Contract No. 427-93-36253 



Controlling Tuberculosis 


In Fulton County (GA) Homeless Shelters


A Needs Assessment

March 2004 

Prepared For:

Georgia Department of Human Resources/Division of Public Health


Atlanta, Georgia

March 2004

Controlling Tuberculosis

In Fulton County (GA) Homeless Shelters:

A Needs Assessment

Prepared By:
Roger D. Colton *** Stephen D. Colton

Fisher, Sheehan & Colton

Public Finance and General Economics

34 Warwick Road, Belmont, MA 02478

617-484-0597 (voice) 617-484-0597 *** (fax) 617-484-0594 

 (e-mail) roger@fsconline.com *** http://www.fsconline.com

March 2004

Particular gratitude is expressed to the following individuals for their assistance, counsel and guidance in the preparation of this research: Karen Sturdivant, Georgia Department of Human Resources/Division of Public Health; Anita Beaty, Task Force for the Homeless; Nolly Canti, Task Force for the Homeless; Richard Bernal, Saint Joseph’s Mercy Care Services; Charlotte Marcus, Research Staff, Georgia State House of Representatives.



The views and opinions expressed herein are exclusively those of the authors and do not necessarily state or reflect those of the Georgia Department of Human Resources, Division of Public Health.



Table of Contents
1Introduction

National Data Supports Further Inquiry
1
Georgia-Specific Data Gives Rise for Concern
2
Summary
3
Chapter 1: Scope of Work and Methodology
5
The Site Visits and Structured Interviews.
5
The Written Surveys
8
Summary
9
Chapter 2: Findings of Fact
11
Chapter 1: Introduction to TB in Homeless Shelters
11
Chapter 3: The Homeless Shelters of Fulton County
11
Defining What Constitutes a “Homeless Shelter”
11
Attributes of the Underlying Institutions
12
Attributes of Shelter Operations
12
Attributes of the Physical Facilities
13
Attributes of the Homeless Population Served
14
Chapter 4: TB Screening and Testing Procedures
14
TB Screening for Residents and Staff
14
Written TB Control Procedures
14
External Relationships with Health Care Providers
15
The Perception of TB Risks
16
The ”Safe Shelter Night” Doctrine
16
Chapter 5. The Maturity of Homeless Shelter Processes
17
Homeless Shelter Processes Essential to TB Control
17
The Maturity of Fulton County Homeless Shelter Processes
18
Chapter 3: The Homeless Shelters of Fulton County
19
Defining What Constitutes a “Homeless Shelter” in Fulton County
19
Local Demarcations of Homeless Shelters
19
Day Shelters as “Homeless Shelters”
24
“Homeless Shelters” Directed toward Specific Sub-Populations
25
Attributes of the Underlying Institutions
26
Shelters Serving Men vs. Women
26
Peak Time of Operation
27
Capacity of Shelter Relative to Usage
29
The Tenure and Experience of Shelter Staff
31
Attributes of Shelter Operations
32
Intake Procedures
32
Required Documentation at Time of Registration
34
Use of Technology
35
External Relationships
36
Attributes of the Physical Facilities
38
Age of the Physical Facility
38
Sleeping Accommodations
39
Ventilation Systems
39
Multi-Program Facilities
43
Attributes of the Homeless Population Served
44
Stability/Transience of the Homeless Population Served
45
Length of Stay
47
Chapter 4: TB Screening and Testing Procedures
49
TB Screening for Residents and Staff
49
Resident Testing at Time of Initial Stay
50
Worker Testing at Time of Hiring
50
Ongoing Testing of Residents
51
Ongoing Testing of Workers
51
Written TB Control Procedures
52
External Relationships with Health Care Providers
56
Service Availability
56
Services Provided
57
Resident Discretion in Use of Services
58
Payment for Services
59
Transportation
60
Information Sharing
61
Formality and Stability of Relationships
61
The Perception of TB Risks
65
Past Efforts to Control TB
65
Weighing the Risks of TB
66
The “Safe Shelter Night” Doctrine
68
The TB Control “System”
71
Chapter 5: The Maturity of Homeless Shelter Processes
75
Background on Processes
75
The Homeless Shelter Processes Essential to TB Control
76
Admitting Residents
77
Managing Information
77
Screening Residents for TB
78
Referring Suspected TB Cases
79
Training Staff
80
A Model of Process Maturity
80
The Maturity of Fulton County Homeless Shelter TB Control Processes.
82
Admitting Residents
83
Managing Information
85
Screening Residents for TB
88
Referring Suspected TB Cases
89
Training Staff on TB-related Issues
91
Chapter 6: TB Control Recommendations for Homeless Shelters
95
Making Systematic Recommendations
95
The Continuum of Intervention
95
Identifying the Link between Recommendations and TB Control
97
Criteria for Recommending Problem-Solving Actions
99
Recommendations for the Control of TB in Homeless Shelters
101
Appendix A: Assessing the Maturity of Level of Management and Support Processes
141
Different Kinds of Processes
141
Operating Processes
141
Management and Support Processes
142
Process Maturity Models
142
A Management and Support Process Maturity Model
143
Fundamental Concepts of Process Maturity
143
Four Criteria for Process Maturity
144
Five Levels of Process Maturity
145
Conclusion
148
Appendix B: The Relationship Between Goals, Objectives, Strategies and Tactics in Program Planning
151

 

Table of “Presenting Issues"

26Presenting Issues: Homeless Shelter Definition

Presenting Issues: Peak Time of Operation
29
Presenting Issues: Shelter Capacity
30
Presenting Issues: Tenure and Experience of Staff
32
Presenting Issues: Intake Procedures
34
Presenting Issues: Registration Documentation
34
Presenting Issues: Use of Technology
36
Presenting Issues: External Relationships (non-health care)
37
Presenting Issues; Age of Facility
38
Presenting Issues: Sleeping Accommodations
39
Presenting Issues: Ventilation Systems
43
Presenting Issues: Multi-Program/Multi-Use Facilities
44
Presenting Issues: Stability/Transience of Homeless Population
46
Presenting Issues: Length of Stay
48
Presenting Issues: Screening/Testing for Residents and Staff
52
Presenting Issues: Written TB Control Procedures
56
Presenting Issues: Non-Emergency Health Care Services
62
Presenting Issues: Perception of TB Risks
68
Presenting Issues: “Safe Shelter Night” Doctrine
71
Presenting Issues: The TB Control “System”
74


Table of “Recommendations"
102Recommended intervention #1:


The Department of Human Resources, Division of Public Health, should prepare, and routinely update, a comprehensive inventory of homeless shelter facilities and programs within the Atlanta metropolitan region.

Recommended intervention #2:
105

The Department of Human Resources, Division of Public Health, should create an internal staff position to coordinate TB control within the homeless shelter industry, or contract with an outside agency to provide such coordination.

Recommended intervention #3:
108

The Department of Human Resources, Division of Public Health, should require homeless shelter workers to be tested for TB at the time they are first employed and on a routine six-month basis thereafter.

Recommended intervention #4:
110

The Department of Human Resources, Division of Public Health, should require extended stay homeless shelter residents to be tested for TB at the time they first stay at the shelter and on a routine six-month basis thereafter.

Recommended intervention #5:
113

The Department of Human Resources, Division of Public Health, should sponsor a targeted public information campaign aimed at raising the level of awareness and knowledge about TB among the homeless industry.

Recommended intervention #6:
115

The Department of Human Resources, Division of Public Health, should promulgate uniform procedures, model templates, and related documents relating to the five administrative processes essential to the control of TB.

Recommended intervention #7:
117

The Department of Human Resources, Division of Public Health, should promulgate a model TB control protocol from top-to-bottom.

Recommended intervention #8:
120

The Department of Human Resources, Division of Public Health, should prepare an inventory of best practices in homeless shelter TB control.  DHR/DPH should track the extent to which local homeless shelters adopt such best practices.

Recommended intervention #9:
123

The Department of Human Resources, Division of Public Health, should require homeless shelter professional staff to periodically acquire tuberculosis-related continuing education.

Recommended intervention #10:
126

The Department of Human Resources, Division of Public Health, should require annual certification of TB control activities undertaken by extended stay and overnight shelters.

Recommended intervention #11:
128

The Department of Human Resources, Division of Public Health, should require homeless shelters to install outside ventilation resulting in prescribed air changes per hour (ACH) (or other engineering controls as appropriate) for all rooms sleeping minimum numbers of persons and for all rooms in which minimum numbers of persons eat, recreate, or otherwise engage in group activities.

Recommended intervention #12:
131

The Department of Human Resources, Division of Public Health, should establish a uniform periodic data reporting protocol for health care providers delivering service to homeless individuals.

Recommended intervention #13:
134

The Department of Human Resources, Division of Pubic Health, should provide funding for health care providers sufficient to provide stable on-site testing of homeless shelter residents at emergency overnight shelters.

Summary of Recommendations by Placement on Continuum of Intervention
137


This page intentionally left blank.

Introduction
The Georgia Department of Human Resources, Division of Public Health (DHR/DPH) is considering mechanisms to control tuberculosis (TB) within the African-American population in Fulton County, Georgia.  TB is a communicable, potentially lethal disease.  As many as 13 million U.S. adults are presently believed to be infected with TB. Over time, more than one million of these individuals may develop active TB and transmit the infection to others. 

TB remains a major health problem, with 22,813 active cases reported in the U.S. in 1995.  Although the number of reported cases of active TB had slowly begun to decline after resurgence between 1985 and 1992, there has been a reported increase in the number of TB cases in recent years.  To add to the seriousness of this problem, some recent outbreaks have involved the transmission of strains of the TB bacteria that are resistant to multiple drugs. These multidrug-resistant TB strains are often fatal.

National Data Supports Further Inquiry

This study considers the experience with TB specifically in homeless shelters.  The U.S. Occupational Safety and Health Administration (OSHA) has reported:


A high prevalence of TB infection and disease is common among many homeless shelters.  Screening of selected clinics and shelters for the homeless has shown that the prevalence of TB infection ranges from 18 to 51% and the prevalence of clinically active disease ranges from 1.6 to 6.8%.  The [U.S. Center for Disease Control] estimates this to be 150 to 300 times the nationwide prevalence rate.

The resurgence of TB in the United States has been attributed to a number of interacting factors, including: (1) the inadequate control of disease in high prevalence areas; (2) an increase in poverty, substance abuse, poor health status, and crowded substandard living conditions; and (3) the growing number of, amongst other factors, residents of homeless shelters.

The very nature of the population which homeless shelters serve gives rise to many of the special risks of TB within homeless shelters. Individuals whose immune system is impaired (immunocompromised) are at an increased risk of developing active TB.  Persons who have chronic conditions such as asthma or emphysema fall into this group. Persons who are infected with HIV are at special risk of developing active TB. Many homeless persons suffer from alcoholism, which places them at greater risk of developing active disease. Intravenous drug use places individuals at a higher risk of developing active TB. 

The probability of developing the active TB disease can also be influenced by other more generalized conditions that may impair immune functions.  These include factors such as overall decreased general health status and malnutrition. Each of these characteristics is prevalent within the homeless population.

In sum, the homeless population faces high risks of both TB infection and the active TB disease. The homeless population exhibits characteristics that, while perhaps not unique to the homeless, certainly place residents and workers of homeless shelters at disproportionate risk.  

Georgia-Specific Data Gives Rise for Concern

The prevalence of TB in Georgia mirrors the national picture.  Georgia reported 573 tuberculosis (TB) cases in 2001 and ranked seventh in the nation in TB case rates.  In particular, TB disproportionately affects African-Americans in Georgia.  While African Americans make up 29% of the population in Georgia, they accounted for 61% of TB cases (425 of 698 cases) in 2000 and 59% (336 of 573) in 2001.  In 2000, the TB case rate for African-Americans (18.3 per 100,000 population) was seven times higher than the case rate for non-Hispanic whites (2.5 per 100,000 population).

Fulton County reports the most number of TB cases in Georgia and the highest proportion of TB cases that are African-American compared with all other counties in the state.  Of 336 African-American TB cases reported by the state in 2001, 109 (32%) were reported by Fulton County.  African-Americans represent 45% of Fulton County’s population yet accounted for 81% (109/135) of the county’s TB cases in 2001.   In 2000, Fulton County had a TB case rate of 22.4 per 100,000 population, four times higher than the U.S. case rate of 5.8 per 100,000.  Some urban poor neighborhoods in Atlanta have rates approaching 120 per 100,000 population.  

TB in homeless shelters presents particular concerns in Fulton County.  While the number and proportion of TB cases involving either substance abusers, HIV-infected individuals, or jail inmates in Fulton County has fluctuated only slightly from year to year, the numbers of homeless TB cases had been declining consecutively for five years (from 51 cases in 1996 to 31 cases in 2000).  In 2001, however, 38 homeless cases were reported, a 22% increase from the previous year.    

Public health attention became focused on homeless TB cases in Fulton County when two TB clusters involving homeless persons were reported in 2001 and epidemiological investigations of the clusters were conducted with assistance from the state TB program and U.S. Centers for Disease Control and Prevention (CDC).  

The first cluster involved 18 African-American TB cases reported between 1993 and 2001 that resided in a housing complex located in an area of Atlanta with a historically high incidence of TB. DNA fingerprint matching indicated that TB transmission had occurred between cases in the housing complex and homeless persons, and between homeless persons and residents of the surrounding community. 

The second cluster involved four African-American homeless cases that had reportedly stayed in one homeless shelter shortly before being diagnosed with TB.  Although the DNA fingerprints of these four cases did not match, DNA fingerprinting of all other homeless TB cases diagnosed in Fulton County between 2000 and 2001 revealed clustering of similar TB strains among the homeless, indicating that recent TB transmission is occurring among Fulton County’s homeless population. 

These epidemiological investigations served to highlight the difficulties of TB prevention and control in homeless shelters. 

Summary

After years of a declining incidence of tuberculosis in the United States, the prevalence of the disease now appears to be on the rise again.  Concern over the increased number of TB cases is heightened by the fact that the disease has become resistant to many of the drugs that have traditionally been available to treat it.  As a result, the disease is more difficult to treat and more frequently fatal.  

Homeless persons are particularly at risk to the transmission of TB.  A disproportionate number of persons within the homeless population exhibit characteristics that increase the potential that TB can and will be transmitted.  Ranging from specific factors such as drug and alcohol abuse, as well as HIV infection, to more general factors such as poor health and malnutrition, this susceptibility to TB leads to rates of TB infection in the homeless population that are from 150 to 300 times the rates of TB infection in the population as a whole.  

Specific investigations into TB clusters in Fulton County have further documented a connection between the spread of TB and homelessness.  These investigations have found not only that there is again a growing incidence of TB in Fulton County, but that there is a relationship between homelessness and the transmission of TB as well.  

Because of these concerns, the Georgia Department of Human Resources, Division of Public Health, commissioned this needs assessment of Fulton County homeless shelters.  
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Chapter 1:
Scope of Work and Methodology

The purpose of this study is describe the barriers to TB control in homeless shelters serving Fulton County (GA) and to identify the gaps in promptly detecting TB disease or latent TB infection among shelter residents and staff, isolating persons with active TB disease, and referring these persons for treatment.  

More specifically, the needs assessment has a three-pronged focus. 

· The needs assessment will describe resident referral and placement procedures in selected shelters; eligibility criteria for admission into shelters; intake processes that residents undergo on admission to shelters; basic shelter operational data (e.g., average number of shelter residents per night); shelter procedures for maintaining lodging records; and the existence of mechanical systems to improve ventilation.  

· The needs assessment will document policies and procedures for TB screening among shelter staff and volunteers; the early detection of TB symptoms; the isolation and referral of sick residents; and the education and training provided to shelter staff about TB.  

· The needs assessment will finally describe positive or negative encounters of homeless shelters with the public health system as well as the heath-seeking behaviors of homeless residents.

The Fulton County needs assessment was based on two primary data collection protocols: (1) a site visit and structured interview; and (2) a written survey.  

The Site Visits and Structured Interviews.

Site visits to six area homeless shelters comprised the first data collection mechanism for the Fulton County needs assessment.
  Site visits were performed over an eight week period in the summer/fall of 2003.  The site visits focused primarily on large overnight emergency shelters (Jefferson Place, Atlanta Union Mission, Peachtree and Pine, Salvation Army). Smaller shelters allowing for more extended stays were also included in the site visits (Boulevard House, Clifton Sanctuary Ministries) but to a more limited extent.  In addition, some large overnight emergency shelters operate extended-stay programs within their institutions (e.g., Jefferson Place, Salvation Army), even though these extended stay programs were not the focus of the site visit.  

Site visits involved a structured interview using a data collection protocol developed by the project investigators and approved by the Division of Public Health.  The structured interviews generally took one-half day, and involved conversations with the relevant staffpersons at each shelter.  Relevant staffpersons included persons ranging from the executive director of each shelter, to the chief medical officer, the facility manager, the fiscal director, the chaplain, multiple case workers, and various program managers (in facilities that operated more than one shelter program).
  Follow-up telephone interviews and requests for documents occurred subsequent to the site visit when necessary to gather additional information or to further clarify responses.  Facility tours allowing for observation, along with document reviews, further contributed to the data gathering at each institution.  

In performing the site visits, the investigators emphasized that the purpose of the visit was more to develop and document the internal practices and procedures of the homeless shelter than it was to generate statistical data.  Shelter staff were told: 

TB presents a particular problem for homeless shelters.  On the one hand, the homeless population has an incidence of TB that is much higher than the rest of the population, thus placing homeless shelter workers and residents at much higher risk than the average person.  On the other hand, due to their nature and finances, homeless shelters may be least capable of responding to the threat. We've been asked to help [the Department of Human Resources] work through that potential conflict.  Over the next few weeks, we'll be speaking with folks at six different homeless shelters within Fulton County.  For the most part, we're not looking for statistics so much as we're looking to develop a picture of how the shelters operate.  The ultimate question is the operational and financial feasibility of recommended TB control procedures within the context of homeless shelters.

The data collection protocol consisted of 91 questions organized into the following eight primary parts:

1. Shelter characteristics: This section of the data collection protocol was designed to generate information about the nature of each shelter, the nature of the people served by each shelter in the past year, and the nature of the physical facility.  The questions were designed to develop base line information that would contribute to an understanding of the general operations and characteristics of homeless shelters in Fulton County.
2. Work and workers:  This section of the data collection protocol was designed to generate information about the activities that occur in each shelter.  These activities may include resident-related activities (e.g., case management interviews, providing meals) or may include institutional operational activities (e.g., fundraising, recordkeeping).

3. The client cycle: This section of the data collection protocol was designed to generate information about how each shelter interacts with the people it serves during a "typical stay," from the time the individual first walks in the door until the time he or she leaves.  In general these questions examined the “normal” routine.
 The overall objective of this section of the interview was to develop a picture of day-to-day shelter operations over which the requirements of effective TB control might be laid.

4. External relationships: This section of the data collection protocol was designed to generate information about the types of relationships each shelter has with other agencies, institutions and people.  Some of the questions related to business relationships, while others related to community connections and other types of external relationships. The questions examined existing relationships with entities outside the four walls of the shelter, when those entities might be in a position to support the shelter’s implementation of TB control practices.  Support might be in terms of the knowledge and expertise an external entity would be able to share or the resources and services an external entity would be able to provide.

5. Shelter finances: This section of the data collection protocol was designed to generate information about each shelter’s revenues and expenses as well as its financial management practices. The primary objective of this section of the structured interview was to develop an understanding of each shelter’s capacity to either offset potential “new” costs associated with TB control with reductions in “old” costs or with increases in revenue.

6. Past experiences with tuberculosis: This section of the data collection protocol was designed to generate information about each shelter’s experience with past exposure to TB within the shelter. The purpose of the section was to obtain insights into the extent of the risk, the source of the risk, and the people placed at risk. 

7. Current TB control practices and procedures: This section of the data collection protocol was designed to generate information about existing procedures for identifying and responding to the presence of TB within the shelter. This section of the protocol was designed to develop and confirm information about the extent to which, if at all, each homeless shelter was currently engaging in TB control activities. Control procedures for two distinct groups were considered: residents of the shelter and workers in the shelter.

8. Shelter operation and service trends: This final section of the data collection protocol was designed to obtain baseline knowledge about factors that affect the potential for exposure to TB within homeless shelters.  A secondary purpose was to obtain fundamental baseline information to help understand the homeless industry generally and to place other information within an operational context.

Results of the structured interview were recorded on standardized forms and records created to maintain written materials that may have been provided from particular shelters.  

The Written Surveys

In addition to the site visits and structured interviews, investigators distributed a written survey to generate information.  Unlike the structured interview process, the written survey was narrowed to gather information about specific issues that had surfaced through the six site visits.  In addition to collecting basic information about the nature and size of each shelter responding to the written survey, as well as basic data on the number of residents served by the shelter, the written survey sought information on:

· The registration process and shelter recordkeeping: One of the key issues with TB control in homeless shelters involves information management. Information management involves generating, maintaining and accessing the information required to make decisions within the shelter’s primary processes. Specific information management tasks within homeless shelters might range from tracking who has been a previous shelter resident, to tracking positive TB tests (within both the resident and worker populations).
· External relationships regarding non-emergency care: Implementing TB screening (for either residents or workers) involves the provision of non-emergency care.  The site visits made evident that non-emergency care at homeless shelters could be provided either on-site or off-site.  The written survey sought more specific information about the types of relationships shelters had with agencies, institutions or people outside the shelter regarding the delivery of non-emergency services.  
· Written TB control procedures: The final set of questions in the written survey examined each shelter’s past experience with TB and the extent to which, if at all, the shelter had developed written procedures to deal with the risk of the transmission of TB within the shelter.  These questions sought information, also, on the extent to which, if at all, shelters screened their residents and workers for TB, either at the commencement of the relationship
 or on a periodic basis thereafter.  
The survey was pretested through its delivery to twelve (12) homeless shelters known to exist in Fulton County.  A payment of $105 in MARTA tokens
 was provided to each shelter responding to the survey.
 The pretest of the written survey resulted in minor substantive revisions to the survey instrument.  

The pretest of the written survey resulted in four responses. When state officials expressed concern about the adequacy of that response when projected to the full population of 40+ shelters in the Fulton County region, the investigators, working with DHR/DPH staff, developed an alternative distribution mechanism.  Working with local homeless advocates, written surveys were distributed and collected at a regular monthly meeting of the Metropolitan Task Force for the Homeless.  The meeting was publicized as one in which DHR’s homeless shelter needs assessment surveys would be distributed and collected, again with incentive payments of $105 in MARTA tokens provided to each shelter returning a survey.  This process generated a return of 23 written survey responses.
  Investigators made follow-up telephone calls where necessary to clarify or complete responses.

The survey responses were input into a data base and serve as the basis for much of the discussion in the sections that follow.  

Summary

The various sections below present a summary of the data collected through the site visit and written survey processes. After presenting written “findings of fact” in summary form, the discussions that follow will consider a variety of individual topics.  

A needs assessment such as that sought by DHR with respect to the control of TB in Fulton County homeless shelters does not involve a mere recitation of statistical data regarding how many responses of a particular nature were derived for each question. The results reported are not intended to be used as the basis to project to the entire population of Fulton County homeless shelters. An element of this data summary exists to ensure that readers understand basic statistical data about homeless shelters that exist in Fulton County.  Rather than merely reporting this statistical data, however, the discussion below will seek to tell the story of what ability exists within Fulton County homeless shelters to identify and control TB within their residents and staff.  This part of the report will describe the existence of what factors are present (or absent) that affect the ability of homeless shelters to identify and control TB.  

Finally, the sections below will draw conclusions about the “needs” in Fulton County and assign significance to the data.  The report will, in other words, not simply report what the data is, but will evaluate what the data means.
Chapter 2:
Findings of Fact

Chapter 1: Introduction to TB in Homeless Shelters

1. Homeless persons have an incidence of tuberculosis (TB) from 150 to 300 times greater than the typical population.

2. In Fulton County (GA), while the number of TB cases in most vulnerable populations have remained constant in recent years, the incidence of TB amongst homeless persons has seen an upswing.

3. Factors contributing to TB are disproportionately present in the homeless population, including malnutrition and overall declines in general health.

4. Medical fingerprinting of TB has shown that TB transmission in Fulton County is occurring among the homeless population.

