health 
literacy disproportionally affects racial and ethnic mi-
norities, people living in poverty, and people with less 
than a high school education and can contribute to poor 
health outcomes, increased health costs, and higher 
mortality rates (Hersh et al., 2015; Ylitalo et al., 2018). 
Increased health literacy has the potential to lower the 
number of future preventable emergency department 
visits from improper wound care or medication man-
agement (Balakrishnan et al., 2017). The VIAP home 
visiting nurse program provides medical navigation and 
education to ease the transition home for both clients 
and their families.

This home visiting nurse pilot program is a unique 
hospital-based service targeting victims of violence re-
covering from their injuries, and, to our knowledge, this 
is the first program of its kind. This program aims to 
serve as a model for other HVIPs who wish to expand 
their victim services to include transitional home nurs-
ing. Just as previous studies have found efficacy in home 
visiting nursing programs for vulnerable groups such as 
the homebound elderly and pregnant women living in 
poverty, future studies must quantitatively evaluate the 
effectiveness of a home visiting nurse program for vic-
tims of violent injury through randomized controlled 
trials or case–control studies. Currently, the home visit-
ing nurse program is funded for 6 nurse hours per week 
for home visits, follow-up contact, note documentation, 
and transportation. We aim to expand the program to 
serve more clients who may benefit from home nurse 
services and, in doing so, widen the program’s impact. 
Additional sources of funding are needed to subsidize a 
full-time nurse for the program and to cover transpor-
tation costs and medical supplies, as well as to fund an 
evaluation of the financial, clinical, and social benefits. 
We further plan to partner with local nursing schools 

as possible internship opportunities in which student 
nurses can shadow the visiting nurse to learn valuable 
lessons in providing trauma-informed care.

LIMITATIONS

Our cohort consisted of patients from only one 
medical center, which may limit the generalization of 
our pilot program to other patient populations. Next, 
clients who were eligible and accepted admittance 
into the pilot program differ from clients who did not 
meet eligibility requirements or did not choose to re-
ceive home nurse services in terms of demographics 
and injury characteristics and, likely, in health-seeking 
behaviors and risks for adverse short-term health out-
comes, limiting the conclusions we may make from our 
comparison group. The needs assessment for the home 
nurse program relies on information gathering from cli-
ent advocates, whose methods may differ individually 
based on recording style, rapport building with clients, 
contact information, and style of recording.

As a pilot program, the home visiting nurse pro-
gram is limited by the number of clients that can be 
visited per week and the number of home nursing 
services provided by our sole part-time visiting nurse. 
Information regarding patient demographics, injury 
characteristics, and patient mortality was restricted to 
data from medical records and the VIAP data reposi-
tory, which rely critically on patient self-report data 
and may include medical errors. Clients who refused 
to provide information upon admission and those who 
left against medical advice or were incapacitated upon 
admission may explain the unknowns in the data. If 
clients are not willing to share personal details, they 
may not be willing to receive general VIAP client ser-
vices or be interested in a home visiting nurse pilot 
program. In addition, clients who have disconnected 
phone lines or do not have a permanent address may 
be harder to contact both for collecting vital informa-
tion and for assessing their eligibility for the home 
visiting nurse program.

CONCLUSIONS

Survivors of gunshot and stabbing injuries are a 
vulnerable group that may be susceptible to interven-
tion following a traumatic injury. However, victims of 
violent injury face challenges upon discharge, putting 
them at greater risk of readmission, rehospitalization, 
and reinjury. In 2017, this home visiting nurse pilot 
program was created to address disparities in care and 
combat structural and social barriers to health. Dur-
ing the first 2 years of the pilot program, the 57 clients 
who were enrolled into the home visiting nurse pro-
gram were more likely to have severe gunshot wounds 
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requiring hospitalization, often followed by long-term 
rehabilitation and temporary or permanent disabilities. 
The primary interventions provided by the home visit-
ing nurse involved medical navigation and education, 
wound care, and consultation on plan of care, under-
scoring the critical importance of health literacy and 
outreach for this vulnerable population. We believe the 
trusting and compassionate relationship between the 
client and their advocate serves as the foundation for 
a successful home visiting nurse program through the 
nurse–advocate partnership. This partnership allows 
the home nurse to connect and build trust with patients 
who may have previously had limited health literacy or 
access to health care and lacked trust in medical insti-
tutions. This home visiting nurse program is the first 
of its kind, specifically targeting survivors of commu-
nity violence, and will require additional funding to ex-
pand the program beyond the pilot stage, and further 
research is required to evaluate its clinical success and 
cost-effectiveness.
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