Chapter 3: The Homeless Shelters of Fulton County

Defining What Constitutes a “Homeless Shelter”

5. Emergency housing shelters and transitional housing shelters in Fulton County are often nearly indistinguishable.

6. Fulton County has a substantial mix of shelters that provide emergency and/or transitional housing services. In addition, Fulton County has a substantial mix of shelters of both types (emergency, transitional) that serve men or women or both.

7. Fulton County’s homeless shelters often operate multiple homeless programs in the same facility, including emergency housing, transitional housing, residential substance abuse programs, and runaway shelters.

8. No accurate, comprehensive list of Fulton County homeless shelters exists, let alone a comprehensive list disaggregating shelters by type of shelter.

9. Whether characterized as emergency shelters or transitional housing, one distinction that exists between shelters is whether residents enter for a single night or whether residents enter for an extended period of time.  Overnight shelters do not guarantee beds to returning residents, while extended stay shelters do.

10. Day shelters, including drop-in centers known as “warming shelters” or “warming places,” as well as shelters providing bathing services, are homeless shelters.

Attributes of the Underlying Institutions

11. Fulton County homeless shelters do not see substantial variation in the demand for services between seasons.

12. Fulton County homeless shelters, on average, operate at or over capacity, with shelters identifying themselves as emergency overnight shelters more likely to be over-capacity than shelters identifying themselves as providing transitional housing services.

13. The staff in Fulton County homeless shelters tend to be older, and well-educated, with significant length in their tenure as homeless shelter staff. Shelter staff turnover in Fulton County homeless shelters is low.

Attributes of Shelter Operations

14. A bright line distinction exists between the intake procedures used by overnight homeless shelters and those used by extended stay shelters.  The bright line distinction involves the extent of the pre-admission review of prospective residents by shelter workers.

15. The check-in of guests at an overnight shelter generally involves nothing more elaborate than recording an individual's name and the date and assigning a bed. At these shelters, "check-in" is a rapid, simple, mass production process. A minimum of information is collected during intake at one-night-only shelters.

16. In extended stay shelters, intake is a two-step process that involves screening an initial application and then conducting a case management interview and assessment. Rather than speed, evaluation and assessment characterize the intake process at extended stay shelters. The intake process at these shelters is extended and personalized, most often a one-on-one encounter.

17. Fulton County homeless shelters vary widely based on the formality of their registration process. Nearly all of shelters require prospective residents to complete a written registration form at the time they enter the shelter. Similarly, most shelters request prospective residents to produce a form of identification upon entry into the shelter.

18. Fulton County homeless shelters exhibit an increasing but unstable reliance on technology for their day-to-day administrative processes. In particular, the routine use of computers to maintain records for individual clients is highly variable. No shelter maintains computerized health records on its resident population.  

19. Fulton County homeless shelters do not have significant external relationships to provide resource and guidance on the control of tuberculosis. External relationships that can provide either knowledge and expertise or actual resources and services are not readily available. State and local affiliations tend to be with organizations devoted to representing the interests of homeless persons, not associations representing the interests of homeless shelters (as homeless shelters).  No industry association exists to represent the interests of Fulton County homeless shelters as homeless shelters.  

20. The external relationships maintained by Fulton County shelters tend to be based on personal relationships rather than institutional relationships. Communication tends to be policy-driven. Program information such as uniform TB control protocols that might be implemented at individual homeless shelters, staff training curricula on TB control, or model templates for collecting data about the presence of TB in a shelter, is not available.

Attributes of the Physical Facilities

21. The physical structures in which Fulton County homeless shelters operate tend to be older buildings (more than 40 years old).

22. Fulton County emergency shelters and transitional shelters have distinctly different physical facilities for sleeping.  The emergency shelters tend to rely upon large-scale dormitory facilities. The transitional housing shelters provide increasing amounts of privacy.

23. The ventilation systems used in Fulton County homeless shelters tend to be older and not designed with TB control features in mind.  Direct ventilation to the outside of sleeping areas is common in larger shelters, but not in shelters with smaller semi-private sleeping rooms. External ventilation generally occurs for rooms in which congregate activities occur. 

24. No routine determination is made by shelters of the number of air changes per hour (ACH) that are generated within the shelter or the specific rooms.

25. No routine determination is made by shelters of the impact of peak shelter usage on the air quality within the congregate rooms of the shelters.

26. No duct testing occurs to determine that ducts operate with appropriate negative pressure and/or without leakage.

27. The site visit shelters do not use HEPA filters as either a primary or supplemental engineering control.  Neither HEPA filters installed directly into centralized air-handling unit nor portable HEPA filters in specific rooms are present in Fulton County homeless shelters visited.

28. Fulton County’s emergency homeless shelters are frequently not stand-alone facilities in free-standing structures. Instead, shelters are but one use in a multi-use physical facility.  They are part of a church; a part of a YWCA/YMCA facility; a part of a Salvation Army building. In addition, many Fulton County facilities house multiple programs as occupants within the same facility. The Salvation Army, for example, operates eight separate programs providing housing services.
Attributes of the Homeless Population Served

29. Fulton County homeless shelters serve a relatively stable population.  Homeless shelter residents are known as “regulars” to the staff of the shelters.  Just because a Fulton County shelter provides overnight emergency housing does not mean that the population using that shelter is a transient population.  The staff of Fulton County homeless shelters tend to know the individual homeless persons they serve.

30. Three primary approaches exist to placing limits on the length of stay in Fulton County homeless shelters.  Each of these approaches allows for stays sufficiently extended to allow for TB observation and medical screening tests to occur.

Chapter 4: TB Screening and Testing Procedures

TB Screening for Residents and Staff

31. Homeless shelters can require residents of the shelter to obtain TB tests as a condition of staying in the shelter.  While in most instances, the responsibility for arranging and paying for the test is that of the resident, some Fulton County shelters arrange and pay for the tests themselves.  Many Fulton County shelters that do not require tests instead “encourage” their residents to obtain such tests.

32. Most Fulton County homeless shelters either require or encourage shelter workers to have TB tests at the time they are first hired.  Most, however, leave it to the workers to arrange and pay for the tests themselves.  

33. Fewer shelters, but still a substantial number, require residents to get periodic TB tests while residents of the shelter.  A nearly equal number of shelters require workers to get periodic TB tests.

34. There is no systematic implementation of TB control procedures in the homeless shelters serving Fulton County.  A TB control procedure may have components relating to identification, treatment, investigation, notification, staff training, and recordkeeping.

Written TB Control Procedures

35. Shelters have not implemented written procedures to identify shelter residents who are suspected of having TB, to respond to a situation where a resident is identified as having active infectious TB while at the shelter, or to investigate if a worker is found to have been inadvertently exposed to TB at the shelter.

External Relationships with Health Care Providers

36. Fulton County homeless shelters have a network of health care providers that can provide on-site non-emergency care to shelter residents.  These health care providers supply on-site services from one day a week to more than three days a week.  

37. The availability of on-site non-emergency care ranges from full medical examinations to tests for specific illnesses and conditions.  This frequently includes TB testing.

38. While most shelters do not require residents to use on-site non-emergency health care services provided at the shelter, some do.  Most others encourage, without requiring, shelter residents to use non-emergency on-site health care services.  The Fulton County homeless shelters are nearly universally uninvolved with the billing and finances behind the provision of such services.

39. Fulton County homeless shelters do not routinely receive reports containing health care information for their residents from the providers of on-site non-emergency health care services.  There is information sharing, however, between the suppliers of such services and the shelters where sharing information occurs upon request of the shelter, upon request of the resident, or under special circumstances.

40. Fulton County homeless shelters do not have long-term, let alone formalized stable, arrangements with the suppliers of on-site non-emergency health care.  Most arrangements are either ad hoc, with irregular decisions made about whether to continue the provision of such services, or an informal arrangement to provide such services “so long as possible.”

41. Fulton County homeless shelters have a network of health care providers that will supply off-site non-emergency health care services to residents of the shelters.  

42. Providers of off-site non-emergency health care services to Fulton County homeless shelters, however, tend to have relationships based primarily upon the proximity of the provider to the shelter or based upon the nature of the provider. None of the arrangements for the supply of off-site non-emergency care were long-term formalized relationships. Nearly all arrangements with off-site non-emergency care relied on informal relationships that will continue “so long as possible” or on ad hoc relationships.

43. The provision of off-site non-emergency care offers a wider range of health care service than does the provision of on-site non-emergency care.  The services include not only full medical examinations, but testing for specific illnesses and conditions as well, including TB testing.  Nearly all shelters, at most, encourage their residents to use these health care providers rather than requiring the use of such services.  The required use of off-site non-emergency care, however, is not non-existent.  The Fulton County homeless shelters are nearly always uninvolved with billing for services. 

44. Information sharing between Fulton County homeless shelters and the provider of off-site non-emergency care does not generally happen, though it is not uncommon. Some shelters reporting arrangements for off-site care indicate that the shelter receives regular reports about the off-site non-emergency care that is delivered to the shelter resident. 

45. The provision of on-site non-emergency care in Fulton County lacks overall coordination. No comprehensive inventory of homeless shelters exists, let alone an analysis of the “gap” in coverage of TB testing within that inventory. No central institution is responsible for defining the universe of need, identifying the full array of resources to meet that need, deploying those resources, and identifying and filling the gaps in resource deployment. 

The Perception of TB Risks

46. Fulton County shelters engage in no continuing efforts to identify TB infection (or active TB) within either their worker or their resident population.  Neither have the shelters engaged in the expenditure of time or resources directed toward the control of TB.

47. While little activity in Fulton County homeless shelters is directed toward the identification and control of TB, many shelters report that their past experience with the lack of TB does not call for these efforts. Controlling TB has never raised to a “radar screen issue.”

48. Fulton County homeless shelters do not consider TB to represent an imminent or immediate risk to Fulton County homeless persons.  Most shelters indicate either that TB poses an “insubstantial risk” to homeless persons relative to the other risks that the homeless face or that the shelter officials had seen “no indication” that TB poses a risk to the residents of their respective shelters. 

49. This lack of urgency seen by the shelters, particularly in light of other risks facing homeless individuals, represents one of the primary barriers to the promulgation and implementation of TB control practices and procedures by Fulton County homeless shelters.
The ”Safe Shelter Night” Doctrine
50. Fulton County homeless shelters do not provide shelter to homeless persons “no matter what.”  Nearly all shelters have rules, the violation of which will result in the immediate exclusion of a resident for a time certain or until further notice.  The rules that may form the basis for immediate exclusion from the shelter generally relate to assuring the provision of a safe shelter night of service. 
Chapter 5. The Maturity of Homeless Shelter Processes

Homeless Shelter Processes Essential to TB Control

51. The following five processes are essential to the control of TB within Fulton County homeless shelters: (1) admitting residents; (2) screening residents; (3) managing information; (4) referring TB cases; and (5) training staff.  

52. The five processes identified as essential are necessary but not sufficient to ensure effective TB control.  Without these processes, effective TB control cannot occur.  However, even if mature processes are in place for Fulton County homeless shelters, in the absence of additional systemwide measures, effective TB control may still not occur.

53. The current system for providing homeless shelter services in Fulton County is not well-suited for comprehensive and effective TB control. The network of Fulton County homeless shelters is not oriented to deliver services to ensure that TB tests are administered; using the results of that test, a diagnosis is rendered; and using the results of that diagnosis, a treatment is prescribed and completed.

54. The process of admitting a resident involves the process in operation from the time the prospective resident enters the shelter to the time the shelter indicates that the prospective resident may stay.  It involves not merely the act of letting someone in the door, but of registering the person at the shelter as well.

55. Managing information involves not only generating information, but recording, maintaining and accessing that information when required not only to make decisions within the shelter, but to assist the shelter accomplish its functions.

56. Screening residents for TB involves an ongoing screening for the signs and symptoms of active infectious TB (in the absence of specific medical tests), obtaining TB tests by qualified health care providers, and ensuring those TB tests are read and used in the diagnosis of the presence of TB infection or the active TB disease.

57. Referring individuals with suspected active TB involves determining an appropriate health care provider through which appropriate medical interventions may be supplied, facilitating the initiation of that relationship, and physically transporting a person with the suspected case of active TB to the facilities of the health care provider. 
58. Training staff involves teaching staff both what to do and how to do it as well.  Staff training also involves instilling in staff a conviction in the need to engage in the sought-after action.  Training staff is an essential process in the control of TB within homeless shelters. 
The Maturity of Fulton County Homeless Shelter Processes

59. The process of admitting residents has, at best, reached the Repeatable maturity level in Fulton County homeless shelters.

60. Processes for screening shelter residents for TB, where such processes even exist, are at best Ad Hoc levels of maturity at Fulton County homeless shelters.

61. The process of referring suspected cases of active infectious TB to the appropriate health care provider is, at best, at the Ad Hoc maturity level in Fulton County homeless shelters.  Most commonly, no process for referring suspected TB cases exists at all.

62. The process of managing information is generally, at best, at the Repeatable maturity level in Fulton County homeless shelters.

63. The process for TB staff training is, at best, at the Ad Hoc level of maturity in Fulton County homeless shelters. In most cases, Fulton County shelters have no TB staff training programs at all.

Chapter 3:
The Homeless Shelters of Fulton County

As with any major metropolitan area, Fulton County has a wide variety in the nature, type and size of shelters serving the region’s homeless population.  As a result, performing a needs assessment to identify how “homeless shelters” in Fulton County are positioned to respond to the transmission of tuberculosis must carefully articulate precisely what is encompassed within the term “homeless shelter.”  

Defining What Constitutes a “Homeless Shelter” in Fulton County

The fact that the term “homeless shelter” is not a term-of-art, but rather a colloquialism referring to a variety of different services, facilities and programs, makes the task of identifying shelters difficult.  The term “homeless shelter” can refer to institutions providing substantively different services to substantively different populations.  The information below will document how difficult it is to specify precisely what constitutes a “homeless shelter” in Fulton County. 

Local Demarcations of Homeless Shelters

The popular image of a homeless shelter, perhaps, is reflective of shelters such as Fulton County’s Atlanta Union Mission. In this vision, the facility provides exclusively overnight sleeping accommodations to men who would otherwise be on the streets.  Because this popular image does not encompass transitional housing facilities, however, it overlooks nearly half of all homeless persons and an even greater proportion of homeless shelters.

At first blush, there may appear to be a bright line distinction between "emergency shelters" and "transitional housing."


Transitional housing is viewed more as a program, with social services the primary focus, than as housing.  The major focus of transitional housing is to help people increase their coping and life management skills to resolve crises in their lives, gain access to community-based resources, and move into independent permanent housing. 

As a general rule, though it is certainly a "rule of thumb" rather than a legal, programmatic, or universal distinction, "emergency shelters are short term, whereas transitional shelters are long term, allowing stays from three months to two years, and providing services or case management."
  

The differences between the two, in reality, are not so clear. In particular, emergency shelters may provide --they often are required by funders to provide-- supportive or social services.  Providing supportive social services, therefore, is not a distinguishing characteristic. For shelters that do not receive federal funding, the "transitional housing" versus "emergency shelter" distinction is even less important

The confusion over what constitutes a homeless shelter, or whether it constitutes a particular type of shelter, is present in Fulton County.  The Georgia State Department of Human Resources, Division of Public Health, for example, maintains a list of 41 “men’s emergency transitional shelters.”  On this list, however, are agencies such as the Battered Women’s Crisis Center (College Park, GA), the Battered Women’s Resource Center (Decatur, GA) and the Battered Women’s Shelter (Marietta, GA).  These shelters do not appear to be men’s emergency shelters. In addition, agencies such as the Partnership on Domestic Violence of Lawrenceville, Partnership on Domestic Violence of Atlanta, and the Young Adult Guidance Center (Atlanta), do not appear to provide men’s emergency shelter services.
  

In contrast, Saint Joseph’s Mercy Care Services (formerly Mercy Mobile) provides a list of six “men’s emergency day/night shelters.”
  These include shelters that serve from 40 to more than 200 individuals per night.

Men’s Overnight Emergency Shelters

Fulton County (GA)


Population Served per Night

Atlanta Union Mission
180 men

Atlanta Baptist Rescue Mission
75 men

Peachtree-Pine Overflow Shelter
200+ men

Jefferson Place
150 men

Salvation Army’s Men’s Overflow Emergency Shelter
40 men

Central Presbyterian Winter Shelter
30 – 40 men

SOURCE: Saint Joseph’s Mercy Care Services (Atlanta, GA)

In addition to these overnight emergency shelters for men, Saint Joseph’s also tracks “transitional shelter/housing.”  This housing may be for men, women or children.  According to information provided by Saint Joseph’s, “transitional shelters and transitional housing programs often provide more services than the emergency shelters and are intended to transition people into permanent housing.” Examples of transitional shelter/housing for men, women and children, as identified by Saint Joseph’s, include those entities listed in the table immediately below:

Transitional Shelter/Housing for Men, Women and Children

Fulton County (GA)


Capacity

ACHOR Center
70 residents

Alternate Life Paths Program
n/a

Atlanta Recovery Center
300

Atlanta Urban Ministry
10 units (1 family per unit)

Boulevard House
12 families (or 50 individuals)

Boulevard House
12 families (or 50 individuals)

Calvary Refuge
n/a

Cascade House (YWCA)
n/a

Cobb Family Resources
n/a

SOURCE: Saint Joseph’s Mercy Care Services (Atlanta, GA)

Saint Joseph’s makes other distinctions as well.  It maintains separate lists of “halfway house resources for men” (14 listings), “halfway house resources for women” (9 listings), and “transitional recovery facilities”  (7 listings).  

United Way of Metropolitan Atlanta maintains a more comprehensive list of shelters serving the homeless in the metropolitan area.  The United Way reports emergency shelters and transitional housing in separate sections of its 2-1-1 service directory.
 Looking only at community shelters for men and women (thereby excluding shelters that address the needs of families or adolescents), United Way reports that many community shelters also have transitional housing components.  As the tables below indicate, of the 21 shelters serving men in the Atlanta metropolitan area,
 five provide both emergency overnight sleeping accommodations and longer-term transitional housing services.  Of the 18 shelters serving women in the metropolitan area,
 three (3) provide both emergency overnight housing and transitional housing services.  All three shelters providing both emergency and transitional housing services to women also provide both types of services to men as well.

Community Shelters and Transitional Shelters for Men

Listed in United Way 2-1-1 Directory for Metropolitan Atlanta (GA)

Shelter
Emergency 

Shelter
Transitional
Housing

Atlanta Mad Housers

Yes

Atlanta Recovery Center

Yes

Atlanta Step Up Society

Yes

Atlanta Union Mission
Yes


Calvary Refuge Center
Yes


Community Concerns

Yes

Crisis Resource Center

Yes

Forever Free Outreach Ministries
Yes
Yes

Good Neighbor Homeless Shelter
Yes


He’s Brought Life Ministries

Yes

HOPE Through Divine Intervention

Yes

Jars of Clay Outreach Ministry/JOC House
Yes
Yes

Jefferson Place 
Yes
Yes

Ministries United for Service and Training
Yes


New Beginning Restoration House

Yes

Positive Growth

Yes

Salvation Army
Yes
Yes

Task Force for the Homeless
Yes
Yes

Travelers Aid of Metropolitan Atlanta

Yes

Victory Tabernacle Shelter
Yes


Zion Keepers

Yes

SOURCE:  United Way of Metropolitan Atlanta, 2-1-1 Directory of Services.

NOTES:  Does not include transitional housing identified as primarily for substance abuse recovery.  Some shelters serving the metropolitan Atlanta region may not be in Fulton County.

Community Shelters and Transitional Shelters for Women

Listed in United Way 2-1-1 Directory for Metropolitan Atlanta (GA)

Shelter
Emergency

Shelter
Transitional
Housing

Achor Center

Yes

Atlanta City Mission/Chrysallis Center
Yes


Atlanta Union Mission—My Sister’s House
Yes


Auntie Honey’s House

Yes

Calvary Refuge Center
Yes


Crisis Resource Center

Yes

First Presbyterian Church of Atlanta

Yes

Focus on Family Faith in Action

Yes

Forever Free Outreach Ministries

Yes

Good Neighbor Homeless Shelter
Yes


He’s Brought Life Ministries

Yes

Hope Shelter
Yes


Jars of Clay Outreach Ministry/JOC House
Yes
Yes

Ministries United for Service and Training
Yes


Salvation Army
Yes
Yes

Shearith Israel Shelter for Homeless Women

Yes

Task Force for the Homeless
Yes
Yes

Traveler’s Aid of Metropolitan Atlanta

Yes

SOURCE:  United Way of Metropolitan Atlanta, 2-1-1 Directory of Services.

NOTES:  Does not include transitional housing identified as primarily for substance abuse recovery.  Some shelters serving the metropolitan Atlanta region may not be in Fulton County.

While it may seem axiomatic that, should one decide that “homeless shelters” ought to have a leading role to play in the control of TB within the homeless population, it would be necessary to be able to identify what constitutes a “homeless shelter,” identifying what programs and facilities represent a “homeless shelter” is not an easy endeavor.  The process is made even more difficult by the fact that in many (if not most) instances, the categorization of any given facility as a particular type of institution depends not on any inherent (or objective) characteristic of the shelter (or its resident base), but rather upon its funding source.  A program's source of program dollars, of course, is unrelated to the risk of TB exposure.

Day Shelters as “Homeless Shelters”
Quite aside from defining types of overnight shelters is the question of whether day shelters represent “homeless shelters.”   In addition to the shelters providing overnight facilities in Fulton County, for example, is the Atlanta Day Shelter for Women and Children. The Atlanta Day Shelter is an ecumenical day time home and resource center that serves over 125 women and children per day. The Atlanta Day Shelter, however, provides only referrals to night shelters rather than providing overnight accommodations itself.  

While the Atlanta Day Shelter reports that it is the only day shelter in the Atlanta area, it appears that other facilities do exist to provide specific daytime services commonly associated with “day shelters.”  The United Way of Metropolitan Atlanta reports through its 2-1-1 Directory, for example, that The ROCK--Residential Opportunity Center provides “laundry and bathing facilities” to homeless individuals. Moreover, United Way reports that there are six separate facilities providing “bathing facilities” for homeless persons. 

The United Way confirms, however, that Fulton County has no “bad weather” shelters or warming places.  The United Way reports that the only two “drop-in centers” for homeless persons are the Atlanta Day Shelter and The ROCK

According to the U.S. Department of Housing and Urban Development (HUD), the term “homeless shelter” includes institutions providing services such as the Atlanta Day Shelter, even though these institutions do not provide overnight sleeping accommodations.  Most notably within this genre of homeless shelters are "warming places" (also sometimes known as warming houses or warming shelters).  Warming places involve facilities where homeless persons can find inside space for a term of hours.
  Operated primarily during cold weather months in most places –in contrast, the Atlanta Day Shelter has operated continuously for more than 14 years-- warming places provide a refuge for persons who otherwise have no place to go.  

HUD's "emergency shelter grant” program (ESG) provides federal funding for "temporary shelters." HUD explicitly recognized the status of warming shelters and drop-in centers as homeless shelters in promulgating its ESG program regulations. Originally, the HUD regulations provided that facilities were required to provide "overnight sleeping accommodations" in order to be considered an "emergency shelter."  In response to HUD's notice of proposed rulemaking, however, the City of Boston:


questioned why the definition of "emergency shelter". . .includes a requirement that such facilities provide overnight sleeping accommodations.  By doing so, the definition makes ineligible those facilities that provide temporary shelter only during the day, or that provide supportive services without providing shelter.


HUD agrees that the definition of "emergency shelter" is too restrictive, and the phrase "with overnight sleeping accommodations" is removed in this final rule.  Emergency shelter is now defined to mean "any facility, the primary purpose of which is to provide temporary or transitional shelter for the homeless in general or for specific populations of the homeless."  As a result, day centers and drop-in centers are eligible to receive funds for all ESG eligible activities.

While the popular image of a homeless shelter involves the provision of overnight sleeping accommodations to persons who would otherwise be on the streets, that image cannot serve as the basis for assessing the ability of the homeless shelter industry to control TB.  Day shelters, or shelters providing day-time services (such as bathing facilities), serve thousands of clients each year in Fulton County.  

“Homeless Shelters” Directed toward Specific Sub-Populations

A final classification of “homeless shelters” might include temporary shelters for specific sub-populations of the homeless.  Domestic violence shelters, shelters for runaway youth, and substance abuse shelters directed exclusively toward homeless persons are three types of such shelters. From the perspective of HUD's Emergency Shelter Grants program, both runaway shelters and domestic violence shelters are "homeless shelters."  ESG regulations promulgated by HUD explicitly include both "battered spouses" and "runaway children" within the definition of "homeless persons."
 Fulton County offers a limited number of runaway/youth shelters. 

Domestic violence shelters represent a type of shelter for persons with no "home" to which they may return.  Domestic violence shelters are not, however, necessarily funded through sources dedicated exclusively to "domestic violence" shelters.  They may receive dollars through emergency shelter, transitional housing, or supportive housing programs as well.  

"Runaway shelters" represent an additional type of "homeless shelter" in Fulton County. Covenant House, Alternate Life Paths Program and the Young Adult Guidance Center are listed by United Way of Metropolitan Atlanta.  Housing for "runaway youth" is often funded as transitional housing through the federal "Transitional Living Program for Homeless Youth" (TLP).  Among the purposes of TLP is to "provide stable, safe living accommodations while a homeless youth is a program participant."
  

Deciding whether or not a runaway shelter is also a homeless shelter is complicated by the fact that, whether or not a shelter receives homeless shelter funding, not all residents are homeless. According to guidelines promulgated by the U.S. Department of Health and Human Services (HHS), "it is estimated that about one fourth of the youth serviced by runaway and homeless youth programs are homeless."

Presenting Issues: Homeless Shelter Definition
Any effort to control TB in the homeless population through efforts to work with “homeless shelters” assumes that it is possible to define “homeless shelter.”  Whether it is the provision of education directed toward homeless shelter staff and administrators, the offer of standard protocols and templates for testing and recordkeeping, the grant of funding for operating or capital expenditures, or the exertion of regulatory authority, the state must identify and be able to define the institutional target. The definition of “homeless shelter” must be based on objective criteria rather than on characterizations of the shelter services or on shelter funding sources.

Defining the scope of efforts directed at “homeless shelters” must address multi-program institutions and multi-purpose institutions as well.  To what extent are facilities with both emergency overnight shelter and transitional housing covered? Who in a runaway shelter is covered by an initiative if only one-quarter of the residents of that shelter are “homeless”? 

Defining homeless shelters must also determine whether a meaningful distinction exists between emergency overnight shelters and transitional housing (whether such housing is for domestic violence victims, recovering substance abusers, homeless persons, or some other group).  Identifying the attribute of a shelter that is important for TB control purposes is critical.  One attribute that may be more important than the “emergency shelter” versus “transitional housing” distinction, for example, may be whether the shelter is an extended stay shelter or not.



Attributes of the Underlying Institutions 

The first image that most people bring forth when they think of “homeless shelters” is of the physical facility itself.  Considerations of the barriers to TB protection, however, often revolve around the institutional structure and operation that lies behind the physical facility.   

Shelters Serving Men vs. Women
A roughly equal number of shelters provide shelter to homeless men and women in Fulton County.  Using the list provided by Atlanta’s United Way, one shelter provides emergency overnight housing exclusively to men, while two provide such emergency housing exclusively to women.
 While eight (8) shelters provide transitional housing exclusively to men, five (5) do so exclusively for women.
  In contrast, Atlanta appears to have a substantial number of shelters that serve both men and women.  Four (4) shelters provide only emergency service to both; three (3) provide only transitional housing to both men and women; four (4) shelters provide both emergency and transitional housing to both men and women.

Peak Time of Operation

The homeless shelters responding to the Fulton County written survey tend to be open year-round with a nightly population that is near or at capacity for the shelter.  Of the 23 respondents to the survey, 22 indicated that they were open seven days a week, 365 days a year.
 

There is a substantial disagreement over what seasons of the year generate the highest demand for homeless shelter services in Fulton County.  Of the 23 respondents to the survey, twelve (12) said that there was no difference in demand between seasons.
  Five (5) respondents indicated that the highest demand for their shelter services occurred in the fall, with five (5) more indicating winter.  Only one respondent indicated that the highest demand occurred in the summer. Responses to this question did not vary based upon the population served (men, women, families) or upon whether the shelter provided overnight emergency shelter services or longer term transitional housing.  

Number of Homeless Shelters Reporting Season of Highest Demand

Fulton County (GA)

No difference between seasons
12 /a/

Winter
5

Spring
0

Summer
1

Fall
5

NOTES:
/a/ Includes one shelter that reported Fall, Winter and Spring all three as season for highest demand.

The Populations Served by Fulton County Homeless Shelters

Fulton County (GA)

Shelter
Emergency or  Transitional
Men
Women
Families

Or

Children

Achor Center
T

Yes
Yes

Atlanta City Mission/Chrysallis Center
E

Yes
Yes

Atlanta Mad Housers
T
Yes



Atlanta Recovery Center
T
Yes



Atlanta Step Up Society
T
Yes



Atlanta Union Mission /a/
E
Yes
Yes
Yes

Auntie Honey’s House
T

Yes
Yes

Calvary Refuge Center
E
Yes
Yes
Yes

Community Concerns
T
Yes



Crisis Resource Center
T
Yes
Yes


First Presbyterian Church of Atlanta
T

Yes


Focus on Family Faith in Action
T

Yes
Yes

Forever Free Outreach Ministries /b/
E, T
Yes
Yes


Good Neighbor Homeless Shelter
E
Yes
Yes
Yes

He’s Brought Life Ministries
T
Yes
Yes


Hope Shelter
E

Yes
Yes

HOPE Through Divine Intervention
T
Yes



Jars of Clay Outreach Ministry/JOC House
E, T
Yes
Yes
Yes

Jefferson Place 
E, T
Yes



Ministries United for Service and Training
E
Yes
Yes
Yes

New Beginning Restoration House
T
Yes



Positive Growth 
T
Yes



Salvation Army
E, T
Yes
Yes
Yes

Shearith Israel Shelter for Homeless Women
T

Yes


Task Force for the Homeless
E, T
Yes
Yes
Yes

Travelers Aid of Metropolitan Atlanta
T
Yes
Yes
Yes

Victory Tabernacle Shelter
E
Yes



Zion Keepers
T
Yes



SOURCE:  United Way of Metropolitan Atlanta: 2-1-1 Directory of Services. 

NOTES: 
/a/. Separate shelter sites for men’s and women’s programs.

/b/ Transitional and emergency for men.  Only transitional for women

Presenting Issues: Peak Time of Operation
While most Fulton County homeless shelters report that usage does not vary by season, the variability in shelter usage that has been identified places peak usage in either the Fall or Winter.   These peaks in usage may well interfere with TB control efforts.  Fulton County shelters that report screening their residents for the signs and symptoms of TB report focusing on identifying a “persistent cough.”  Additional symptoms such as weight loss, bloody sputum and night sweats were not generally reported as a part of TB screening efforts.

A problems arises because cold weather, combined with malnutrition and generally lower overall health characteristics, can be expected to generate respiratory ailments that involve symptoms that mimic TB. TB screening that focuses on a persistent cough can reasonably be expected to generate false positives in cold weather months.

The only true response to these false identifications of TB is to have TB testing performed in a health care setting by medical professionals rather than by homeless shelter staff.  Otherwise, the inaccurate identification of suspected TB will rise when the demand for shelter service is higher and the consequences of denying shelter services are most severe.



Capacity of Shelter Relative to Usage

The Fulton County homeless shelters responding to the written survey nearly universally reported that they operated, on average, at or over capacity.  This result did not depend on 

whether they considered themselves to be a provider of emergency overnight accommodations or of longer-term transitional housing.  If anything, the overnight emergency shelters reporting data were more likely to indicate that they operated over capacity on an average night.  

As the table below shows, all three (3) shelters operating over capacity, on average, were emergency shelters.  Indeed, three (3) of the six emergency shelters providing information indicated that they were over capacity on an average night.  In contrast, ten (10) of the eleven transitional housing facilities reported that they operated at (but not over) capacity.  Two transitional shelters and only one emergency shelter reported operating “under” capacity on average.  

Several shelters provide additional emergency overnight shelter space in times of extreme weather.  The Salvation Army, for example, opens its doors to an additional 100 persons on nights when temperatures fall below 40 degrees (40°) Fahrenheit. Jefferson Place opens its doors to additional persons on nights of extreme temperatures as well.  According to shelter officials, while its maximum capacity is 150 bed spaces on a typical night, it will “bend this rule” during extreme weather” and serve up to 200 persons. 

Clearly, the expansion of capacity during severe weather occurs primarily in the emergency overnight shelters.  Atlanta Union Mission, for example, reports that while it provides 196 bed spaces each night on a typical night, during extreme weather, it can provide 100 additional spaces on “mats.” Peachtree and Pine reports that it is the provider of last resort for shelter.  While it has bed space for 488 persons, it can provide shelter to 1,000 persons if the need arises due to extreme weather. In fact, Peachtree and Pine operates a van that circulates through designated neighborhoods in Atlanta to pick up persons who are on the streets on nights when temperatures fall to dangerous levels.

The Average Population of Homeless Shelters Relative to Operating Capacity

By Emergency or Transitional Shelter

Fulton County (GA)

Shelter
Type
Under, At or Over
Capacity

Shelter
Type
Under, At or Over

Capacity

1
E
Under

13
T
n/a

2
T
At

14
E
Over

3
E
At

15
E
Over

4
E
At

16
E
Over

5
T
At

17
T
At

6
T
Under

18
T
At

7
Day
n/a

19
T
At

8
E, T
Under

20
T
At

9
T
n/a

21
T
At

10
T
n/a

22
T
At

11
T
At

23
T
At

12
T
n/a



NOTES:

E = Overnight emergency shelter; T = Transitional housing; Under = Under capacity on average on a nightly basis; At = At capacity on average on a nightly basis; Over = Over capacity on average on a nightly basis; n/a = Data not reported.

Presenting Issues: Shelter Capacity

With shelters operating at or over capacity, issues arise as to the ability of shelter staff to engage in the screening practices needed to identify suspected cases of active infectious TB.  Particularly in the large overnight emergency facilities –it is less true in the extended stay shelters— Fulton County homeless shelters operate with an extremely high resident-to-staff ratio. Reasonable question might arise about the extent to which, if at all, these limited staff can observe, record and process the information necessary to screen residents for TB. 

In addition, screening is only the first step in the TB control process.  Even if a resident is diagnosed with having TB infection, that resident must be treated with medications over an extended period of time.  The primary responsibility clearly lies with the resident to ensure that medications are taken in the dosage, at the time, and for the duration that is prescribed.  Given high resident-to-staff ratios, and shelters operating at or over capacity, it seems unlikely that staff could (or should be expected to) participate in any process of monitoring treatment progress or compliance.



The Tenure and Experience of Shelter Staff

The six Fulton County site visit shelters operate with an experienced and highly educated staff.  The staff of these homeless shelters do not fit the stereotype of being young, idealistic post-college adults who are spending their early careers “saving the world” at minimal salaries until families, home mortgages and other financial responsibilities pull them into more traditional jobs.  Shelter staff do not come from the recent college graduates.  The average age of shelter staff at Jefferson Place, the emergency shelter director reported, was 45 years old.

The staff at the Fulton County site visit shelters have considerable tenure in their shelter jobs as well.
  The director of Boulevard House, a transitional shelter serving primarily families, indicated that the shelter employs “homeless professionals.” Shelters reported that new employees tend to have advanced degrees coupled with prior experience at either a homeless shelter or other social service agency.  The director of one shelter expressed no surprise at the extended tenure of homeless shelter employees.  “They either fall in love with it and stay, or can’t stand it and get out.” 

Staff Positions by Staff Tenure at 

Six Fulton County Site Visit Homeless Shelters 


Less than 1 Year
1 – 2 Years
More than 2 Years

Atlanta Union Mission
2
0
2

Boulevard House /a/
Hourly shift supervisors
0
5

Clifton Sanctuary Ministries
0
0
2

Jefferson Place
0
2
16

Peachtree and Pine
No specific data available. “The rookie here has been here four years.”

Salvation Army
No specific data available. Observation: “Everyone has been around a long time.”

SOURCE:  Site visits to six Fulton County homeless shelters (August/September 2003).

NOTES:
/a/ Boulevard House hired persons to be present overnight to maintain the shelter.  These are low wage hourly employees for which there is considerable turnover.  

Presenting Issues: Tenure and Experience of Staff
Fulton County homeless shelters tend to operate with long-tenured staff.  The tenure of staff raises issues with respect to TB testing.  Not only do staff need to be screened at the time they are hired, there is a need for regular continuing periodic testing of staff as well.  This testing may be done either at staff expense, at the shelter’s expense, or at public expense.  Regular periodic testing may be required, or it may be merely “encouraged.”  One issue is whether long-tenures of staff give rise to complacency should tests continue to be negative over a period of time.

The long-tenure of Fulton County homeless shelter staff also has implications for staff training. High turnover rates may make it more likely that a shelter has some sort of worker orientation and training in place.  The only way to ensure process/service quality under conditions of high turnover is to train newcomers to simple standards.  This is a lesson learned in both basic retail business and in higher level corporate employee supervision.

The long tenure of Fulton County homeless staff finally has implications for TB control protocols.  In particular, TB control protocols directed toward  new staff fall into disuse when staff turnover is low.  Requests to Fulton County homeless shelters for information about new staff testing and new staff training were often met with the observation, “I don’t know.  We have not had to do that recently.”



Attributes of Shelter Operations
The inquiry into shelter operations examined the activities within the shelter.  These activities may be directed at providing services to residents (e.g., the intake process).  The shelter operations may also involve shelter administrative processes (e.g., the use of technology, external relationships).  All discussion of TB screening and control practices and procedures, however, is aggregated into the separate discussion presented in Chapter 4.

Intake Procedures
A bright line distinction exists in the intake procedures used by overnight homeless shelters and extended stay homeless shelters in Fulton County. An overnight shelter exists where a resident’s expected length of stay (per one intake) is one night.  An extended stay shelter exists where a resident’s expected length of stay is more than one night.  The bright line distinction involves the extent of the pre-admission review of prospective residents by shelter workers.  

The distinction between an overnight shelter and an extended stay shelter is not synonymous with the distinction between an emergency shelter and a transitional housing shelter.  In Fulton County, for example, both the Salvation Army shelter and Clifton Ministries shelter are considered to be “emergency” shelters.
  At the Salvation Army shelter, the expected length of stay in the emergency shelter is seven days; the expected stay at the emergency shelter of Clifton Ministries is 90 days.

The Overnight Shelter Intake Process: The check-in of residents at overnight shelters generally involves nothing more elaborate than recording an individual's name, recording the date, and assigning a bed. Frequently a line forms prior to residents’ admission to the shelter and the check-in process itself is characterized by the speed with which residents are "processed."  At Jefferson Place, for example, a line forms on the stairway outside the shelter and shelter staff estimates that it takes about one hour to check-in 150 men for the night. At Atlanta Union Mission, men congregate in a courtyard prior to admission and staff estimates it takes 1 1/2 hours to admit 200 men to the shelter. At these shelters, "check-in" is a rapid, simple, mass production process.

A minimum of information is collected during intake at overnight shelters. At each of the one-night-only shelters visited, a resident is asked to provide his/her name. At Jefferson Place, an identification document is required for admission. At Peachtree & Pine and Atlanta Union Mission, identification is requested, but is not required. A short application form may be completed and often includes a simple acknowledgement that the resident knows “the rules.”

Physical security is a concern at the one-night-only shelters visited. At Jefferson Place, residents are “searched” and their belongings checked in a “bag room” as part of the nightly intake process. Similarly, residents at Atlanta Union Mission are scanned with a metal detector and must check their bags before gaining admission to the shelter. At both locations, the shelter is only accessible through locked doors and residents are not allowed back on the street after they have checked-in. With few exceptions (i.e., 3rd shift workers), all residents must vacate the shelter in the morning.

The Extended Stay Shelter Intake Process: In extended stay shelters, intake is a two-step process that involves screening an initial application and then conducting a case management interview and assessment. The similarities of this process with the process of applying for a job and gaining an interview were readily apparent at the extended stay shelters visited. 
Rather than speed, evaluation and assessment characterize the intake process at extended stay shelters. In contrast to the assembly-line intake process of the overnight shelters, the intake process at these shelters is extended and personalized, most often a one-on-one encounter. At the Salvation Army, for example, the intake interview is done by appointment, during the day, with one of the Program Coordinators. This initial meeting takes “one hour at a minimum.”  At Boulevard House, families (who have been pre-screened and placed on a waiting list) are called in for a “lengthy face-to-face interview” when space becomes available. At Clifton Sanctuary, new residents meet with the Chaplain/Case Manager for an assessment and goal-setting session during one evening of their first week. 

Compared to overnight shelters, significantly more information regarding a resident’s history and current status is collected and recorded during the intake process at extended stay shelters. This is consistent with the described focus on evaluation and assessment during intake. A ten-page application form is completed as part of the process at Boulevard House. A similar-length application is completed during intake at the Salvation Army. The completed application is the base record in a new case management file at both locations.

Presenting Issues: Intake Procedures

One of the most important aspects of homeless shelter operations as it pertains to the control of tuberculosis involves the intake procedure when a resident first enters the shelter. Since the intake procedure is the first point of contact between a shelter and a resident, it represents several significant aspects in the relationship between the shelter and the resident. It is, for example, at this time that a shelter has the best opportunity to deny admission to a person thus completely preventing contact between the prospective  resident and other members of the shelter community (both residents and workers).  The intake procedure is the first time a shelter may collect information from the prospective resident.  The intake procedure is the first time a shelter may exercise some type of institutional control over a prospective resident.  The intake procedure is the time where a shelter either creates (or checks) records about prior stays at the shelter.  



Required Documentation at Time of Registration
Fulton County homeless shelters vary widely based on the formality of their registration process.  The formality of registration does not equate to completing a written registration form.  Nearly all of the shelters providing responses (18 of 21) to the written survey, whether an overnight shelter or an extended stay shelter, require prospective residents to complete a written registration form at the time they enter the shelter.  The three shelters not requiring a written registration included both overnight and extended stay shelters.

Similarly, 17 shelters indicated that they request prospective residents to produce a form of identification upon entry into the shelter. Three (3) shelters, all of which are extended stay shelters, specifically require this identification to be a photo identification.  In contrast, four (4) of the 18 shelters report that while they request a form of identification, they do not require it as a precondition to staying in the shelter. Two (2) additional shelters state that while they do not require any form of identification to be admitted, they requires their shelter residents to obtain an identification should they lack one upon admission.  

Presenting Issues: Registration Documentation

Requiring the production of specified documentation as a precondition of staying at a shelter supports the manageability of required documentation of TB testing as well.  Nearly all shelters have an existing process which requires a prospective resident to complete a written application and produce required documentation. To add another layer of documentation to these existing processes would not be administratively onerous to the shelters.  Several homeless shelter staff at emergency overnight shelters, however, spoke of the inability of homeless persons to consistently retain written personal identifications. These staff noted the lack of security amongst the belongings of homeless persons as well as the cost of obtaining replacement identification when identification is lost or stolen.  Should some sort of written documentation of TB testing and diagnosis be required as a condition of providing service at a homeless shelter, this issue of the security of written documents would need to be addressed.  



Use of Technology

Fulton County homeless shelters exhibit a moderate reliance on technology for their day-to-day administrative processes. In particular, the routine use of computers to maintain records for individual clients is highly variable.  Within the six site visit shelters, for example, Jefferson Place and the Salvation Army both impose restrictions on the maximum number of cumulative days in a particular year that a resident may stay at the shelter.  A person may stay 120 days at Jefferson Place and may stay seven days (as described above) at the Salvation Army’s emergency shelter. Both shelters track the specific dates of stay, as well as the cumulative days of stay.  Jefferson Place enters resident information directly into the shelter’s computer at the time of registration. The shelter generates daily, weekly, and annual reports on the number of  bed-nights of service provided.

In contrast, the Salvation Army maintains paper files on its residents.  Records on individual residents are maintained for seven years, the last three of which are “accessible” in the office.  Tracking who has stayed at the shelter, however, is not done electronically.  The “institutional memory” of who has previously stayed at the shelter is dependent upon the shelter staff. In addition, once a person has applied to stay at the shelter, that person is checked against old records to determine whether there is some limitation on whether the person may be admitted.

The increasing but unstable reliance on technology is exemplified by the use of computers at Atlanta Union Mission. In theory, records of all residents that have stayed at Atlanta Union Mission are entered into the computer on a regular basis.  Monthly “rosters” of everyone who has stayed at the shelter are generated.  The shelter’s director of men’s services, however, acknowledged that there is a “time problem in getting it all into the computer.”  When shelter staff fell far enough behind, this director took it upon himself to do the data entry work.  Other work, however, intruded upon this task and prevented its completion.  

In contrast to these shelters that are using, or are beginning to use, technology to a greater extent are the shelters such as Boulevard House.  Boulevard House uses a paper application.  Significant time is spent in developing self-sufficiency plans with the families that reside in the shelter.  Paper records are maintained on each resident in filing cabinets in the administrative offices of the shelter.  When a particular piece of information was sought on one particular resident at the time of the site visit, however, while the resident’s file could be located, the information that the staff believed to be in the file could not be located.  

None of the six site visit shelters maintain computerized records of health histories of either staff or residents.  

The written survey results corroborate the conclusion that the use of technology as a recordkeeping tool is mixed.  Of the 23 shelters providing responses on recordkeeping with respect to client stays, eleven (11) indicated that they had computerized that recordkeeping function.  Six (6) of the eleven also kept paper records, while five (5) kept client records exclusively on computer.  In contrast, nine (9) shelters reported that they exclusively kept paper records, and did not rely on technology as a tool for tracking clients.

Outside of maintaining records on the number of days a resident has stayed at a particular shelter, a smaller proportion of shelters using computerized recordkeeping rely exclusively on electronic data bases for information other than the number of days stayed. Of the fourteen (14) shelters reporting that they computerized some or all of their recordkeeping with respect to client files, only three (3) indicated that they relied exclusively on electronic records.  Of the nineteen (19) shelters indicating they kept paper records, nine (9) indicated that they relied exclusively on paper records.  

Presenting Issues: Use of Technology

While the use of technology is on the rise within homeless shelters –a 1999 report prepared by these authors regarding the control of TB within homeless shelters primarily located in Detroit and Baltimore found an almost non-existent use of technology— technology is certainly not universal. Moreover, the use of technology that was explored in the site visits and in the written survey examined only the most rudimentary elements of technology, that of recordkeeping. Whether or not higher forms of technology, such as local area networks (LANs) allowing workers that are registering prospective residents to gain real-time access to shelter records at the time of registration, exist is not clear.  Even the site visits that report tracking persons who may not be granted access to the shelter, for any variety of reasons, tend to report further that registration workers are notified of who is covered by those records by printing out daily lists. Real-time access to shelter records at the time of registration was never reported. In sum, it cannot be assumed that TB control protocols that rely on technology as a substantial underpinning are capable of being implemented within Fulton County.



External Relationships

Fulton County homeless shelters do not have significant external relationships to provide resource and guidance on the control of tuberculosis.  In this sense, the external relationships considered in this section include relationships such as state and national associations, “parent” organizations, trade associations, and the like.  

The external relationships that Fulton County shelters have with health care provides that supply either on-site non-emergency services or off-site non-emergency services are not discussed here, but rather are discussed in detail in Chapter 4.

External relationships are important to consider because a homeless shelter is not an island.  A shelter has existing relationships with entities outside its four walls that might be in a position to support the shelter’s implementation of TB control practices.  Support could be in terms of the knowledge and expertise that an external entity is able to share. Support could come in terms of the resources and services that an external entity is willing to provide.

None of the six site visit shelters maintain external relationships that can provide either knowledge and expertise or actual resources and services.  All six shelters report that they belong to no state or national trade association. State and local affiliations tend to be with organizations devoted to representing the interests of homeless persons, not associations representing the interests of homeless shelters (as homeless shelters). A parallel group, for example, would be the Council of Large Public Housing Authorities (CLPHA).  CLPHA represents the interests of the Housing Authorities, as Housing Authorities, in legislative and regulatory matters.  The CLPHA also provides technical assistance on specific program issues. No corresponding organization of homeless shelters appears to exist.

The external relationships reported by the six site visit shelters tend to be based on personal relationships rather than institutional relationships.  As a national board member of the National Coalition for the Homeless, the director of Peachtree and Pine receives regular communications from that organization.  That communication tends to be policy-driven, however.  Program information such as uniform TB control protocols that might be implemented at individual homeless shelters, staff training curricula on TB control, or model templates for collecting data about the presence of TB in a shelter, is not available.

One state association membership reported by the director of a different site visit shelter was the Georgia Center for Nonprofits.  This state association, the director noted, primarily provides technical assistance on the “business-side” of the shelter operation.

This director further noted that he was not concerned about the lack of formal institutional relationships.  While he did not know persons that could provide technical assistance, or resources, with respect to TB control, he said that he was confident that he would “know someone who would know” where to obtain that assistance.  

Presenting Issues: External Relationships (non-health care)

One problem faced by Fulton County homeless shelters is that there is no institutional arrangement to share the knowledge about how to effectively and efficiently control TB within homeless shelters.  There is no local, state or national trade association that is devoting resources to assessing not only what works, but what works at various levels of resource deployment.  There is no institution to whom a Fulton County shelter may turn for standardized protocols, time-tested procedures, or model practices, let alone someone that has performed an assessment of “best practices” of TB control within homeless shelters.  If effective TB control is going to occur throughout the Fulton County region, it would appear that significant effort to minimize front-end “costs” (either in terms of time, money, or staff “attention”) through the development of models and standardized procedures would be beneficial.



Attributes of the Physical Facilities
The inquiry into the physical facilities that house homeless shelters in Fulton County involves all aspects of the building itself.  The physical facility includes the building shell, the building systems, and the building occupants.  

Age of the Physical Facility

One distinguishing characteristic of the six Fulton County homeless shelters to which site visits were made is the age of the physical facility.  Five (5) of the six site visit shelters operated in buildings that were more than 40 years old (the sixth operated in a building reported as five to 40 years old).  

Age of Physical Facility

Six Fulton County Site Visit Homeless Shelters

Atlanta Union Mission
5 – 40 years

Boulevard House
More than 40 years

Clifton Sanctuary Ministries
More than 40 years

Jefferson Place
More than 40 years

Peachtree and Pine
More than 40 years

Salvation Army
More than 40 years

SOURCE:  Site visits to six Fulton County homeless shelters (August/September 2003).

Presenting Issues; Age of Facility
The age of the physical facility raises concerns about potential changes in the physical structure of a shelter that might be necessary to implement TB control procedures.  Such physical changes might include, for example, the construction of isolation rooms or substantial reworking of ventilation (HVAC) systems.  Given the age of the buildings in which shelters operate, even moderate physical changes raise the potential of significant expense. 

The concern is raised by the fact that older structures are often grandfathered when new building regulations are promulgated.  Unfortunately, the grandfathering is also often set aside when modifications are made to the building.  Remodeling buildings often involves the requirement that the entire structure be brought up to existing building codes, even if the deficiencies have nothing to do with the project at hand.  So it may be with homeless shelters.  In modifying a facility to add an isolation capability, for example, the shelter may well discover that it also needs new wiring, new plumbing, a new roof, and the like. The shelter may also need to remove lead paint and asbestos. Building a wheel chair ramp at the front door or making other modifications to a facility to become compliant with the Americans with Disabilities Act (ADA) also would potentially generate considerable expense. Given the age of the physical structures used by Fulton County homeless shelters, these concerns are not unfounded.



Sleeping Accommodations
The six Fulton County emergency shelters and transitional shelters to which site visits were made have distinctly different physical facilities for sleeping.  The emergency shelters rely upon large-scale dormitory facilities.  In contrast, the transitional housing shelters provide increasing amounts of privacy. The same is true amongst the emergency and transitional housing programs within individual shelters as well.  The eight Salvation Army programs, for example, provide distinctly different types of sleeping accommodations.  The emergency overnight shelter provides a bed and a locker, while the cold weather program provides simply “bedding.”  In contrast, the longer-term family housing program provides private or semi-private rooms.  Peachtree and Pine illustrates the distinction as well.  Residents staying in the overnight emergency shelter stay in ‘the garage,” a large dormitory-type room.  In contrast, the residents of the transitional housing program at Peachtree and Pine stay in one of twelve rooms, seven of which have double occupancy and the remaining five of which have triple occupancy. Only Atlanta Union Mission operates under a different structure.  The 200 persons served daily by Atlanta Union Mission sleep in rooms each of which hold from 16 to 20 persons.  

Presenting Issues: Sleeping Accommodations
The nature of sleeping facilities at Fulton County homeless shelters results in a significant risk of exposure to shelter residents in the event that a shelter resident happens to have active infectious TB.  It is difficult, if not impossible, to stop TB at the door of a shelter.  If a homeless person has active infectious TB, therefore, that TB will likely enter the homeless shelter.  At best, it might take several days for a shelter resident to be identified as having active infectious TB.  As a result, the congregate sleeping facilities employed by most shelters will virtually ensure that all residents of the shelter will be exposed to the active TB.  Since TB is spread via droplet nuclei, resident coughing (as well as common activities such as laughing, sneezing, singing, and even talking) will project droplet nuclei into the air.  Anyone in the room at the time, or entering the room within a reasonable time period thereafter, will thus risk potential exposure to the active TB disease.  The extended period of typical stays by homeless shelter residents increases both the number of persons exposed through the congregate sleeping facilities and the risk that any given individual will be exposed.



Ventilation Systems
Because of the airborne nature of the transmission of tuberculosis, one potential source of TB control is through the implementation of engineering controls involving the ventilation systems of homeless shelters.  Indeed, according to the Occupational Safety and Health Program of the American Federation of Teachers (AFT) Healthcare, “ventilation is the engineering control of choice.”
  Ventilation systems can be supplemented with high efficiency particulate air (HEPA) filters, either on a systemwide/facility-wide basis or for individual rooms.

Engineering controls involving ventilation and filtering directly address the transmission of TB.  The tuberculosis disease is contracted when a person inhales the mycobacterium tuberculosis (M. tuberculosis).  This M. tuberculosis is introduced into, and carried in, a room by particles of moisture called droplet nuclei.  Coughing, talking, laughing, sneezing, singing, and other ordinary activities can introduce these droplet nuclei.  Ventilation systems and filtering can reduce the odds that a person will inhale M. tuberculosis while in room with droplet nuclei.  Since droplet nuclei remain suspended in the air even after the sick person leaves the room, the person introducing the M. tuberculosis into the air and the person inhaling that air need not be present at the same time.  

The basic purpose of ventilation and filtering systems as a TB control strategy in homeless shelters is dilution.  Ventilation introduces clean air into a room and exhausts the air carrying the droplet nuclei.  As a result, the proportion of the air in the room that could infect an individual should it be inhaled is reduced.  Filtering seeks to accomplish that same purpose.  Rather than replacing “infected” air with clean air, however, filtering seeks simply to remove the particles in a room that might contain the M. tuberculosis.  Clearly, each particle that is removed from the air through filtering is one less particle that might be inhaled and cause a person to ultimately contract the TB disease.

Different ventilation and filtering standards apply to rooms that are used to isolate persons known to have the active infectious TB disease and rooms that are merely used to house individuals who might have the active TB disease.  In this regard, “housing” includes not merely the activity of sleeping but all congregate activities as well (e.g., eating, watching television, and so forth).  Because no Fulton County homeless shelter was found to have specified an isolation room for persons found to have (or suspected as having) active infectious TB, no discussion of the ventilation and filtering of isolation room is presented.  

There is no general consensus on a measure of the extent to which ventilation should produce changes in air quality as a TB control mechanism.  The “general” areas of health care facilities might be considered most analogous to the congregate rooms at homeless shelters. According to AFT Healthcare’s discussion of TB control within those “general” areas:

Ideal:  In general areas of a healthcare facility, persons with active cases of tuberculosis are not always quickly and readily identified.  In these areas, general ventilation must be improved (e.g., more fresh air brought into to dilute the concentration of droplet nuclei and thus reduce the chances of exposure.  There should be at least 10 air changes per hour in the emergency room and general out-patient waiting rooms.

In contrast, CDC does not tie its recommendations to the number of air changes per hour.  Instead, CDC says that the ventilation needs depend upon the size of the room and the number of persons using the room.  

The probability of transmission [of TB via droplet nuclei] is affected by building ventilation.  Ventilation should be at or above 25 cubic feet of outside air per minute per person.  Recirculated air may contribute to transmission within a shelter.  During periods of peak occupancy, it may be difficult to provide ventilation at adequate levels.  Air quality consultants can determine the adequacy of ventilation and recommend improvements where necessary.

In addition to ventilation systems, HEPA filters are a second type of engineering control directed toward a facility’s ventilation system.  AFT reports:

Less than ideal: When ample fresh air cannot be brought into these areas and/or air is recirculated, HEPA filters should be installed in air ducts to capture the circulating droplet nuclei.  Ultraviolet lights in the ducts should also be used.

HEPA filters can be used in a variety of ways. They can be installed in ventilation ducts to filter air for recirculation into the same room.  They can be installed in ventilation ducts to filter air for recirculation into other parts of the facility.  A HEPA filter can be either a portable unit
 or can be part of a centralized air-handling unit.  

HEPA filters, however, need significant maintenance.  Regular monitoring for possible leakage is required. A regular inspection to determine whether filters have become “loaded” is required.  Duct testing to determine whether there is prefilter leakage is necessary.  The Division of Tuberculosis Elimination of the National Center for HIV, STD and TB Prevention has cautioned that “all HEPA filters must be carefully installed and meticulously maintained to ensure adequate function.” So, too, do the guidelines for preventing the transmission of tuberculosis in Canadian health care facilities (and other institutional settings) provide that:

Proper installation and testing, as well as maintenance, is critical to ensure proper functioning of HEPA filters.  The efficacy of these filters may be affected by improper installation or maintenance, and, when used for recirculation of air, by installation without appropriate prefilters.  Maintenance and monitoring must be performed by adequately trained personnel using aerosol challenge techniques . . .at least annually.

Finally, HEPA filters must be appropriately sized as well.  One fact sheet published by the Francis J. Curry National Tuberculosis Center reports that:

HEPA filter units should be selected to match the room size.  Small units are suitable for offices or exam rooms that may be frequented by known or suspected TB patients.  Larger units are appropriate for congregate rooms serving populations in which TB is prevalent, such as clinic waiting rooms, homeless shelter TV rooms, and prison day rooms.

Despite the importance of ventilation and air filtration to the control of TB within homeless shelters, none of the six Fulton County shelters for which site visits were made operated special ventilation systems designed with TB control in mind.
 Based on site visit review and observation, the following conclusions are reached:

· External ventilation generally occurs for rooms in which congregate activities occur. 

· No routine determination is made by shelters of the number of air changes per hour (ACH) that are generated within the shelter or the specific rooms by that external ventilation.
  

· No routine determination is made by shelters of the impact of peak shelter usage on the air quality within the congregate rooms of the shelters.

· No duct testing occurs to determine that ducts operate with appropriate negative pressure and/or without leakage.

· No site visit shelters use HEPA filters as either a primary or supplemental engineering control.  Neither HEPA filters installed directly into centralized air-handling unit nor portable HEPA filters in specific rooms were present in the Fulton County homeless shelters visited. 

Presenting Issues: Ventilation Systems

The use of ventilation as an engineering control for TB prevention represents one area where Fulton County shelters appear to need the most assistance. Regulatory, technical and financial assistance might all be necessary and appropriate.  Regulatory authority, for example, might be exercised to require that all Fulton County homeless shelters (assuming an appropriate definition of what constitutes a “homeless shelter can be devised) have air quality testing performed by a date certain.  This testing would examine the ventilation systems operated in each shelter, document the air exchanges generated by those systems, and assess the appropriateness of the maintenance directed toward those systems.  Regulatory authority could further direct that homeless shelters procure and report routine periodic facility and system testing of their ventilation systems.  

Financial assistance may be appropriate to help Fulton County shelters install HEPA filters in the rooms and situations where appropriate.  These filters might, at least in the short-term, serve as an interim substitute to assist in the dilution of infected air in congregate rooms.  They may represent interim measures as an alternative to changes in a centralized air-handling system.

Finally, the exercise of regulatory authority and provision of financial assistance should be accompanied by appropriate technical assistance as well.  Shelter staff training in the location, sizing, and operation and maintenance of HEPA filter units is required.  In addition, uniform protocols on the operation of, and trouble-shooting for, HEPA filters as an engineering control for TB prevention would be appropriate.  



Multi-Program Facilities
Fulton County’s emergency homeless shelters are frequently not stand-alone facilities in free-standing structures. Instead, shelters are often but one use in a multi-use physical facility.  They are part of a church; a part of a YWCA/YMCA facility; a part of a Salvation Army building.

Many Fulton County facilities house multiple programs as occupants within the same facility.  Fulton County’s Jefferson Place and the Task Force for the Homeless, for example, operate both overnight emergency shelters and transitional housing programs within the same physical premises. The Salvation Army operates eight different programs:

· The Transitional Housing Program, a night program for single adult males and females for up to six months.

· The Emergency Housing Program, providing shelter (and two meals—breakfast and dinner) for single adult males and females for up to seven days.

· The Family Housing Program, providing shelter and intensive case management for single parents and married couples with children for up to one year.

· The Special Needs Program, providing shelter to individuals with qualifying medical conditions for up to six months.

· The Savings Program, providing six months of shelter at a discounted rate along with case management, during which time 40% of the resident’s savings must be deposited in a savings account monitored by shelter staff.

· The Harbor Light Drug Treatment Program, a three month residential substance abuse program.

· The Homeless Veterans Drug Treatment Program, a three month residential substance abuse program. and

· The Cold Weather Program, a seasonal program for single adults (male or female), as well as families, providing overnight bedding when temperatures drop below 40 degrees (40˚) Fahrenheit.  

The Transitional Housing Program, Emergency Housing Program, Family Housing Program, Special Needs Program, Savings Program, and Cold Weather Program are “night programs only.”  For most programs, residents must leave the shelter during the day by 7:00 a.m. and return only that night. Doors open for the Cold Weather Program at 11:00 p.m. and bedding is provided from 11:00 at night to 5:00 in the morning.

Similarly, Jefferson Place offers four separate homeless programs.  Jefferson Place operates its emergency overnight shelter, Project Focus (a detox program), its “supportive services” program, and its transitional housing program.  

Presenting Issues: Multi-Program/Multi-Use Facilities
Multi-occupancy and multi-use facilities present particular problems for TB control procedures directed toward “homeless shelters.”  Multi-use can occur in any one of a number of ways.  First, there are the multiple programs by a single occupant as identified above in Fulton County.  Indeed, one of the most common mixed uses is where the homeless shelter is one occupant in a multi-use building. A second type of "mixed use" involves a single building with multiple occupants, only one of which is a homeless shelter.  Having multiple social service agencies, only one of which is a homeless shelter, is illustrative of this multi-use. Third, multiple occupancy can occur by an organization providing space in its facility for the operation of a homeless shelter, while continuing its normal non-shelter operations in other parts of the same building. Having a homeless shelter located in the basement of a church is illustrative of this multi-use.  In each of these instances, the question of regulatory coverage of the multi-use occupants arises.  What part of the physical facility is “the homeless shelter”? What if the shelter shares common space with another institution?


Attributes of the Homeless Population Served
This report focuses on the control of TB amongst the residents of homeless shelters (not on the control of TB within the wider population of homeless persons generally).  The attributes of shelter residents include factors that inhere in the person rather than in how the shelter treats that person. This study was not designed to generate an estimate of the total population of homeless persons served by Fulton County shelters, nor of the demographic make-up of that homeless shelter population.  Several attributes of shelter residents, however, have distinct significance for TB control efforts.

Stability/Transience of the Homeless Population Served
Despite the common perception of homeless persons as a transient population, in fact, individuals that are homeless are generally well-known to the shelters that provide overnight emergency housing services.  For these shelters, the faces of the homeless population resolve into names, and the names into personalities.  The staff of Fulton County homeless shelters tend to know the individual homeless persons that they serve.  

Six (6) shelters responding to the written survey identified themselves as emergency overnight shelters. Of these six shelters, five characterized their residents as “known” or “unknown.” Of those five, the percentage of persons identified as "regulars" over an extended period of time ranged from one-third (Atlanta Union Mission Men's; Atlanta Union Mission Women's) up to 50% (Peachtree and Pine) and 60% for Jefferson Place. Thus, even though these shelters provide shelter on a night-to-night basis, they provide continuing shelter to "regular" residents.

Aside from these overnight emergency shelters, the majority of shelters responding to the written survey (13 of 23) characterized themselves as mid- to long-term facilities; an additional three (3) shelters characterized themselves as “long-term” or “transitional” housing.
  Most of these longer term facilities report that their residents are “regular shelter residents over an extended period of time.” Seven (7) of the eleven longer-term shelters providing responses characterizing their population
 report that all (or nearly all) of their resident population involve “regular” residents over an extended period.

Percent of Residents Known and Unknown to Homeless Shelter Staff

Fulton County (GA)

Shelter
Percent of residents who are regular residents over extended time period 
Percent of residents who are known but not “regulars”
Percent of residents who are unknown

HOPE Shelter
99
0
1

Lake Claire Community Apts
100
0
0

Interfaith Outreach Home
100
0
0

Family Development Center
60
20
10

Young Adults Guidance Center
95
0
5

Residential Connection
100
0
0

Boulevard House
100
0
0

NOTES: It is not known why the Family Development Center total does not add to 100%.

In addition, Buckhead Christian Ministry reports that, unlike those shelter listed in the table above, 80% of its residents are “known but not regulars” and 20% are “regular” residents over an extended period of time. Buckhead Christian Ministry is similar, however,  in that none (0%) of its residents were “unknown” on any given night.

Presenting Issues: Stability/Transience of Homeless Population
Fulton County homeless shelters do not serve an unknown, faceless, transient population. By far the majority of Fulton County shelters are mid- to long-term facilities. Even those that are not, however, provide continuing shelter to a stable/known population over an extended period of time. It is not the case that just because these shelters are "overnight emergency" shelters, they serve a transient population. 

The familiarity of Fulton County homeless shelters with their residents is helpful from a TB control perspective.  The extended stays at shelters allow for a better opportunity to screen shelter residents for signs and symptoms of active TB, to screen residents for TB  infection, and to ensure that the treatment of TB infection (if identified) is completely and successfully carried out. The extended stays allow for better TB screening since it allows shelter staff to gain observations over time.  Symptoms such as night sweats and weight loss (as well as persistent coughing) can generally best be identified only if shelter workers have an extended opportunity to observe the residents.  



Length of Stay
By their nature, transitional shelters provide longer-term housing than do emergency overnight shelters in Fulton County.
 Fulton County’s emergency overnight shelters, however, which provide day-to-day sleeping accommodations, have several policies that implicate the length of stay by their residents.  

Three distinctly different approaches exist to regulating the length of stay at Fulton County’s shelters. Peachtree and Pine, for example, places no limits on the number of days that a person may stay at the shelter.  Individuals may stay at the shelter night after night.  Each day, however, the persons that have stayed at the shelter overnight must vacate the shelter. In returning to the shelter the next night, those persons must go through the same process as they did before. Even if a person is a “regular” at the shelter, that person must get in line and go through the same registration process every night.
  Peachtree and Pine had no estimate of the “typical” length of stay for shelter residents.  Atlanta Union Mission has a policy similar to Peachtree and Pine.  There is no limit on either the total aggregate or total consecutive nights a person may stay in the shelter. Atlanta Union Mission staff estimated that a “typical” stay, however, is four to five days.

The Salvation Army illustrates a second approach.  The Salvation Army shelter in Fulton County will provide seven consecutive nights of shelter in any given year.  Once a person becomes a resident, that person is guaranteed a bed at the shelter for those seven nights.  The seven nights, however, must be consecutive.  If a person uses only three nights and then leaves, that person “loses” the other four shelter nights of accommodations.  The Salvation Army tracks the number of nights a person has stayed, the last allowable date on which a person may stay, and the next night on which a person is eligible to stay, in an electronic data base.  Salvation Army staff estimated that 70% of those persons using the emergency shelter stay the full seven nights.

The policy at Jefferson Place falls in the middle as a third model.  Jefferson Place limits the total number of nights a person may stay at the shelter to 120 nights per year.  Staff observed, however, that the limit “is certainly a policy, not a rule.”  It is frequently observed in the breach.  “Extra days” are provided individuals for “life emergencies.”  As with the shelters having no limits on stays, Jefferson Place residents are not assured of a bed on any given night.  Even if a person has stayed at Jefferson Place before, that person must line up and go through the full registration process anew for each night of stay.  If the shelter is full, the prior resident must find alternative sleeping accommodations.  As with the Salvation Army, Jefferson Place electronically tracks the total number of nights on which a resident stays during any given year electronically.  Jefferson Place officials said they could provide no estimate of the length of a typical stay.

Presenting Issues: Length of Stay
The length of stay at Fulton County homeless shelters should be seen as an opportunity, as well as a problem, for purposes of TB control.  On the one hand, the length of stay presents real problems for TB control. It is virtually impossible to keep active infectious TB from entering a homeless shelter.  Unless TB is identified and treated outside the delivery of homeless services, individuals with the active infectious disease will in all likelihood not be identified “at the door” so that they may be either isolated, transferred to a health care facility for treatment, or denied admission.  At the same time, homeless shelter residents tend to have free rein once admitted to a shelter.  They may engage in congregate activities in the same room with others, they may sleep in the same room with others, they may eat in the same room with others.  The extended typical stays of shelter residents, therefore, thus virtually ensure that a resident with active infectious TB will have contact in some form with most other residents of the shelter.  The “contact” may occur simply by coughing, sneezing, laughing, singing, or talking in the same room, thus spreading the droplet nuclei carrying TB.  Any person in the room, or subsequently entering the room (within some reasonable period), will thus be exposed.

On the other hand, the length of stay improves any reliance of a shelter on observations to identify suspected cases of TB.  Many of those observations are of some change in condition that occurs over time.  If the shelter allows individuals to stay sufficient time that the requisite changes can occur and be continuously observed, the shelter is more likely to identify suspected cases of TB.  If the shelter does not allow individuals to stay sufficient time, the shelter will be forced to rely on alternative screening mechanisms. Second, the length of stay implicates the efficacy of medical screening by health care professionals as an alternative to observation by shelter staff.  A typical TB purified protein derivative (PPD) test must be read within 48 to 72 hours to determine whether TB infection is present.  For TB tests to generate meaningful information for the homeless shelter, therefore, the shelter resident must have a stay in the shelter that allows the test to be completed and results reported and recorded. 



Chapter 4:
TB Screening and Testing Procedures

Examination of existing TB control practices and procedures helps to define the realm of the possible.  To the extent that shelters now engage in particular control procedures, it is possible to conclude that such practices and procedures can be done.  They may not be the most efficient or effective practice –that is a separate inquiry—but the practice is doable.

In addition to identifying the possible, a review of existing practices and procedures helps to delineate the gap between what exists and what “should” exist.  A homeless shelter industry with a large number of shelters with well-established, long-term, well-documented TB control procedures needs to be modified less than an industry where TB control is rare or non-existent.  

Finally, well-established, well-documented TB control procedures can serve as models for those shelters that do not have procedures, or whose procedures are ill-defined or ad hoc.  

Unfortunately, TB control processes, procedures and practices within Fulton County homeless shelters are almost non-existent.  Even those shelters that purport to have adopted practices and procedures have not committed those processes to writing so that they can be examined, let alone emulated, by third parties.
TB Screening for Residents and Staff 

Screening for tuberculosis within homeless shelters has multiple facets to it.  First, a shelter must determine the timing of screening for shelter residents and workers.  Second, the shelter must determine whether its role is to make screening mandatory, or whether the shelter should merely make screening available to its residents and workers.  Third, the shelter must determine to what extent shelter resources should be devoted to the screening process.  Each of these aspects of shelter screening was examined through the written survey.

Homeless shelters serving persons in Fulton County have two opportunities to screen the residents and workers of their shelter for tuberculosis. On the one hand, a shelter must decide whether to screen residents at the time the shelter initiates a relationship with an individual.
  On the other hand, a shelter must decide whether to require a resident or worker to be screened on a continuing periodic basis.  

Resident Testing at Time of Initial Stay 

Most shelters responding to the written survey either require or encourage shelter residents to obtain a TB test at the time they enter the shelter. Nearly half of the homeless shelters responding to the written survey (11 of 23 shelter respondents) indicated that “all residents are required to have a TB test at the time of their first stay at the shelter.” (emphasis added).  Eight (8) of those eleven shelters said that actually getting the TB test, however, “is the responsibility of each individual resident.”
 The other three (3) shelters indicated that not only did the shelter require the test as a precondition to stay, but the shelter, itself, arranged and paid for the test. 

Four (4) shelters merely “encourage” their residents to have a TB test at the time of their first stay at the shelter. These shelters indicated that “whether to actually obtain the test is an individual decision.” Finally, eight (8) shelters report that the shelter “neither encourages nor discourages residents to obtain a TB test at the time of their first stay at the shelter.  Whether to obtain a TB test is an individual decision.”

Worker Testing at Time of Hiring
Most of the 23 Fulton County homeless shelters responding to the written survey either require or encourage their workers to obtain a TB test at the time the worker is first hired.
  Eight (8) shelters require new workers to obtain TB tests at the time their employment commences.  Seven (7) of those shelters report that while they require a TB test, actually arranging for the test is the responsibility of each individual.  One (1) shelter not only requires the test for new employees, but arranges and pays for the test as well.

Eight (8) additional shelter respondents reported that they “encourage” new workers to obtain TB tests, but leave it to each individual to arrange (and pay) for the test.  Finally, five (5) shelters report that they neither encourage nor discourage a worker to obtain a TB test.  Whether to obtain such a test is entirely an individual decision.  

The written survey results are consistent with actual practice identified through the site visit process.  Three (3) of the six site visit shelters do not require TB tests, as TB tests, but place institutional pressure on employees to get regular medical care of all types.  One Atlanta Union Mission official, for example, indicated that “we expect our employees to take care of themselves.”  

Ongoing Testing of Residents
Fewer shelters report that they require residents to have ongoing TB testing while they stay at the shelter.  Eight (8) shelters indicate that “all residents are required to have a periodic TB test. Getting the test is the responsibility of each individual resident.” Three (3) more report that residents not only are required to have periodic TB tests, but that the shelter arranges and pays for that periodic test. Four (4) shelters report that they “encourage” (but do not require) residents to have periodic TB tests, while the remaining eight (8) shelters report that they neither encourage nor discourage residents to get tested, leaving that decision entirely up to the individual resident. 

Ongoing Testing of Workers 

Fulton County homeless shelters do not routinely require their workers to obtain periodic TB tests over the period of their employment. Seven (7) of the 23 shelters providing responses reported that they require workers to obtain periodic TB tests.  Of those, five (5) leave it to the worker to arrange and pay for the tests; two (2) of the seven have the shelter arrange and pay for the periodic TB testing.  In contrast, nine (9) of the 23 shelters responding to the written survey “encourage” their staff to obtain periodic TB tests, but do not require such tests. The remaining six (6) shelters neither encourage nor discourage their staff to obtain periodic TB tests, but leave the decision on whether to obtain such tests to each individual staff.

Number of Written Survey Respondents Engaging

In Specified Worker and/or Resident TB Testing

Fulton County (GA)


Worker Testing
Resident Testing


At Time of Hiring
Ongoing
At Time of First Stay
Ongoing

Require TB test(s)
7
7
11
8

Encourage TB test(s)
8
9
4
4

Neither encourage nor discourage TB test(s)
5
6
8
8

NOTE:  Difference in totals indicates that not all shelters responded to all questions.

Presenting Issues: Screening/Testing for Residents and Staff
The testing of workers and residents, alike, raises issues of both an operational and strategic nature.  Clearly, while not all shelters require TB testing for their workers, a sufficient number require such tests as a condition of employment to demonstrate that these requirements are neither onerous nor unworkable.  Fulton County homeless shelters do not have scores, or even dozens, of workers.  It is thus practical to require staff TB testing, both at the time of hiring and on a regular periodic basis. These tests would serve both to protect the worker and to alert the shelter to whether TB was being introduced into the shelter workplace.

The same conclusion can be reached with respect to the required testing of homeless shelter residents as well, with the caveat that current testing does not occur as frequently at the large overnight shelters.  The required testing is concentrated in the extended stay shelters (generally offering case management services).  How to introduce required testing as a precondition of stay for 200 people who check in anew each night remains an issue. The observation that residents of Fulton County’s emergency overnight shelters are not really “new” each night, however, must be considered.  Such a shelter might require testing over time and still reasonably expect to reach its known and regular resident base.

Having said this, the focus of TB control within homeless shelters on TB screening and testing is perhaps over-emphasized.  TB control requires three actions to occur.
  First, the test must be performed.  Second, at a different time, the test must be read and a diagnosis rendered.  Third, at yet another time (and over an extended period of time), the necessary treatment must occur, including having medicines taken at the time, in the dosage, and over the period prescribed.  Even if testing occurs in a routine and timely manner, unless the workers and/or residents follow through with the diagnosis (and ultimately the treatment), the testing serves no function (other than perhaps notifying shelter administrators that the disease has been introduced into the shelter).



Written TB Control Procedures
There is no systematic implementation of written tuberculosis control procedures in the homeless shelters serving Fulton County.  Because of their propensity to provide inconsistent, if not outright contradictory responses, shelters were asked in a variety of ways whether they had developed, committed to writing, and implemented TB control procedures.  The ultimate “test” of the existence of such procedures was whether, when a shelter indicated that it had committed its TB control procedures to writing, the shelter could produce a copy of such procedures upon request.  

Of the 23 shelters providing responses to the written survey, four (4) indicated that they were “actively implementing a TB control procedure.” Of those four shelters, however, none (0) had committed their TB control procedures to writing.  Note that control procedures extend far beyond a process through which residents can be screened for either TB infection or active infectious TB.  Identification is but one subpart of a larger control plan.  A formal procedure may have components relating to identification, referral, treatment, investigation, notification and recordkeeping.  A control procedure should have a staff training component as well.   

In contrast to questions about “active implementation,” the presence of written procedures relating to the various specific sub-components of a control plan was tested as well, from the general to the specific.  The results of the written survey indicated that three (3) shelters responded that the shelter had, “in general,” committed to writing “the steps it takes to control the exposure of its residents or workers to tuberculosis.” In addition, each of these same three shelters further indicated that the shelter:

· Had “a written procedure specifying how to identify shelter residents who are suspected of having active TB”;

· Had “a written procedure to govern what your shelter would do if you identify a resident of your shelter as having a suspected case of active TB disease”; and

· Had “a written procedure governing the actions the shelter would take if the shelter finds out that a shelter worker has been inadvertently exposed to suspected or confirmed active TB at the shelter.”

None (0) of these three shelters, however, were the same shelters that indicated that they were actively implementing a TB control procedure.
 More importantly, none (0) of the three shelters could
 produce a copy of the written procedures when requested to do so.

Implementation of Written TB Control Procedures

Amongst Written Survey Respondents (Fulton County, GA)


Number of Shelters


With Specified Written Procedures
Of Shelters with Written Procedures, Actively Implementing TB Control Plan

In general, committed to writing TB control steps.
3
0

Has written procedure to identify residents having suspected active TB.
3
0

Has written procedure on what shelter would do if resident identified as having active infectious TB.
6
0

Has written procedure on what shelter would do if shelter worker inadvertently exposed to active infectious TB.
8
0

Of the four (4) shelters indicating that they were actively implementing a TB control procedure, two (2) indicated that they had committed their procedures to writing. Neither of these shelters could produce a copy of the written procedure upon request. 

TB Control Processes at

Six Fulton County Site Visit Homeless Shelters

Fulton County (GA)


Operate Program to Identify TB
Identify Workers Subject to Exposure
Identify Residents Subject to Exposure
Changes to Physical Structure
Formal Written Procedure to Identify TB
Identify Place to Isolate Suspected TB Cases

Atlanta Union Mission
No
No
No
No
No
No

Boulevard House
Yes /a/
No
No
No
Yes /b/
No

Clifton Sanctuary Ministries 
Yes /c/
No
No
No
No
No

Jefferson Place
No
No
No
Yes /d/
No
No

Peachtree and Pine
No
No
No
No
No
No

Salvation Army
No
No
No
No
No
No

SOURCE: Site visits to six Fulton County homeless shelters (August/September 2003).
NOTES:

/a/ Boulevard House indicated that when the population at the shelter has “stabilized,” it requests that Mercy Mobile schedule a visit to the shelter for TB tests.  Residents (but not staff) are required to be tested for TB at that time.

/b/  While Boulevard House indicated that it had a formal written procedure, a staff search of agency files at the time of the site visit could not produce it.

/c/  Clifton  Sanctuary Ministries requires residents to obtain a TB test at the time they enter the shelter.  Residents are required to release the results of those tests to the shelter.

/d/  While Jefferson Place installed a new ventilation system in its central dormitory, shelter staff could not indicate that the new system was specifically designed to help control residents’ potential exposure to TB.

Presenting Issues: Written TB Control Procedures
The lack of written TB control procedures evidences a lack of maturity for the TB control processes at Fulton County homeless shelters. Process maturity implies that an organization has defined how a procedure should operate and has committed that procedure to writing so that it will be consistently and uniformly implemented.  Without a written procedure, the TB control processes are, at best, ad hoc in nature.  To the extent that they are implemented at all, they may be implemented with wide variations in the consistency of application with the desired standard of quality.  Employees, in other words, may knowingly or unknowingly perform the “wrong” practice. Even if the process is correct, a lack of written procedures may result in the actual implementation of those procedures being poorly performed.  A discussion of process maturity, including a detailed discussion of the Ad Hoc level of maturity, occurs in Chapter 5 as well as in the Appendix.



External Relationships with Health Care Providers
A third level of shelter involvement in TB screening of either workers or residents (in addition to either (a) requiring, or (b) encouraging TB tests) is having the shelter facilitate TB screening by making TB tests available through formal or informal arrangements with health care providers to supply non-emergency medical services. The Fulton County site visit process identified the existence of both on-site and off-site non-emergency health care alternatives to obtaining TB tests. The existence of these alternatives was confirmed through the written survey. Of the 23 respondents to the written survey, for example, nine (9) shelters indicated that residents of the shelter had access to on-site non-emergency care, while 14 indicated that they did not.
 Eleven (11) shelters indicated that they had relationships through which off-site non-emergency care is provided, while 12 indicated they did not.

Service Availability

The first inquiry into the delivery of non-emergency care to homeless shelter residents involves the availability of the service delivery. Service could range from the occasional to the routine.  For TB testing to be a meaningful control strategy within the homeless shelter resident population, health care services would need to be available on a routine, periodic basis.

On-site non-emergency services: The provision of on-site non-emergency services at homeless shelters, while available, is nevertheless quite limited.  Of the nine shelters having arrangements with health care providers, four (4) have a health care provider on-site one day a week.  Three (3) more of these shelters do not have scheduled on-site services at all.  Instead, these shelters can obtain on-site non-emergency services “on request.”

Off-site non-emergency services: Homeless shelters having arrangements for off-site non-emergency care appear to take active steps to facilitate the health care transaction even when the use of such services is neither required (or even encouraged).  Nine (9) shelters report that the shelter provides a referral slip or other written document that is to be provided to the health care provider upon arrival.  Three (3) shelters indicate that they will provide transportation by means of a shelter-owned and operated vehicle, such as a bus, van, or automobile.
  Nine (9) shelters report that the shelter provides directions and either money or a “token” to be used in taking public transportation to the health care provider.  Three shelters indicate that a shelter volunteer accompanies the resident to the off-site health care provider. In only three (3) instances did the shelter indicate that it was “uninvolved with getting the resident to the health care provider outside of indicating that the resident should seek the offsite non-emergency care.”

Involvement of Homeless Shelter 

in Shelter Resident Obtaining Off-site Non-Emergency Care

(Fulton County, GA)


No. of Shelters

The shelter provides a referral slip or other written document that is to be provided to the health care provider upon arrival.
9

The shelter provides transportation by means of a shelter-owned and operated vehicle (bus, van, automobile).
3

The shelter provides directions and either money or a “token” to be used in taking public transportation to the health care provider.
9

A shelter volunteer accompanies the resident to the off-site health care provider.
3

The shelter is uninvolved with getting the resident to the health care provider outside of indicating that the resident should seek the offsite non-emergency care.
3

Services Provided

The provision of non-emergency health care services can cover the complete gambit of the types of services required to obtain TB testing for homeless shelter residents. This does not address, however, the need for ongoing oversight of the treatment of homeless shelter residents who might be diagnosed as having either TB infection or active infectious TB. The current system of providing services to homeless shelter residents, however, demonstrates the ability to deliver complete physical examinations, as well as testing for specific illnesses and conditions, including TB.

On-site non-emergency services: Five (5) of the nine shelters having arrangements for on-site non-emergency care have arranged for those medical services to include complete physical examinations.
  Five (5) shelters have arranged for testing residents for specific illnesses or conditions  (three of which involved HIV/AIDS testing), as well, while five (5) shelters also had specifically arranged for TB testing.  Additional services, such as eye and dental examinations (1) and the filling of prescriptions (2)
 were less common.  

Off-site non-emergency services: The off-site non-emergency services are more comprehensive than the on-site services provided to homeless shelter residents. Through the arrangement for off-site services, 
 nearly all (9 of 11) provide complete physical examinations as well as treatment for specific illnesses or conditions (8 of 11).  Most (7 of 11) provided eye and dental examinations, while fewer provided testing, either for TB (5 of 11) or for other illnesses or conditions (5 of 11).  About half of the off-site providers (6 of 11) will fill prescriptions.

Resident Discretion in Use of Services

Homeless shelters are not custodial institutions.  They provide housing to persons without such housing.  They are unlike institutions such as correctional facilities, and some medical facilities, where a “resident” of the facility is under the direct control of the institution.  Upon admission to most Fulton County homeless shelters, the shelter resident has reasonably unrestricted access to the facility. Moreover, the resident is free to leave (and not return) at any time.  Given this lack of custodial control, therefore, the issue which presents itself is whether a Fulton County homeless shelter can (or will) require their residents to subject themselves to TB testing as a precondition to receiving housing services.

Even if residents are required to obtain TB tests, the process of TB control does not necessarily “work.” Resident discretion applies to the complete cycle of needed interventions for TB control to be effective.  Consider, for example, that the most common screening for TB involves two discrete steps.  First the skin test (PPD) test is administered.  Second, two to three days later, the individual’s reaction to the test must be “read.”  If an individual decides not to have the test read, the process fails.  

The importance of this step cannot be over-emphasized.  Saint Joseph Mercy Care Services, for example, in tracking the number of skin tests read against the number of skin tests administered,  reports a ratio of about 85%.
 In discussions with Saint Joseph’s staff, the consensus was that the majority of individuals not returning to have their PPD skin test read were sheltered at overnight emergency shelters.  Conversely, individuals sheltered in transitional or other extended-stay shelters were more likely to have their PPD skin tests read.

On-site non-emergency services: Shelters that have arrangements for on-site non-emergency services make these services available without generally requiring residents to use the services.  Of the shelters having arrangements for on-site services, two (2) require shelter residents to use the services as a condition of staying in the shelter.  Three (3) more “encourage” their residents to use the services without requiring the use.  Three (3) more make the service available if residents choose to avail themselves of it, but do not actively encourage the use of the services.

Off-site non-emergency services: Shelters that have arrangements for off-site health care services do not generally require residents to use these services.  Only two (2) shelters require the use of the off-site services as a condition of stay for all residents, while an additional two (2) require the use of such services under specific circumstances.  In most instances (8 of 11), however, the off-site services are simply made available should the resident of a shelter wish to avail him or herself of them.
  In these instances, the use of such services is neither encouraged, nor required.  The services are simply made available.

Payment for Services

One concern about imposing TB testing requirements on the residents of homeless shelters is whether the homeless shelter industry has the financial capacity to fund the delivery of that non-emergency care. The current system of providing non-emergency care to homeless shelter residents does not impose the financial costs of delivering such care on the shelters themselves.  In only rare instances, does a non-emergency care provider bill the shelter for services delivered to a resident of that shelter.  In far more instances, the shelter is entirely uninvolved with the financial side of the delivery of services.

Of course, providing non-emergency health care services, such as TB testing, to all shelter residents on a routine, periodic basis may involve a substantial increase in the amount of service delivered.  This substantive change in the magnitude of services delivered may well require a new supplemental source of funding.  The conclusion from the data in Fulton County, however, is simply that one cannot assume that it would, or should, be the homeless shelter industry that is the source of those supplemental funds to pay for TB testing of shelter residents.

On-site non-emergency services: Homeless shelters are uninvolved with the billings and finances behind the delivery of on-site non-emergency medical services to shelter residents.  Only two (2) of the shelters having arrangements with health care providers get billed for the service that are provided to shelter residents.  In five (5) instances, the services are provided either on a pro bono basis or through a specific government grant.
  In two (2) instances, the shelter was uninvolved with the payment for services, and had no knowledge of how, if at all, the service provider was compensated for the services that it delivered.

Off-site non-emergency services: As with on-site services, the shelter is uninvolved with the financial side of obtaining off-site non-emergency care.  In only one instance does the shelter have an arrangement for the care provider to bill the shelter for services rendered to shelter residents.  In contrast, in four (4) instances, the shelter reported that the medical services provided the shelter resident are pro bono.  In seven (7) instances, the shelter reports that the off-site provider bills a third party.
  In only two instances was the billing arrangement unknown to the shelter.

Transportation

Transportation is one of the key elements to a successful implementation of off-site non-emergency services. Fulton County’s site visit homeless shelters appear to use one of four transportation options: (1) by providing cab fare or a bus token; or (2) by using shelter vehicles; or (3) by transporting the shelter guest in an worker’s automobile.
 None of the six site visit shelters had a pre-established policy on transportation.  Jefferson Place maintains a shelter-owned van used for the provision of necessary transportation.  Clifton Sanctuary Ministries maintains a bus. The transportation system, however, is all very ad hoc.  In one of the site visits, a shelter employee reported using his own personal car to transport shelter residents to Grady Hospital for shelter residents to obtain needed health care services.

The lack of established transportation systems and protocols was confirmed by the written survey.  Data from the written survey indicated that three (3) shelters indicate that they will provide transportation by means of a shelter-owned and operated vehicle, such as a bus, van, or automobile.  Most shelters (9 of 12) responding to questions about transportation, however, report that the shelter merely provides directions and either money or a “token” to be used in taking public transportation to the health care provider.
 

Indeed, one compelling piece of information confirming the reliance of Fulton County homeless shelters on public transportation was the extent to which the MARTA token were sought as incentives for completion and return of the DHR/DPH TB needs assessment survey.  The investigators for this project, along with DHR/DPH staff, were repeatedly told of the value that these tokens provided to the provision of homeless shelter services.

Information Sharing

The ability of homeless shelters to control TB within the homeless population requires not only that shelter residents be able to access TB testing services, but requires that the shelters have access to the results of such tests for individual shelter residents.  Providing access to the results of TB tests requires a level of information sharing that does not typically occur today between the providers of non-emergency care services and Fulton County homeless shelters.

On-site non-emergency services: While shelters having arrangements for non-emergency services do not routinely receive reports from the health care providers delivering non-emergency care to shelter residents, there appears to be no substantial obstacle to the receipt of such information.  While only one (1) shelter reports receiving “regular reports” about the residents using the on-site non-emergency services, only two (2) of the nine report receiving no information.  An additional seven shelters report receiving reports periodically, either at the request of the resident (2), at the request of the shelter (2), or under specifically designated circumstances (3).

Off-site non-emergency services: As with the provision of on-site non-emergency care, while shelters having arrangements for off-site non-emergency care do not routinely receive reports from the health care providers delivering such care, there appear to be no substantive barriers to the receipt of such reports.  On the one hand, only three (3) of the eleven shelters having arranged for off-site non-emergency care receive “regular” reports about the care that is delivered to shelter residents.  On the other hand, only four (4) of the eleven shelters receive no reports.  The remaining shelters receive reports upon request by the shelter (2), upon request by the resident (2) or under specifically designated circumstances (3).

Formality and Stability of Relationships

While non-emergency services were often available to residents of homeless shelters, the delivery of such services depends on highly informal, ad hoc, relationships.  The ability of homeless shelters to control TB over the long-term would appear to be dependent on the long-term access of shelters to non-emergency care services.  Obtaining occasional testing, or testing that could be interrupted or stopped at any time due to resource constraints, or for any other reason, does not provide the institutional stability to the non-emergency care relationship that would be required for shelters to respond to the threat of TB over the long-term.

On-site non-emergency services: Only two (2) of the shelters providing on-site non-emergency services indicated that they have a formal written contract with the service provider.  Most have no formal written contract with the care provider, relying instead on informal arrangements where care will be provided “so long as possible” (5) or ad hoc arrangements, with “irregular decisions made” about whether, or to what extent, the provision of care can and will continue (1). 

Off-site non-emergency services: Of the eleven shelters indicating that they had arrangements for off-site non-emergency services, none (0) of the relationships were formalized into a written agreement or contract. Six (6) of the eleven had informal relationships where the off-site care would be provided “so long as possible.”  Three (3) additional shelters indicated that their relationship was not formalized, but rather based simply on the proximity of the care provider to the shelter. Of the eleven shelters indicating they had a relationship to provide off-site emergency services, one shelter did not characterize the nature of its relationship. Three shelters reported multiple relationships through which off-site non-emergency care was provided and separately characterized the multiple relationships.

Presenting Issues: Non-Emergency Health Care Services
It seems clear that there is a well-developed, adequately-resourced, network of health care providers that are capable of testing the population of Fulton County homeless shelter residents for TB over time. The homeless shelter staff providing information through site visits, as well as the respondents to the written survey and the staff of Saint Joseph’s Mercy Care Services, indicated that testing services were available to homeless shelter residents should they choose to avail themselves of it.  

In addition, a maturity in the process of providing on-site non-emergency care is needed.  This maturity would involve a formalization of relationships accompanied by long-term commitments.  To accomplish this would, of course, require resources to help homeless shelters negotiate the agreement (or the provision of a required standard agreement) and the assurance that resources would be available to compensate the health care provider for delivering the on-site non-emergency care over the long-term.

Finally, a standard information sharing protocol is required.  It does not help homeless shelters to have residents (or prospective residents) tested for TB if the shelter cannot access the results of those tests.  



Profiles of the Delivery of Non-Emergency Medical Services

To Residents of Homeless Shelters (Fulton County, GA)

(Part 1 of 2)


On-Site Non-Emergency Services
Off-Site Non-Emergency Services

Shelters Providing On-Site or Off-Site Non-Emergency Services

Number of shelters having arrangements to provide on-site or off-site services.
9
11

Frequency of Service Availability

A medical service provider is on-site at the shelter one day a week. 
4
---

A medical service provider is on-site at the shelter two days a week.
1
---

A medical service provider is on-site at the shelter three days a week. 
0
---

A medical service provider is on-site at the shelter more than three days a week. 
1
---

A medical service provider is on-site at the shelter at the request of the shelter.
3
---

Services Provided

Complete physical examinations
5
9

Treatment for specific illnesses/conditions 
3
8

Eye/dental examinations
1
7

TB testing
5
5

Testing for other specific diseases/conditions 
5
5

Fill prescriptions
2
6

Resident Discretion to Use/Not Use Services

Such services are made available if a resident wishes to avail him or herself of them.
3
8

The use of such services is encouraged but not required as a condition-of-stay.
3
2

The use of such services is required as a condition-of-stay for certain individuals under specific circumstances.
0
2

The use of such services is required as a condition-of-stay for all residents.
2
2

Profiles of the Delivery of Non-Emergency Medical Services

To Residents of Homeless Shelters (Fulton County, GA)

(Part 2 of 2)


On-Site Non-Emergency Services
Off-Site Non-Emergency Services

Formality and Stability of Arrangement

There is a formal written arrangement between the shelter and the provider covering a multi-year period.
0
0

There is a formal written arrangement between the shelter and the provider covering a year-by-year period.
1
0

There is a formal written arrangement between the shelter and the provider covering a discrete period defined by an external funding source (for example, a three year grant).
1
0

There is an informal arrangement between the shelter and the provider indicating that the provision of services will occur so long as possible.
5
6

The arrangement is ad hoc, with irregular decisions made as to whether it will continue.
1
0

There is no formal relationship; the provider is used because of proximity in location.
---
3

There is no formal relationship; the provider is used because of the nature of the provider (for example, city hospital, community health clinic).
---
4

Information Sharing

The shelter obtains no health care information about shelter residents from the health care provider.
2
4

The shelter receives regular health care reports about shelter residents from the health care provider.
1
3

The shelter receives health care reports about shelter residents from the health care provider upon request by the shelter.
2
2

The shelter receives health care reports about shelter residents from the health care provider upon request by the resident.
2
2

The shelter receives health care reports about shelter residents from the health care provider under specific circumstances.
3
3

Billing Arrangements

Health care provider services are pro bono.
4
4

Health care provider bills the homeless shelter.
2
1

Health care provider bills the patient.
0
2

Health care provider bills third party (neither the individual nor the shelter).
1
4

The billing arrangements are unknown.
2
2

Health care services paid through Medicaid
---
3

The Perception of TB Risks
Fulton County homeless shelters report having little experience with TB in the past in their shelters.  As a result, shelter officials often do not perceive TB to be a substantial health and safety threat to their residents.  

Past Efforts to Control TB
While little activity in Fulton County homeless shelters is directed toward the identification and control of TB, many of these shelters report that their past experience with the lack of TB does not call for these efforts.  As one shelter director stated during a site visit interview, controlling TB has “never raised to a radar screen issue.”

The six Fulton County site visit shelters engage in no continuing efforts to identify TB infection (or active TB) within either their worker or their resident population.  Neither have the shelters engaged in the expenditure of time or resources directed toward the control of TB. Of the six site visit shelters:

· Two operated a TB control program of some nature.  One shelter requires shelter residents to be tested for TB and to release the results of that test to the shelter. The second shelter that reported having a TB control program requests Mercy Mobile, a local nonprofit health care provider, to visit the shelter at the time the shelter population “stabilizes.”  At that time, all residents (but not staff) are required to obtain a TB test.

· One indicated that it had implemented a formal written TB control procedure, but could not produce it when the shelter staff searched for it when a copy was requested at the time of the site visit.

· None had identified a specific place in the shelter where shelter staff might isolate a resident that was identified as having a suspected case of active infectious TB.

The absence of TB control processes reflects the stated lack of experience with TB in Fulton County homeless shelters. Jefferson Place reported, for example, that it has had no experience with active TB at its shelter. As a result, while Jefferson Place “suggests” that its residents and workers get tested for TB, it does not require it. Neither has the shelter committed to writing the steps it would take to identify and control TB amongst either staff or residents.  Since the shelter reports never having experienced a case of active TB, it has no procedure for recording, reporting or investigating the inadvertent exposure of staff or residents to TB within the shelter.

So, too, is the Atlanta Union Mission unaware of any cases of either active TB or TB infection at the shelter within the past 12 months.  This shelter indicated that if a resident had a persistent cough, the shelter staff would refer the resident to a doctor and require a doctor’s note before readmission.  The shelter could not check for other signs and symptoms of TB, however.  According to the shelter’s director of men’s services, staff could not “take a flashlight and pull covers back” to check for night sweats.

The Salvation Army “expects” both residents and staff to take care of themselves, merely as good personal care and not as any TB control program.  The Salvation Army constantly monitors shelter residents for symptoms of “illness.”  This effort focuses on monitoring coughing.  There is no particular testing or screening for TB.  The purpose of the monitoring is to prevent all illness from coming into the shelter. “Colds are infectious too,” one staffmember said.  The staffperson said: “If someone is [found] to be ill and threatens the rest of the shelter (including residential staff), with whatever it is,” the Salvation Army will refer them to a health care provider.  The Salvation Army provides a “shelter letter” to take to that health care provider.  The resident must then get a doctor’s clearance to return to the shelter again.  The shelter has never experienced a case of active TB (that they know of).  The Salvation Army has no written TB control procedures.

Weighing the Risks of TB
Conversations with staff at the six site visit homeless shelters in Fulton County identified the lack of urgency seen by the shelters, particularly in light of other risks facing homeless individuals as one primary barrier to the promulgation and implementation of TB control practices and procedures by Fulton County homeless shelters.  Shelter staff repeatedly indicated that while they did not doubt the importance of TB control, nonetheless, they viewed other shelter needs as higher priorities and other risks faced by homeless individuals as presenting greater dangers. 

The impression left by these site visits conversations was confirmed through the written survey.  Of the fifteen shelters providing responses, only four (4) indicated that they believed that “TB presents an immediate and significant health risk to the homeless population served by my shelter.”  Of these four, only two reported that they “are actively implementing a TB control procedure.”  The other two indicated that “the development of TB control procedures for my shelter has not been a task that we have had time and resources to address.”

Of more concern from a TB control perspective in Fulton County are those shelters that do not see the control of tuberculosis as a high priority for the shelter. Eleven (11) of the fifteen shelters providing responses to the question indicated that they either believed that “the health risk posed by TB to the homeless population served by my shelter is insubstantial compared to the other health risks facing this population” (2) or that “I have seen no indication that TB poses a substantial health risk to the homeless population served by my shelter” (9).  

This lack of immediacy appears to be a greater barrier to undertaking TB control processes than the lack of shelter resources.  Of the four (4) shelters indicating that TB “presents an immediate and significant health risk to the homeless population served by my shelter,” two (2) reported having implemented TB control procedures while the other two (2) indicated that “the development of TB control procedures for my shelter has not been a task that we have had time and resources to address.”  Looked at conversely, of the five shelters indicating that developing TB control procedures was not a task for which they had time and resources to address, three (3) indicated further that they either believed the risks posed by TB were insubstantial compared to the other risks facing the TB population or that they had seen “no indication that TB poses a substantial health risk” to the residents of their shelter. This lack of urgency is a message that DHR must hear.  

Implementation of TB Control Procedures and Perception of TB Risk 

within Fulton County (GA) Homeless Shelters


Immediate Risk
Insubstantial Risk
No Indication of Risk

Implementing
2
0
2

Assigned staff
0
0
1

No staff assignment
0
0
3

No time/resources
2
2
1

Low priority
0
0
2

Peachtree and Pine officials, in particular, urged that while the control of TB within the homeless population was important, the need to control TB could not be viewed in isolation from other factors that pose health and safety risks to Fulton County’s homeless population.  Being on-the-street in cold weather, Peachtree and Pine officials said, poses an immediate danger to any person.  While not saying TB control was unimportant –indeed, the staff of this shelter did much to help with this needs assessment—they urged that a weighing of the risks of TB against the risks of denying shelter nights of service is especially important when the results of the TB control initiative might be a denial of admission to a shelter somewhere.

Presenting Issues: Perception of TB Risks
The lack of urgency which Fulton County homeless shelter staff attach to the need to control TB presents one of the biggest obstacles to TB control within the TB homeless shelter population.  As is seen in the data above, even if the state facilitates the adoption and implementation of TB control protocols –this may occur, for example, through the promulgation of uniform protocols, through the publication of data gathering and reporting templates, or through the regular provision of staff training—assuming the lack of direct regulatory authority to mandate certain processes, it will be the shelter that decides whether to devote resources to the promulgation and implementation of TB control processes.  If the perceived need is small, and the perceived health impacts on workers and/or residents inconsequential, the shelter could easily decide not to pursue TB control “at this time.” To reach this result, a shelter need not decide that the control of TB is unimportant, merely that is not as important as other priorities.

The issue extends beyond the institutional view of the perceived risk of TB.  On an individual staff level, as well, the lack of perceived need poses problems as well.  Even should a shelter promulgate a TB control process, each individual staffperson must commit to the quality implementation of that process.  Given the discussion elsewhere about the three distinct components needed to control TB (screening/testing for the disease; obtaining the diagnosis; and completing the treatment), the efforts of staff directed toward residents will be ongoing and considerable.  

Indeed, as the discussion of the TB control “system” indicates, much of the responsibility for helping TB control processes work lies with the homeless individuals themselves.  No homeless shelter (or homeless shelter staff) can force a homeless person to return to a health care provider to have a TB test read.  No homeless shelter staffperson can mandate that a homeless person complete the treatment that is prescribed should that person be diagnosed with TB infection. 

A needs assessment such as that presented in this document often tends to focus on the “how” to accomplish the task at hand. Discussions assume the “why” that supports the task at hand.  One discovered to TB control within Fulton County homeless shelters is that not everyone accepts the ”why.”  

One implication of the perceived lack of risk is that one initiative within the homeless shelter industry might be an early detection campaign.  Similar in nature to campaigns for breast cancer, the message to promote continuing screening, early diagnosis, and prompt treatment, must be targeted not only to homeless individuals, but also to the homeless shelter industry itself.



The “Safe Shelter Night” Doctrine
The issue presented by shelter staff concerns the risk posed by shelter responses to TB screening relative to the other risks facing a homeless person in Fulton County.  This weighing of risks is inherent in a “safe shelter night” doctrine.  Any number of factors within Fulton County homeless shelters evidences the existence of a “safe shelter night” doctrine:

It is clear that Fulton County homeless shelters have, explicitly or implicitly, adopted a “safe night of shelter” doctrine.  A person entering a shelter not only has the right to access the accommodations provided by that shelter, but has the right to do so in a manner that does not endanger his or her welfare (or the welfare of other residents and workers of the shelter).  If the actions of a resident (or prospective resident) represent a threat to the health and/or safety of shelter residents or workers, the universal rule is that the shelter will exclude that person from receiving services, even if it means putting that person back on the streets.  

The “safe shelter night” doctrine appears to be so strong that it will preempt the mission of Fulton County shelters to keep people off the street.  It is not the case that Fulton County shelters will provide sleeping accommodations to homeless persons “no matter what.”  The proper operation of the shelter, combined with the need to preserve the health and safety of shelter workers and/or residents, will serve to override the need of a homeless person to have adequate shelter.

The “safe night of shelter” doctrine is evidenced, for example, through the operation of “bar lists” within Fulton County homeless shelters.  The term ”bar list” appears to be a term-of-art within the homeless shelter industry. A bar list is a written record maintained by a homeless shelter of individuals to whom sleeping accommodations (or other shelter services) will be denied based on the individuals’ violation of shelter-imposed standards of conduct.  A bar list may preclude a person from entering the shelter for a predetermined period of time, until a condition precedent has been satisfied, or until further notice.

The use of bar lists is ubiquitous if not universal within the homeless shelter industry. Of the 23 shelters providing responses to the written survey, ten (10) maintained a bar list.  This included all six shelters that identified themselves as primarily providing “overnight emergency shelter.”  Aside from the operation of a bar list, however, 18 of the 23 respondents reported that they would deny shelter services to individuals who were “drunk or disorderly.”

The six site visits, too, reported that shelters operate within this “safe night of shelter” doctrine.  All six site visit shelters used a “bar list” in their operations.  Reasons that potential residents could be excluded pursuant to the bar list ranged from bringing weapons, drugs or alcohol into the shelter; to being drunk or disorderly; to being physically abusive toward staff or other residents.  Indeed, several shelters (e.g., Jefferson Place, Salvation Army) require residents to sign a written acknowledgement that they received, at the time they entered the shelter, a written copy of the rules, violation of which might result in exclusion from the shelter. One shelter director indicated that the use of such lists, and excluding people based on the violations contained in such lists, was a necessary aspect of running a shelter that houses hundreds of individuals using minimal staff. 

Reasons for Denying Homeless Persons Sleeping Accommodations

Fulton County (GA) Homeless Shelters


No. of Shelters

Shelter is full
21

Person not eligible for this shelter /a/
15

Inability to pay
3

Drunk or disorderly
18

A “bar” list
10

Person has exceeded allowable number of days
7

Medical symptoms /b/
7

NOTES:

/a/  For example, a woman denied service at a shelter exclusively for men.

/b/  Medical symptoms noted included: communicable disease, pregnant, mental condition (if not taking medications), tuberculosis.

The potential consequences of excluding residents from a shelter because of a rules violation are well-recognized by the shelters operating under such an approach.  The decision to exclude within the shelters for which a site visit was made was universally a “management” decision.  In one shelter, while an initial decision to exclude could be made by on-duty line personnel, the resident had the right to “appeal” to management to the extent that a management level employee would be contacted at home on nights, weekends or holidays.

Moreover, shelters appear to maintain records that allow for an efficient exclusion of residents based on prior rules violations.  The shelters to which site visits were made maintained electronic records of whether a specific individual had been placed on a “bar list” along with the date on which the suspension of the right to enter the shelter expired (and the person was again eligible to use the shelter).  Of the ten shelters indicating that they use a “bar list,” four maintain electronic records of the fact and period of suspension, while five rely on paper records and staff enforcement.  Only one of these ten shelters reported that they had no specifically prescribed process for enforcing the shelter’s bar list.

Presenting Issues: “Safe Shelter Night” Doctrine
The importance of the “safe shelter night” doctrine adopted by Fulton County homeless shelters lies in the fact that the doctrine will pre-empt the mission of a shelter to keep people off the streets.  The safe shelter night doctrine strongly implicates the weighing of risks to shelter residents.  If the actions of a resident (or prospective resident) present a health and safety issue to others, that person may be excluded from the shelter.  As one Salvation Army  shelter staffperson stated it quite explicitly, ”the needs of the many outweigh the needs of the one.”  The conclusion from the perspective of TB control must be that, in addition to helping homeless shelters with the question of how to do TB control, there must be a strong initiative on why to do TB control as well.  Fulton County homeless shelters must be convinced that it not only would be beneficial in some abstract sense to control TB in the homeless population of Fulton County, but that controlling TB amongst the Fulton County homeless shelter population is a public health imperative.



The TB Control “System”

An entire network of services providers –housing or otherwise-- exists in Fulton County that will affect (positively or adversely) the ability of homeless shelters to provide effective TB control to the population of persons staying at homeless shelters.  

· Part 1 consists of the homeless shelters themselves. There is some process of “referral” among Fulton County homeless shelters, but not much.  The site visit shelters were asked, for example, how their respective intake processes varied in the event that a person was referred to the shelter form another shelter.  Outside Peachtree and Pine, only one of the remaining five site visit shelters reported that a person was guaranteed a bed in the event of a referral.  In fact, the network generally operated in the converse.  Peachtree and Pine is the provider of last resort of homeless shelter services.  If someone were denied housing services at one of the site visit shelters, they were referred (and sometimes transported) to Peachtree and Pine.  Atlanta Union Mission said, for example, that if there were more people in line than there were beds on any given night, Atlanta Union Mission would provide the persons not receiving a bed with a meal and then bus them to Peachtree and Pine. Responses to the written survey confirmed that referrals from other shelters neither guaranteed a person a bed or even exempted a person from the typical registration process at the shelter.  

· Part 2 consists of the network of health care providers that provide on-site non-emergency care to homeless shelter residents.  Saint Joseph’s Mercy Care is the primary provider of on-site non-emergency care services to homeless shelters.  Of the six site visit shelters, Saint Joseph’s was specifically mentioned by four as a provider of on-site non-emergency care services.  In addition, of the nine shelters identifying a specific general on-site health care provider, six identified Saint Joseph’s as that provider.  The other three providers included Kirkwood Mental Health Clinic, Medical Association of Atlanta, and the Advance Nurse Practitioners. Four shelters identified “community health clinic” (without identifying a specific clinic) as providing on-site services, while one identified “private volunteers” and another identified a “private health clinic.”  One site visit shelter, too, reported that they had regular visits from an association of private doctors to provide on-site non-emergency health care to shelter residents.  

· Part 3 is comprised of the network of transportation providers that serve the homeless population. The component of the system that supplies transportation appears to be the least well developed component of the homeless shelter TB control “system.”  Transportation is essential to TB control.  If a homeless person decides to be tested, transporting that person to a non-emergency health care provider poses a substantial barrier.  If transportation cannot be arranged, the test cannot occur, irrespective of shelter operations. Note that the importance of transportation is not diminished when the provider of TB screening brings its services to the homeless. The burden of finding transportation simply shifts from the homeless individual to the service-provider. The success of Saint Joseph’s (a provider known for taking its services to the homeless) is due in part to this strategy of shifting the transportation burden onto itself.  The lack of transportation is evident despite its essential character.  Some shelters, but few (2 of the 6 site visit shelters) provide their own transportation to shelter residents.  Most shelters, however, rely on Atlanta’s MARTA system.  Even this reliance is hampered by underfunding of budgets through which to provide MARTA tokens.  The transportation network is described in more detail above. In general, in the absence of shelter-owned vehicles, which are rare, the primary transportation link between a shelter and a health care facility for a shelter resident who is either “encouraged” or “required” to obtain a test, have a test read, or to get medicines or other treatments, is a set of directions and the possibility of a taxi fare or MARTA token.

· Part 4 is the network of health care providers that provide off-site non-emergency are to homeless shelter residents.  Grady Hospital is the dominant provider of off-site non-emergency care to residents of homeless shelters.
  Unlike Saint Joseph’s, which has arrangements (ad hoc or otherwise) with homeless shelters, Grady does not.  Residents of homeless shelters use Grady because it is close and because it is a city hospital charged with providing indigent care. Grady, however, is not the only facility providing off-site non-emergency care.  There are a variety of community health clinics, also, that supply such services.  Even these clinics, however, do not enter into arrangements with the homeless shelters to supply non-emergency care.  As with Grady, they are instead used because they are convenient and because their institutional mission is to provide indigent care.

· Part 5 of the system is that component that particularly serves the mentally ill.  In general, the use of the existing TB control system by homeless shelter residents assumes the mental capacity of residents to navigate the system. This is often not the case.  The National Coalition for the Homeless reports that “approximately 20 – 25% of the single adult homeless population suffers from some form of severe and persistent mental illness.”
 Mental disorders not only prevent people from carrying out essential activities of daily living (such as self-care, household management and interpersonal relationships), but they effectively preclude the rational decisionmaking required by the free will components of TB control. Assessing the special needs of the mentally ill is beyond the scope of this study.  

· Part 6 involves that part of the system that provides housing services to homeless shelter residents that have been affirmatively diagnosed with active infectious TB. This includes organizations that provide shelter to individuals who are receiving treatment for tuberculosis but are no longer contagious and require isolation. It is very important that a patient continue to take the TB medication correctly for the full length of treatment, usually six to nine months. If the medicine is taken incorrectly, or stopped, the patient may become sick again and will be able to infect others with TB. As a result many public health authorities recommend Directly Observed Therapy (DOT) and dedicated shelters for homeless TB patients enable DOT and subsequent medical follow-up. The American Lung Association provides shelter of this sort for the homeless within Fulton County. It should also be noted that since, 1995, the State of Georgia does have a civil commitment mechanism for overriding the free-will choices of someone who has been identified as having the active TB disease, has violated the instructions of an health-care organization and demonstrates a substantial risk of exposing others.

In sum, the shelter site visits, in particular, made it clear that homeless shelters represent a significant interface with the homeless population.  Homeless shelters are one key participant in the TB control system. The day-to-day contact between shelters and the homeless population of Fulton County must be exploited in order to fulfill the goal of controlling TB within the homeless shelter population.  This is the same issue facing other social service providers that seek to reach the homeless population through homeless shelters.

The site visit shelters further made clear, however, that while they are one component, they are also only one component of the entire matrix of services that are required to successfully control TB within the homeless shelter population.  While this assessment calls for an evaluation of the needs of homeless shelters in particular, the assessment would be incomplete without acknowledging the broader system in Fulton County, how shelters fit into that Fulton County system, the lack of current coordination within that Fulton County system, and the inability of the Fulton County system to direct highly effective TB control toward the homeless shelter population without addressing the interrelationships within the system in addition to addressing what occurs inside the four walls of a shelter.

Presenting Issues: The TB Control “System”
The reliance that Fulton County homeless shelters have on an entire system of services providers to fill the three-step process of controlling TB (test, diagnose, treat) is one of the primary barriers to effective TB control in homeless shelters. The current system is not well-suited for comprehensive and effective TB control. The system is not designed to fill all three parts of a TB control process (test, diagnose, treat). The control of TB does not occur through mere testing, the service that  the current system seems oriented to deliver.  Instead, the need is to have the test administered; using the results of that test, a diagnosis must be rendered; using the results of that diagnosis, a treatment must be prescribed and completed.  In addition to testing for and diagnosing TB, in other words, homeless shelter residents must be convinced of the health imperative of completing the treatment once prescribed. 

The system that exists to provide TB control lacks overall coordination. No comprehensive inventory of homeless shelters exists, let alone an analysis of the “gap” in coverage of TB testing.  A “quarterback” is needed, someone to define the universe of need, to identify the full array of resources to meet that need, to deploy those resources, and to identify and fill the gaps in resource deployment. 


Chapter 5:
The Maturity of Homeless Shelter Processes 

Observation of shelter operations during the site visits undertaken for this study raised concerns about the maturity of the administrative processes at those shelters. Measuring process maturity allows an assessment not only of whether homeless shelters can deliver desired outputs (e.g., screened residents), but whether the delivery of these outputs can be performed with quality and consistency.  If processes fall short in delivering quality performance, or in delivering consistency in performance, the maturity model helps to identify where the process breaks down and what might be changed or improved.

The selection of the five processes considered in detail below has implicit within it two decisions. The first involves an articulation of what outputs are inherent within the control of TB in homeless shelters.  The second decision involves an articulation of what processes generate those outputs.  These two sets of decisions will become more clear in the discussion below.

After introducing and explaining the importance of processes, this chapter will identify the homeless shelter processes that are essential to the control of TB and then assess the maturity of each of those processes within Fulton County homeless shelters.  Information used in the assessment is drawn primarily from the six site visit shelters.

Background on Processes

A process is a combination of technology, materials and/or individual efforts that will generate an identifiable output.  An easily understood process within a family, for example, might be making a pizza for dinner.  The efforts of an individual (the cook) are combined with raw materials (pizza ingredients) and technology (the oven) to generate a specific output (the pizza).  A process, however, need not only involve the conversion of materials into an output.  A person making a doctor’s appointment is using a process.  The efforts of the individual are combined with technology (a telephone) to generate an identifiable output (the appointment).  Processes can be identified through a verb-noun combination.  Make meal. Schedule appointment.  Write letter.  Do something.  

The outputs of a process can either be to an ultimate end-user or they can be inputs to be used into a new (“downstream”) process.  Consider our pizza maker as an illustration.  Any number of intermediate or secondary processes were used in the production of this pizza.  The crust was made.  The onions were chopped.  The cheese was grated.  The pepperoni was sliced.  Each of these generated an output that was then used downstream to produce the final output.  

Processes, of course, are prevalent throughout a homeless shelter.  The ultimate goal of a homeless shelter (the output if you will) is to provide a night of shelter.
 To accomplish that, however, many secondary processes must occur directed specifically toward the residents.  Residents must be admitted (admit resident) and registered (register resident).  Most shelters provide some type of meal (provide meal).  Information about the resident must be collected and recorded (collect information; record information).  In addition, multiple internal processes directed toward the shelter must occur as well.  Staff must be hired (hire staff). A physical facility must be maintained.  Money must be raised to meet the annual budget.  Government reports (assuming government funding) must be filed.  

The importance of this discussion lies in the fact that the control of tuberculosis within a homeless shelter seeks to layer a new process onto the existing process of “provide shelter.”  In addition to the primary new process (control TB), there are innumerable subsidiary processes that are necessary to generate the desired output (TB-free residents).  Controlling TB involves testing residents; using those tests to diagnose sick residents; and using those diagnoses to treat sick residents.  To accomplish all this, there must be appropriate shelter processes in place.  Information must be obtained from residents.  Records must be maintained.  Staff must be trained.  Relationships with health care providers must be formed and utilized.

The purpose of this needs assessment is not to prepare a comprehensive process map for homeless shelters.  Nonetheless, a number of homeless shelter processes that are essential to the successful control of TB within shelters have been identified. The presence of these processes does not ensure the successful control of TB.  The absence of these processes, however, will ensure the lack of success.  

Unfortunately, most homeless shelters do not present a clear black and white situation about whether a process is “present” or “absent.”  Instead, the internal processes needed to control TB are present at different levels of maturity. A process may be “present,” but may not work as intended.  Or the process needed for TB control may work with different levels of effectiveness depending on which staffperson is implementing the process.  Or the process may be viewed differently (and thus implemented differently) depending on who is doing it.  

The discussion below will identify various homeless shelter processes deemed to be essential to the control of TB in Fulton county homeless shelters. Each of those essential processes will be objectively tested for their level of maturity.

The Homeless Shelter Processes Essential to TB Control 

Homeless shelter processes that are essential to the control of TB are those that generate outputs that are essential to the identification, diagnosis and treatment of TB.  These processes include those that generate primary TB control outputs (e.g., screened residents, tested residents).  They include also those that generate secondary outputs needed for TB control (managed information, trained staff).  

The following five processes were found
 to be essential to the control of TB within homeless shelters.
  

Admitting Residents

The process of admitting residents to a homeless shelter involves the process in operation from the time a prospective resident enters the shelter to the time the shelter indicates that the prospective resident may stay.  It involves not merely the act of letting someone in the door, but of registering the person at the shelter as well.  The admission process is important because this is the primary point at which a shelter exercises its gatekeeper function.  A prospective resident may be allowed in or not.  Admission may be conditioned on meeting some precondition or not.  Information may be obtained from the resident or not.  
The admission process must be viewed from several perspectives. It may be the only place for an output to be generated.  It may not be the only place, but it may be the most effective place for an output to be generated.  The admissions process is thus important because it may generate a high risk of lost opportunities or of impaired effectiveness of the process. The admission process is important because of the high risk of lost opportunities if things do not occur.

The output of the admission process differs from the housing and the TB control process goals.  From a housing perspective, the output is providing a bed-night of service to a person who might otherwise be on the street.  From a TB control perspective, the output of the admission process may be an observation, a piece of collected and recorded data, or a referral.  The outcome may be a resident’s acceptance of an imposed condition of stay.  In sum, the admission process is an essential process because of the ability of the homeless shelter to control TB outputs while exercising its gatekeeper function.

Managing Information

Managing information involves not only generating information, but also recording, maintaining and accessing that information when required to make decisions within the shelter and to assist the shelter accomplish its functions.  Managing information is important to avoid the collected-but-unusable piece of data.  Data is unusable, for example, if it is recorded in a form understandable only to the person making the data entry.  Data is unusable, also, if it is maintained in a form that cannot be accessed when needed.  Accepting the proposition that data collection has no inherent value, the collection of unusable data serves no function in that it cannot be used as an input to generate or support future outputs.  
Managing information serves different functions for the purposes of providing shelter and providing TB control.  The shelter purposes served by information management include gatekeeping, administrative reporting and financial planning.  The gatekeeper function involves, for example, a determination of whether any given individual may or may not be admitted to the shelter.  A person who has exhausted his or her allowed maximum number of cumulative nights would be denied admission. A person appearing on a bar list would be denied admission as part of this gatekeeping function.  Administrative reporting and financial planning is also dependent on information management.  Providing quarterly reports on the number of meals served, or on the number of bed-nights of service delivered, is generally required both to existing funders (as part of the justification of fund expenditures) and to future funders (as justification for budget requests).  

Managing information is essential to the control of TB within homeless shelters.  Recording (and accessing when needed) observations about resident health can be a critical input into screening for the signs and symptoms of TB over time.  Recording (and accessing when needed) when, or whether, a person who was tested for TB returned to have that test read, can be critical.  Recording whether a person has been barred from a shelter for refusing to be tested for TB can prevent an infected person from entering the shelter.

In sum, managing information so that it is collected, recorded, maintained, and accessed in useable form is an essential process for TB control within homeless shelters.  

Screening Residents for TB
Screening residents for TB involves an ongoing screening for the signs and symptoms of active infectious TB (in the absence of specific medical tests), obtaining TB tests by qualified health care providers, and ensuring those TB tests are read and used in the diagnosis of either TB infection or the active TB disease.
The process of screening for TB is essential to the control of TB.  As is detailed elsewhere, it is virtually impossible to prevent TB from entering a homeless shelter whether a person has the active disease or merely the TB infection.
  Many of the signs and symptoms of active infectious TB (e.g., bloody sputum, night sweats) cannot be observed at the time of a  registration process.  Other clinical signs and symptoms of TB (e.g., weight loss, loss of appetite) can only be observed over time, not as a single point-in-time observation such as at a registration process.  Still other signs and symptoms (e.g., persistent cough) can best be observed over time.  Even then, a persistent cough (which is perhaps the most well-recognized sign of active TB) mimics other respiratory ailments.  These ailments arise particularly in cold weather months when shelters are at their peak capacity, and shelter staff are least able to devote time to distinguishing between colds, the flu and active TB.

Given that active TB, should it exist, is likely to enter a shelter, all persons living  in, or working at, the shelter are subject to exposure to the disease.  Homeless shelters are typified by the presence of congregate spaces.  Whether for eating, sleeping,
 socializing, or other activities, as well as for aggregating for purposes of entering the shelter at opening time,
  the residents of homeless shelters tend to be frequently together.  Even if not together at once, since TB exposure can occur through “shared space,” the risk of exposure to workers and residents once the active TB disease enters the shelter is high.

The output of a TB screening process, therefore, while not the complete prevention of the active disease, instead involves minimizing that exposure within a homeless shelter. The outputs of the screening process involve identifying and diagnosing the disease.

The issue with a TB screening process is that, unless one accepts the proposition that the output desired by the shelter is not merely a shelter-night of service, but a safe shelter-night of service as described elsewhere, a TB screening process provides no contribution to the shelter-related output of a homeless shelter.  Indeed, to the extent that access to the shelter may be denied because of actual or suspected active TB, a TB screening process may be viewed as in conflict with the provision of shelter-nights of service.

Referring Suspected TB Cases

Referring individuals with suspected active TB involves determining an appropriate health care provider through which appropriate medical interventions may be delivered, facilitating the initiation of that relationship, and physically transporting a person with the suspected case of active TB to the facilities of the health care provider.  These activities, in other words, respond to the need to know where a sick resident may be sent, how to get that resident attended to once there, and how to ensure the resident “gets there.”

As with the screening process, in the absence of subscribing to the safe shelter-night doctrine, the importance of the referral process is that it delivers no shelter-related output.  Shelters could, in other words, easily provide a referral to a medical facility, along with directions and a MARTA token, and conclude that their role in the referral process has been successfully completed.

Training Staff

Training staff involves teaching staff both what to do and how to do it.  Staff training also involves instilling in staff a conviction in the need to engage in the sought-after action.  Training staff is an essential process in the control of TB within homeless shelters.  Training staff provides the basis for staff deciding when to act.  To do this, staff should be familiar with the clinical signs and symptoms of TB.  Staff are at the forefront of TB screening.  They must know both what to look for and what to attach significance to.  Training provides the basis for staff deciding how to act.  Different observations call for different interventions.  Whether a cough calls for further observation, a report to shelter management, or an immediate medical referral and transfer will be a decision based on staff training.  Staff training is essential to information management as well.  Teaching staff what to record, when to record, where to record, and how to record will facilitate managing information so that it is generated, recorded and maintained in accessible and usable form.
While it is almost axiomatic that the immediate output of staff training is “trained staff” (or knowledgeable staff, or educated staff), staff training should manifest itself in all other process outputs as well.  Whether the process is one of admitting residents, or managing information, or screening residents, or referring suspected cases, staff training lies at the heart of ensuring these processes work well.

Having identified and described the five processes above, the discussion below explains the notion of process maturity and then assesses the maturity of each of these five processes. Improving each of these activities should produce identifiable outputs that can be causally linked to identifiable outcome improvements regarding the control of TB in homeless shelters.

A Model of Process Maturity
A model to objectively assess administrative process maturity was used to evaluate the administrative capability of Fulton County homeless shelters. The model is a direct extension of the Software Engineering Institute's (SEI) Capability Maturity Model (CMM). The model used in the analysis for this report is described in detail in Appendix A.

The model defines process maturity as follows:

Process maturity is the extent to which a specific process is documented, practiced and coordinated and the manner in which it is managed.

The model demonstrates that there is a continuum of process maturity. In an organization's least mature state, its processes are ad hoc, the repeated performance of organizational practices only sporadic. As an organization matures, its processes mature; they become well-defined and consistently practiced. At full maturity, an organization's processes are fully adaptive, capable of introspection and continuous improvement.

To facilitate organizational assessment, the model breaks process maturity into a continuum of five discrete levels: (1) Ad Hoc, (2) Repeatable, (3) Standardized, (4) Managed, and (5) Optimizing. The model then describes how each of the maturity factors (introduced in the definition of process maturity) would be characterized at each level. 

· If an organization or work group is at the Ad Hoc level of maturity, its processes are not documented. Sometimes, processes are not even defined.  At best, processes at this level can be orally described, but nothing has been committed to paper.  At this level of maturity, processes are only sporadically practiced as they are described. There is wide and frequent variation. The success of a specific process is dependent upon specific individuals and "heroic" effort is often required. At this lowest level of maturity, processes are not coordinated within the work group; every process is independent. Finally, at the Ad Hoc level, there are no active measures taken to control or manage processes. Processes may be initiated, turned "on," but there is no subsequent mechanism to control them, or to alter them if they prove ineffective.

· At the Repeatable level of maturity, written documentation has been developed and the practice of the process has become consistent. It is becoming more common for tasks to be done the same way every time and the process knowledge has become somewhat disseminated within the work group. The interaction of processes within the work group has become recognized and coordinated.  Process indicators are defined, monitored and used to maintain control of the process. 

· At the Standardized level of maturity, the primary focus is to insert the practices from the Repeatable level throughout the organization. You can think of it as integrating many "pockets" of unique (albeit repeatable) practices into a set of integrated, and organizationally consistent, practices. Everyone in the organization is reading from the same page of the same book. The organizational process language and practices are defined and standardized. 

· The objectives of the Managed level of maturity are to set quantitative performance and quality targets, and to increase the organization's capability to achieve those targets. Data is collected and analyzed to ascertain shortfalls between targeted performance goals and actual performance. Greater control can be exercised because everyone is doing things the same way.  Variations in performance are understood. Process is predictable because the process is measured, and it operates within measurable limits. Process output is of predictable, high quality. 

· At the Optimizing level of maturity, the organization continues on its improvement path with a focus on continuous process improvement. Unlike the Managed Level, which is focused primarily on managing the current process within acceptable variations, the organization begins to identify innovations that can continually improve the process performance. The organization focuses on continuous improvement of any factor that affects the achievement of its objective(s). It is continuing to optimize and adapt its work processes. Continuous process improvement is enabled by quantitative feedback from the process and from piloting innovative ideas and technologies. The organization can identify weaknesses and strengthen the process proactively, with the goal of preventing occurrence of defects. Best practices are exploited. 

The Maturity of Fulton County Homeless Shelter TB Control Processes. 

A final step in assessing whether Fulton County homeless shelters are operationally capable of developing and implementing administrative TB controls is to determine the level of process maturity that has actually been achieved by these homeless shelters. The six site visit shelters universally exhibited immature administrative processes and there was no indication that these shelters were unique among their Fulton County peers. 

The table below summarizes the assessment of the administrative process maturity at each of the site visit shelters. Four (4) of the six shelters had achieved only Level 1, the Ad Hoc level of administrative process maturity. Shelters were assessed as achieving only Ad Hoc maturity because they exhibited the characteristics of that level and because they failed to exhibit characteristics of higher levels. The remaining two (2) of the site visit shelters had achieved the second level of maturity, the Repeatable level.  No site visit shelter exhibited characteristics that would place their administrative process maturity relative to TB control at a level higher than Repeatable.

Process Maturity of Six Site Visit Homeless Shelters 

Fulton County (GA)

Process Maturity Level
Shelter Visited

Level 1: Ad Hoc
Atlanta Union Mission

Peachtree & Pine

Clifton Sanctuary Ministries

Jefferson Place

Level 2: Repeatable
Boulevard House

The Salvation Army

Level 3: Standardized
none

Level 4: Managed
none

Level 5: Optimizing
none

Each homeless shelter process identified as being essential to TB control is now considered separately below.

 Admitting Residents
The process of admitting residents has, at best, reached the Repeatable maturity level at the six Fulton County site visit homeless shelters. As with other aspects of the discussion above, the processes existing at extended-stay shelters have greater definition and documentation.

The lack of a well-documented intake process that is not integrated into other aspects of the shelter’s operation is illustrated by the intake process encountered at the Atlanta Union Mission.  In this case, the check-in process is embodied in "Jim." Questions asked of the shelter's Director of Men’s Services regarding shelter operations were answered in a general sense and then referred to Jim for details.  Intake processes were not committed to writing.  Moreover, the intake process is not coordinated with other processes at the shelter.  Information collected at the registration process, for example, often sits without being entered into the computer and thus used for other purposes.  The nature of the intake process is to check-in roughly 200 residents within a 1 1/2 hour period, to get those residents clean, provide a meal, and get them to bed.
  The primary operational goal, the Director of Men’s Services said, is to “avoid chaos.”

The opposite phenomenon was observed at the Level 2 Repeatable shelters. The repeatability of the intake process is particularly evident at the Salvation Army. At the Salvation Army, the one-on-one intake interview is done on a rotating basis by each of the seven Program Coordinators.  Staff were considered fungible in this regard and the intake process identical irrespective of the staff that happened to be on-duty for any particular day.

Comprehensive, well-defined application forms enhance the maturity of the intake process at Boulevard House and the Salvation Army. The most visible sign of process coordination was the integration of the initial case management interview into the shelter's intake process.  At both Boulevard House and the Salvation Army, the "needs" of the check-in process as well as the "needs" of the case management process were both met during the initial case management interview. The coordination t these two shelters is discussed in more detail below in the discussion of data management.

Peachtree and Pine exhibits the best integrated registration process of the large overnight emergency shelters.  Registration at Peachtree and Pine occurs through a visit to the shelter at any time during the day.  At that visit, prospective residents complete a “contact form.”  The contact form can be completed in about fifteen minutes, according to shelter staff, and is completed with assistance from whomever is available (staff or resident volunteers). The information from the contact form is entered into the shelter’s computers and retained for three years.  Subsequent visits to the shelter, whether for overnight shelter, educational services, clothes, or other services, are allowed based on this initial contact registration.  The registration process for the overnight shelter, in other words, simply involves checking the computerized data base to ensure that the individual has previously completed a contact form.

The Fulton County site visit shelters found to have an Ad Hoc level intake process exhibited the following characteristics:

· The process is not documented. At best, the intake process can be orally described, but nothing has been committed to paper.
· The success of the intake process is dependent upon specific individuals.
· The intake process is not coordinated within the shelter. Instead, the intake process is independent of every other shelter process.
The Fulton County site visit shelters found to have a Repeatable level intake process exhibited the following characteristics:

· The process is well-documented. Procedures have been committed to paper.
· The success of the intake process is not dependent upon specific individuals.  Multiple staff have been trained in the procedures that are required.
· The intake process is coordinated within the shelter.  The intake process is used, where appropriate, as an input into other shelter processes.
Managing Information

The process of managing information is separate from the process of generating information at the time of intake.
  Managing information involves recording, maintaining and accessing information when required either to make decisions within the shelter or to assist the shelter accomplish its functions.  The process of managing information generated at the intake process is considerably more mature at extended stay shelters than at emergency overnight shelters.  Overnight shelters have, at best, a Repeatable level of maturity. While most extended stay shelters are generally at the Repeatable level of maturity.

The management of information is generally a Repeatable process at the emergency overnight site visit shelters.  Peachtree and Pine is one example of how information generated at the “registration” process is used throughout the institution.  As discussed elsewhere, the registration process at Peachtree and Pine consists of completing a written application form.  The information from that form is input into the shelter’s computers and retained for three years. A person who has completed that “contact registration” thereafter has permission to use any of the shelter services.  In addition, ongoing records are kept of each of the services used by each individual.  Indeed, the Executive Director of Peachtree and Pine commented that the shelter’s records are frequently sought by academic researchers as one of the largest and most complete sources of information available on the use of housing and supportive services over time by an extensive population of homeless persons.  The process for acquiring and inputting the data is sufficiently well-documented that it can be performed by a variety of staff workers and shelter volunteers.

The Salvation Army, too, has a well-documented and integrated information management process.   The Salvation Army collects extensive information through a written application form at the time a person registers for the emergency homeless shelter.  In order to register, a person must call the Salvation Army in advance and schedule an appointment. At that appointment, each person meets one-on-one with a Salvation Army staffperson.  The interview process takes a minimum of one hour.  A designated staffperson is assigned to do interviews each day, with the job of performing the interviews rotated among seven shelter staff.  The Salvation Army retains the paper files for seven years, with the past three years of files available in the office.   Even the applications for the emergency overnight shelter generate information on an individual’s history and social service needs.  The Salvation Army staff noted this was needed because 70% of the persons who use the emergency overnight shelter ultimately move into one of the Salvation Army’s transitional housing programs.

Boulevard House demonstrates the use of an integrated information management process.  One of the uses to which Boulevard House explicitly devotes its information gathering involves the measurement and improvement of its shelter outputs. Indeed, Boulevard House is the only site visit shelter that consciously measures its outcomes and manages its processes for continuous improvement. The purpose of the Boulevard House information is to support not only the shelter’s provision of housing, but the supportive services necessary to move residents into permanent housing as well.  Admission into Boulevard House begins with a simple five minute intake interview.  Persons may engage in this intake interview only upon referral by another agency (such as the Task Force for the Homeless, local churches, and the like).  A person having completed the intake interview is put on a waiting list, which might last for weeks or even months.  When space in Boulevard House becomes available, the shelter staff engage in a lengthy face-to-face interview to complete an application form. The application form differs based on whether the household is a couple with children or whether it is a single parent with children.  According to the shelter’s director, the staff choose the “most motivated” to be offered housing space and services at the shelter.  

One of the first steps in a stay at Boulevard House is for the staff and residents to develop a self-sufficiency plan.  The self-sufficiency plan is committed to writing and maintained in shelter files.  The individuals’ stay at Boulevard House then represents what staff referred to as a “highly structured” move toward self-sufficiency.  Progress in terms of savings accrued, work solicitations pursued, computer training completed, and the like are all maintained. 

Boulevard House (which is part of a larger two shelter organization called Nicholas House) adopted explicit “outcome measures” in 2002.  The shelter states that ”Nicholas House measures its success by how well the families it serves are doing after (emphasis in original) they have graduated from its programs.  Our aim is to ensure that families are earning a living wage, maintaining their health, and remaining in safe and stable housing.”  Even after a household “graduates” from Boulevard House and moves into its own housing, the shelter provides a two-year “after care” program.  

Boulevard House has developed and uses five explicit “outcome measures,” with three relating to current residents and two more relating to “former residents.”  The five measures include:

· Resident. Family develops and utilizes a comprehensive Individualized Service Plan that includes all aspects needed to move the family to self-sufficiency (including financial planning, job development, and starting a savings program).

· Resident.  Families move from unemployment to employment or training for a job leading to a living wage.
· Resident. Once a parent is employed, income increases by 20% during residency.
· Fomer resident. Family obtains independent permanent housing.
· Former resident. Family maintains their housing for 12 months or longer.  
The purpose of this information management process is to help Boulevard House –again Nicholas House is the umbrella organization over two sibling shelters-- sustain a continuous improvement effort. Nicholas House states: 

Nicholas House is continuing its progress in measuring the effectiveness of its programs.  It has invested considerable time and energy in doing so. The work is paying off.  We are developing a clearer understanding of the complexities of assisting homeless families in assisting themselves and how to respond to these issues as we go forward.

Boulevard House, however, did not demonstrate well-documented procedures and the consistent ability to access information that it had collected.  A staffperson searched for a specific piece of information requested during the site visit, for example, but was unable to locate it in the multitude of paper maintained on a specific client.  

In contrast, to the more mature information management processes at these extended stay shelters are the less mature processes at the emergency overnight shelters. Jefferson Place, for example, reported that it keeps no records of residents other than their names and the dates on which they stayed in the shelter.  The only use of these records, staff said, is to determine whether a resident has reached the 120 day maximum cumulative number of days that are permitted in any given year.  

Atlanta Union Mission has a similarly immature information management process.  As described above, in theory, records of all residents that have stayed at Atlanta Union Mission are entered into the computer on a regular basis.  Monthly “rosters” of everyone who has stayed at the shelter are generated.  The shelter’s director of men’s services, however, acknowledged that there is a “time problem in getting it all into the computer.”  When shelter staff fell far enough behind, this director took it upon himself to do the data entry work.  Other work, however, intruded upon this task and prevented its completion.  

These observations regarding client recordkeeping are important because, for the shelters visited, client recordkeeping is one of the highest priority administrative processes. Client records are almost universally the basis of some remuneration. At Atlanta Union Mission, client records form the basis of statistics reported to grantors and other funding sources. At the Salvation Army, client records are the basis of collecting nightly fees from the residents themselves.  It is unreasonable to expect that the recordkeeping required by TB control processes will be more mature than client recordkeeping at these shelters.  

The Fulton County site visit shelters found to have an Ad Hoc level information management process exhibited the following characteristics:

· The information management system is not well-defined and frequently not uniformly completed.
· Successful completion of the information management process is not institutionalized.  It is often the result of extraordinary efforts by individuals.

· The information management process is not coordinated within the shelter. Instead, the intake process is independent of other shelter processes.
The Fulton County site visit shelters found to have a Repeatable level information management process exhibited the following characteristics:

· The process is well-documented. Procedures have been committed to paper.
· The success of the information management process is not dependent upon specific individuals.  Multiple staff have been trained in the procedures that are required.
· The information management process can be expected to be exercised with uniform completeness and quality irrespective of the staffperson performing the information management activities.
· The intake process is coordinated within the shelter.  The intake process is used where appropriate as an input into other shelter processes.
Screening Residents for TB
Processes for screening shelter residents for TB, where such processes even exist, are, at best, at the Repeatable level of maturity at the six Fulton County site visit shelters.  A detailed description of the screening processes was presented in Chapter 4 and will not be repeated here.

No written TB screening procedures exist in any of the six site visit shelters.  Indeed, each of the shelters reported having no specific program for screening residents for TB at all (written or otherwise).  At best, shelter staff inquire into, as well as observe, the general health of shelter residents.  For example, the staff at Clifton Sanctuary Ministry observe residents as to their general health.  No specific procedure exists for determining to what extent an illness calls for a shelter response, or what that response might be. Clifton Sanctuary staff indicated, however, that the goal was to prevent “anything from sweeping through the shelter.” Nicholas House, also, merely observes residents for “obvious illness.”  The primary symptomology which staff watch for is persistent coughing.  No specific process for responding to the illness is defined or committed to writing. Finally, the staff at Peachtree and Pine report that they “try to” monitor residents for “sneezing, coughing and temperature,” but concede that “we are very inconsistent.”  It is difficult to observe for signs and symptoms, Peachtree and Pine said.  “People try to be invisible” while at the shelter.  

Jefferson Place staff monitor residents for a persistent cough.  Jefferson Place differs from the other site visit shelters, however, in that it has an in-house medical staff.  Shelter staff will refer residents considered to have health problems to the in-house medical staff.  That staff recommends treatment.  If an illness or condition is “beyond his capability,” the Jefferson Place medical staffperson refers the resident to Grady Hospital. 

The Fulton County site visit shelters found to have an Ad Hoc level screening process exhibited the following characteristics:

· The screening process is not documented and generally not even well-defined. At best, the screening process can be orally described, but nothing has been committed to paper.
· The implementation of the screening process is widely variable and highly inconsistent, both between different staffpersons and between different time periods.
· The screening process is not coordinated within the shelter. Instead, the screening process is independent of other shelter processes.
· The screening process is not controlled in any sense.  There is no specific assessment of whether it “works” and no determination of how, if at all, it might managed for improvement.
The Fulton County site visit shelters found to have a Repeatable level screening process exhibited the following characteristics:

· The process is well-defined even if procedures have not been committed to paper.
· The success of the intake process is not dependent upon specific individuals.  Multiple staff have been trained in the procedures and those procedures are consistently practiced.
· Knowledge of the screening process is disseminated within the shelter.  Staff talk about the process, are educated as to the process, and are expected to follow the process.
· The intake process is coordinated with, and used where appropriate, as a step for other shelter processes.
No Fulton County site visit shelter had a specific TB screening process. The characterizations above are of the processes directed toward screening for illness generally.

Referring Suspected TB Cases
The process of referring suspected cases of active infectious TB to the appropriate health care provider have, at best, reached the Ad Hoc maturity level in the six Fulton County site visit homeless shelters.  Most commonly, no process exists at all.  As discussed above, the referral process involves not only identifying a health care provider, but also facilitating the entry of the shelter resident into the provider system, and physically transporting the resident to that provider.

Of the six shelter visits, all six shelters reported never having identified a case of active infectious TB while a resident was at the shelter.
  None of the six shelters have established a formal relationship with a health care institution to accept the referral of suspected cases of active TB.  None have an established process for transporting persons with suspected cases of active TB.  None knew how they would respond if they referred a resident suspected of having active TB to a health care provider and the resident declined to go.  The universal reaction by staff at site visit shelters to questions about referrals and transportation was simply “I don’t know.  It has never happened.”

The Salvation Army exhibits the most well-defined referral process for referring shelter residents determined to be ill (as opposed to those specifically suspected of having active infectious TB).  According to Salvation Army staff, any infectious illness calls for a response.  Salvation Army staff monitor residents for all signs of illness, with a particular emphasis on persistent coughs.  If staff determines that a resident is “ill” and “a threat to the rest of the shelter,” the Salvation Army staff will refer that person to either Mercy Mobile (now Saint Joseph’s), Grady Hospital, or Good Samaritan Hospital.  The referral includes a “shelter letter” to take to the health care provider that will qualify the resident for low-cost prescriptions if needed.  The resident must obtain a doctor’s written clearance to return to the shelter.  Processes for monitoring health, referring clients to health care providers, and readmitting clients, however, are not included in the written “program rules and regulations” distributed to clients upon admission. The Salvation Army has no specifically prescribed transportation protocol.

Jefferson Place, too, has a defined process for referring sick residents to Grady Hospital for treatment.  No formal institutional relationship exists between Grady Hospital and Jefferson Place. The referral and treatment process is built on a series of long-time personal relationships between the Jefferson Place medical staff and Grady Hospital staff. A “shelter letter” provided to the resident allows the individual to receive low cost prescription medicines. The process of transporting residents determined to be sick is the least well-defined aspect of the process. The shelter van is often used to transport residents to the health care facility. When the need arises, staff use personal vehicles to transport sick residents. While the shelter also sometimes simply provides bus/train tokens to be used for transportation to the appropriate health care facility, the annual “token budget” was depleted by the beginning of August.

While the Jefferson Place process “works” (and perhaps works well), it might still be considered a relatively immature process. Unlike the Salvation Army, the success of the process depends not on mature institutional processes, but rather on interpersonal relationships.  If the existing Jefferson Place medical staffperson, who has a tenure of more than 10 years at the shelter, were to leave, the process would break down. Nonetheless, while not committed to writing, the process appears to be well-defined within the shelter.

The Fulton County site visit shelters found to have an Ad Hoc level referral process exhibited the following characteristics:

· The referral process is not documented and generally not even well-defined. At best, the referral process can be orally described, but nothing has been committed to paper.
· The implementation of the referral process is widely variable and highly inconsistent, both between different staffpersons and between different time periods.
· The screening process is highly dependent on individual persons and informal individual relationships rather than being institutionalized and formalized.  The referral process is subject to collapse should existing staff leave their current positions.

The Fulton County site visit shelters found to have a Repeatable level referral process exhibited the following characteristics:

· The referral process is defined and well-documented even if procedures have not been committed to paper.
· The success of the referral process is not dependent upon specific individuals.  Multiple staff have been trained in the procedures and those procedures are consistently practiced.
· Knowledge of the referral process is disseminated within the shelter.  Staff are trained in the process and are expected to follow the process.
No Fulton County site visit shelter has a specific TB referral process. The characterization above are of the processes directed toward referring residents when they are generally determined to be ill.

Training Staff on TB-related Issues
The six Fulton County site visit shelters have TB staff training that is at the Ad Hoc level of maturity at best.  In most cases, the Fulton County site visit shelters had non-existent TB staff training programs.

As described above, the function of staff training is not only to educate staff on the processes and procedures of TB control, but on the need for TB control within homeless shelters as well.  Some concern was expressed at one shelter, however, about providing such training to shelter staff.  The Director of Peachtree and Pine cautioned that her staff would “run for the hills” should they believe that a substantial risk of contracting TB were to exist at the shelter.  Her primary staff training goal, therefore, the Director said, was to “de-demonize the illness.”

Rather than providing specific routine staff TB training, the Fulton County site visit shelters instead report a routine reliance on general educational materials provided by entities such as the Metropolitan Task Force for the Homeless, the National Coalition for the Homeless, and the state’s Division of Public Health.  Indeed, the primary source of “trainings” occurs when one of the monthly meetings of the Task Force devotes a luncheon speaker to the topic.

None of the six shelters visited for this study reported providing training on TB control to new staff members,
 retaining outside technical assistance to provide staff occasional in-service TB training, requiring periodic attendance at seminars or workshops on TB, or requiring a periodic demonstration or certification of some level of knowledge and expertise about TB control.  Neither training on the substantive issues of the tuberculosis disease nor training on the process of TB control occurs.

The Fulton County site visit shelters are found to have an Ad Hoc level TB training process at best.  The shelters that reported any type of training exhibited the following characteristics:

· There is no routine documented training regimen directed toward TB issues and processes.
· Information is disseminated when it happens to come into the shelter. This information, however, tends to be non-technical public information materials. 

· At best, TB training occurs when regional organizations happen to provide speakers at monthly Task Force meetings.  The training is not organized to fill identified gaps in knowledge, is not directed toward shelter-specific issues and processes, and does not provide technical assistance on a detailed level. 
No Fulton County site visit shelters were found to provide training at a Repeatable level or higher. 

Maturity of Target Processes within Shelters Visited

Targeted Process
Jefferson Place
Atlanta Union

Mission
Boulevard House
Salvation Army
Clifton Sanctuary
Peachtree 
& Pine

Admitting residents
Ad-Hoc
Ad-Hoc
Repeatable
Repeatable
Ad-Hoc
Ad-Hoc

Managing information
Repeatable
Ad-Hoc
Repeatable
Repeatable
Ad-Hoc
Repeatable

Screening residents for TB /a/
Ad Hoc
Ad Hoc
Ad Hoc
Ad Hoc
Ad Hoc
Ad Hoc

Referring suspected TB cases /a/
Ad Hoc
Ad Hoc
Ad Hoc
Repeatable
Ad Hoc
Ad Hoc

Training staff on TB-related issues
Ad Hoc
Ad Hoc
Ad Hoc
Ad Hoc
Ad Hoc
Ad Hoc

NOTES:

/a/ These processes are not generally specific to TB in Fulton County homeless shelters, but rather to illness generally.
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Chapter 6:
TB Control Recommendations for
Homeless Shelters 

Throughout the needs assessment presented above, the authors have identified Presenting Issues that highlight circumstances as they now exist compared to circumstances as they “ought to be.”  The purpose of the recommendations presented below is not to be address each one of those presenting issues. Instead, the recommendations presented below address the most substantial of those issues.  Before turning to the specific recommendations advanced, this chapter first outlines the scope of the decisionmaking process that generated these recommendations. 

Making Systematic Recommendations
The universe of possible recommendations in a study such as this is virtually without limit. There is not only a vast multitude of different ideas, but there are endless variations of each. A shotgun approach to developing recommendations may reveal superb solutions, but that nagging doubt always remains: “Did we miss something?”

The Continuum of Intervention
This chapter employs a Continuum of Intervention to subdivide the universe of possible solutions to the control of TB within homeless shelters and to systematically develop recommendations. While the use of this continuum does not guarantee that every possible idea is examined, it does ensure that every corner of the idea universe is considered. 

The basic premise of the Continuum of Intervention is three-fold:

· Specific behaviors exist that one wants to see exhibited in a target population (i.e., the taking of problem-solving actions),

· Identifiable barriers prevent the target population from exhibiting those desired behaviors; and

· Outside interventions are necessary to overcome those barriers.

The Continuum of Intervention is a graduated model of potential interventions to overcome the barriers. The Continuum of Intervention is graphically depicted below with its components described in the paragraphs that follow. 

The Continuum of Intervention is drawn as a left-to-right facing arrow because of the sequential manner in which complementary recommendations are developed. An intervention that falls in a class of interventions to the left of a second intervention is necessary but not sufficient to solving the problem. Consequently, a program of complementary solutions must be crafted from left to right to assure that necessary solutions are added until one is found that is necessary and also sufficient. 

For example, a solution that falls into the Encourage class of interventions must be combined with a supporting set of interventions that Enlighten and Enable to be successful. Furthermore, if the Encourage solution is sufficient for solving the problem, a Require solution is not needed. However, if the Encourage solution is not sufficient, a Require solution must be added to the mix. 
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Continuum of Intervention

The steps of the Continuum of Intervention include the following: 

· Interventions that Enlighten consist of solutions that raise the awareness and knowledge of a targeted population regarding the problem being addressed. The assumption underlying this class of interventions is that if “people only knew” what to do and how important it is, they would take the necessary actions — the problem-solving actions — without further assistance or encouragement. The barrier that is overcome through this class of interventions is lack of sufficient knowledge.

· Interventions that Enable consist of solutions that provide the capability for a targeted population to take problem-solving actions. The barrier to action that is overcome through this set of interventions is an absence of capability. In a sense, Interventions that Enable are designed to toggle an absence of capability into a presence of capability. The assumption is that people know what must be done and how important it is, but there is some barrier to taking the necessary actions. Enable barriers may be operational in nature. Examples of such barriers might include inadequate staff skills, shortage of staff time or a lack of necessary tools.
 Enable barriers may also involve the lack of permission.
 The lack of permission to share medical information, or restrictions on the level of expenditures for “administrative” costs, are examples of these barriers.

· Interventions that Facilitate consist of solutions that make it easier for the target populations to take the desired problem-solving actions. The barrier to action that is addressed with this set of interventions is the difficulty of action. The assumption is that people know what must be done and how important it is, and they are capable of taking the problem-solving actions, but it is simply too difficult.  Low-interest financing is one common example of an Intervention that Facilitates. 

· Interventions that Encourage consist of solutions that motivate a targeted population to voluntarily take problem-solving actions. The barrier to action overcome through this set of interventions is a lack of motivation. The assumption is that people know what must be done and how important it is, they are capable of taking the problem-solving actions and the action has been facilitated, but there is still, for whatever reason, insufficient motivation. The lack of motivation may, but need not necessarily, involve active resistance. It may involve simply the inertia of inaction as well.  The authors employed an Intervention that Encourages during this study’s fieldwork when they awarded MARTA tokens to homeless shelters that completed the written survey.

· Interventions that Require consist of solutions that mandate problem-solving actions be taken and are also designed to overcome a motivational barrier. This class of interventions assumes that people know what must be done and how important it is and they are fully capable of taking the problem-solving actions. However, an added assumption underlying this class of interventions is that people cannot be sufficiently motivated to voluntarily take the needed steps. Interventions that Require are often appropriate when full (i.e., 100%) participation by the target population is needed. There is less uncertainty that problem-solving actions will be taken when Interventions that Encourage are supplemented with Interventions that Require.

Identifying the Link between Recommendations and TB Control
The final step in developing recommendations is to document the link between the recommended activity and the ultimate outcome generated by that activity.  The ultimate desired outcome for TB control recommendations for Fulton County homeless shelters is to minimize the incidence of TB within the African-American population of Fulton County.  The link between the recommendations and that ultimate outcome should be traceable through an unbroken chain of causation that leads to the desired outcome.  

The link can be documented through FSC’s How-Why Matrix of Activity Planning. The How-Why Matrix recognizes that every activity generates an output.  In turn, every output contributes to an outcome. The matrix allows decisionmakers to impose a structure on tracing the results of their recommended activities.  

The rationale that underlies any particular recommended activity can be identified going either “up” or “down” the matrix. The question going “up” the matrix is “how” (how do we do this?) The reasoning is as follows:

· How do we generate the outcome? By producing the output. 

· How do we produce the output? By doing the activity.

In contrast, the question going “down” the matrix is “why” (why do we do this?) The reasoning is as follows: 

· Why do we do the activity? To produce the output. 

· Why do we produce the output? To generate the outcome.  

There may, of course, be multiple program outputs before an outcome is realized. An ongoing challenge in program planning is to distinguish between outcomes and outputs. A related challenge, however, is to identify an outcome comprehensively without becoming uselessly generalized.
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To illustrate, assume that a social service agency offers employment training to its client base. The activity undertaken by the agency is to “provide training.” Why does the agency provide training: to improve employability. Why does the agency seek to improve employability: to increase household income.  Why does the agency seek to increase household income: to improve the quality of life for the household. Improvement in the quality of life should be set forth in objective, measurable terms.  

The reasoning, however, can be flipped. The agency can say “we seek to improve the quality of life for our client base.”  How does the agency propose to do that: by increasing income. How does the agency propose to increase income: by improving employability. How does the agency propose to improve employability: by providing job training.  
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The How-Why model has been applied below to document the link between the specific recommendations offered and the ultimate outcome of minimizing the incidence of TB within Fulton County’s African-American population.

Criteria for Recommending Problem-Solving Actions
It is frequently  easier to generate a substantial list of potential problem-solving interventions than it is to evaluate those ideas and select the few that warrant further development and implementation. A key to efficiently evaluating alternatives is to pre-define the criteria against which the various ideas will be judged. Establishing the criteria creates “fences” which define the acceptable range of alternatives. If an intervention does not meet one of the criteria, that alternative either should be discarded or the criteria specifically relaxed.

For this study, the investigators established a set of nine criteria to circumscribe the range of acceptable interventions with respect to the control of TB in homeless shelters.  The Department of Human Resources, of course, may choose to add, delete or modify this list.  It is crucial to sound decisionmaking, however, to have a set of pre-established criteria.  

· The proposed intervention should not require additional administrative expenditures of a magnitude that would jeopardize the financial viability of shelters or the current delivery of services.  

· The proposed interventions should not add material administrative workload to shelter staff.  For purposes of this criterion, a “material” addition involves work that requires the addition of new staff to complete.  

· The proposed interventions should not require expertise that is beyond the scope of a homeless shelter’s mission.  The five processes essential to TB control identified in Chapter 5, however, are considered to be administrative processes.  Administrative expertise is expected within every organization.

· The proposed interventions should keep the delivery of medical services within the health care provider community.  Homeless shelter staff, for example, do not generally have the training or expertise to deliver TB testing.

· The proposed interventions should be consistent with the homeless shelter industry’s existing application of the “safe night of shelter” doctrine.  While there is a presumption that homeless persons will not be denied shelter, such denial can and will occur when necessary to protect the health and safety of shelter workers and residents.

· The proposed interventions should seek to resolve the incidence of tuberculosis within the homeless shelter community and not merely redistribute it.  There should be an identifiable link between the intervention and the reduced incidence of TB within the homeless shelter community as a whole.  Interventions should not merely move the incidence of TB from one shelter to another, or from one type of shelter to another.

· The proposed interventions should be equally applicable to all homeless shelters unless explicitly stated otherwise.  Interventions should seek not to target large shelters versus small shelters, shelters for men versus shelters for women, or extended day shelters versus emergency overnight shelters.  

· Interventions should include a complementary package of administrative controls and engineering controls.  Neither type of control is sufficient, standing alone, to adequately control tuberculosis in homeless shelters.  

· Interventions should promote the development of mature TB control processes. They should be documented in writing; they should be independent in their extent, consistency and quality of application from the specific person or persons implementing them; and they should not require “heroic” individual effort to implement.  

Each recommendation presented in this chapter has implicit within it the application of the criteria identified immediately below.

Recommendations for the Control of TB in Homeless Shelters
Given the above discussion, this chapter offers a package of recommendations that spans the entire Continuum of Intervention. The rationales for each recommendation are described below. 

The description below further identifies the linkage between the recommended intervention and the control of TB within the homeless shelter population through the FSC How-Why chart.
 The purpose of the How-Why charts is not to prove the connection; it is rather to demonstrate the causal linkage.  

Moreover, the How-Why charts do not indicate all impacts of a particular intervention.  Rather, they are designed to identify the causal linkage between the intervention and the desired outcome, irrespective of other impacts. 

Recommended intervention #1:
The Department of Human Resources, Division of Public Health, should prepare, and routinely update, a comprehensive inventory of homeless shelter facilities and programs within the Atlanta metropolitan region. 

Intervention continuum:
Enable

“As is” behavior:
No definition of “homeless shelter” has been promulgated. No comprehensive inventory of “homeless shelters” exists.

Desired behavior:
Promulgate definition of what constitutes a “homeless shelter.” Prepare comprehensive inventory of homeless shelters, routinely updated, and distinguishing between types of programs and facilities.

Measurable outcomes (intermediate)::
Existence of up-to-date comprehensive inventory of homeless shelters and distinguishing between different types of programs and facilities.

Barrier(s) to change::
The phrase “homeless shelter” is a colloquialism rather than a term-of-art.  The phrase covers many types of programs and facilities. In addition, many facilities have multiple programs. There is no generally-accepted objective attribute which makes a facility a “homeless shelter.”

Text reference:
Pages 19 - 26

The Department of Human Resources, Division of Public Health, should prepare and routinely update, a comprehensive inventory of homeless shelter facilities and programs.  No comprehensive inventory exists of homeless shelters in Fulton County.  The Department of Human Resources, Saint Joseph’s Mercy Care Services, and United Way’s 2-1-1 service directory all maintain lists of “homeless shelters.”  None are comprehensive, and none of the three identify the same programs and facilities as “homeless shelters.”  

Inherent within this inventory is the assumption that that it is possible to define precisely what is meant by the term “homeless shelter.”  The phrase homeless shelter is a colloquialism and not a term of art.  A homeless shelter includes more than the stereotype of the large emergency overnight shelter.  It includes extended stay shelters, as well.  It may include facilities that are viewed as substance abuse shelters, domestic violence shelters, or runaway shelters.  It may include day shelters as well as shelters providing overnight sleeping accommodations.  

Whatever the intervention, whether it is regulation, financial and technical assistance, or required data reporting, the state should specify precisely what is incorporated within the rubric of the term “homeless shelter” and should periodically perform a comprehensive inventory of the homeless shelters serving the Fulton County area.  Only in this fashion can the state demarcate the coverage of the TB control initiatives that it pursues within the homeless shelter industry. 

The inventory should make relevant categorizations and distinctions.  For example:

· The inventory should distinguish, in particular, between extended stay and emergency overnight shelters.  For purposes of TB control, this distinction is more important, and more objectively determinable, than the distinction between “emergency shelters” and “transitional housing.” 

· The inventory should also distinguish between facilities and programs.  Many homeless shelter facilities (such as the Salvation Army) have multiple homeless shelter programs. 
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Recommended intervention #2: 
The Department of Human Resources, Division of Public Health, should create an internal staff position to coordinate TB control within the homeless shelter industry, or contract with an outside agency to provide such coordination.

Intervention continuum:
Enable

“As is” behavior:
Disparate entities provide specific services directed toward specific aspects of TB control within homeless shelters. Little, if any, coordination exists between these entities. Gaps in resource deployment exist. 

Desired behavior:
A “quarterback” is needed, someone to define the universe of need, to identify and deploy the full array of resources to meet that need, and to identify and fill the gaps in resource deployment. 

Measurable outcomes (intermediate)::
Extent in incidence or duration of gaps in TB control activities. Extent in incidence or duration of gaps in resource deployment.

Barrier(s) to change::
The system that exists to provide TB control lacks overall coordination. No comprehensive inventory of homeless shelters exists, let alone a comprehensive analysis of the “gap” in coverage of TB testing.

Text reference:
Pages 58 – 67, 73 - 77

An entire network of services providers –housing or otherwise-- exists in Fulton County that will affect (positively or adversely) the ability of homeless shelters to provide effective TB control to the population of persons staying at homeless shelters.  The homeless shelters, themselves, are but one part of this system of services. In addition to the shelters, the network of on-site health care providers (such as Saint Joseph’s), the network of off-site health care providers (such as Grady Hospital), and the network of individuals and institutions devoted to those with mental illnesses are but three of the other important components of the total system.  

The Fulton County “system” for serving homeless shelter residents lacks overall coordination.  Moreover, there is no capacity within the Fulton County system to direct highly effective TB control toward the homeless shelter population through a coordination of the interrelationships within the system with what occurs inside the four walls of a shelter.  A “quarterback” is needed. 

The quarterback could be either inside or outside the Department of Human Resources.  One potential model suggested by members of the CETBA strategic planning session, for example, began by having a staff position named within the Department of serve as the quarterback.  This staff position, which would require a specific budget, would work with an oversight board.  That board would consist of representatives of the Department, the health care provider community, and the homeless shelter industry. The health care community and homeless shelter industry could select (or “elect”) their own respective representatives.  

The recommendation of a centralized authority is generally consistent with the overall recommendation arising from the U.S. Department of Housing and Urban Development’s (HUD) analysis of the Continuum of Care (CoC) approach to providing homeless services.  The 2002 evaluation found that key components of a “best practices” model of service delivery to the homeless included, among other things: (1) having or training staff with the responsibility to promote systems/service information sharing and integration; (2) local interagency coordinating body with formal authority to ensure compliance; (3) having a centralized authority for the homeless assistance system; (4) and adopting and using an interagency management information system.
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Recommended intervention #3:
The Department of Human Resources, Division of Public Health, should require homeless shelter workers to be tested for TB at the time they are first employed and on a routine six-month basis thereafter.

Intervention continuum:
Require

“As is” behavior:
Shelter workers are not uniformly screened at the time of their first employment nor routinely thereafter. Many shelters, at most, encourage workers to obtain TB tests on their own.

Desired behavior
Shelter workers are routinely screened for TB.

Measurable outcomes (intermediate)::
Percent of shelter workers receiving initial and periodic TB screening.

Barrier(s) to change::
Homeless shelters do not perceive TB to be a sufficient threat to require shelter worker testing.  Shelter administrators are concerned that required testing will “stigmatize” the disease and render staff recruitment difficult.  

Text reference:
Pages 51 - 54

Homeless shelters should be required to screen workers for tuberculosis both at the time the worker begins his or her employment at the shelter and on a regular six-month basis thereafter. Screening for tuberculosis is important as a worker health and safety protection.  Because it is difficult, if not impossible, to keep TB out of a homeless shelter should a resident have active infectious TB, and because shelter residents can transmit the disease through “shared air,” whether or not there is ever direct contact between a sick resident and the worker, homeless shelter workers have a particular risk of exposure to TB.  

Screening workers for TB at the time they are first employed creates a necessary baseline of information against which to measure the presence of future infection.  This initial screening establishes whether a worker enters the shelter disease free.  If a subsequent screening establishes that a previously disease-free worker has contracted either the TB infection or the active TB disease, the shelter is placed on notice that TB has potentially been present in the shelter at some time during the six-month period since the last worker screening.  

Required screening is deemed necessary because the interventions “to the left” of Required Interventions have not been effective in generating universal screening of workers, either at the time workers begin their relationships with shelters or on a periodic basis thereafter. Moreover, it is important for the worker screening to reach 100% of the worker population.   
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Recommended intervention #4:
The Department of Human Resources, Division of Public Health, should require extended stay homeless shelter
 residents to be tested for TB at the time they first stay at the shelter and on a routine six-month basis thereafter.

Intervention continuum:
Require

“As is” behavior:
Shelter residents are not uniformly screened at the time of their first employment nor routinely thereafter. Many shelters, at most, encourage residents to obtain TB tests on their own.

Desired behavior:
Shelter residents screened for TB at time of initial stay and on periodic basis thereafter.

Measurable outcomes (intermediate)::
Percent of shelter residents screened initially and on periodic basis.

Barrier(s) to change::
Homeless shelters do not perceive TB to be a sufficient threat to require shelter resident testing. Required testing difficult to enforce short of denying shelter to a homeless person because of the failure to obtain a test.

Text reference:
Pages 51 - 73

Extended stay homeless shelters should be required to screen residents for tuberculosis both at the time the resident begins his or her stay at the shelter and on a regular six-month basis thereafter. Screening residents for tuberculosis at the time they begin their stay creates a necessary baseline of information against which to measure the presence of future infection.  This initial screening establishes whether a resident enters the shelter disease free.  If a subsequent screening establishes that a resident is experiencing either the TB infection or the active TB disease, the shelter is placed on notice that TB has potentially been present in the shelter at some time during the six-month period since the last resident screening.  

Limiting resident testing to extended stay shelters responds to the repeated recognition of the need to carefully limit TB testing. It is clear that TB testing is not the primary (or even perhaps the most important) aspect of a TB control protocol.  

Tuberculin skin test screening and isoniazid preventive therapy programs among homeless persons have been generally unproductive because of poor patient adherence to follow-up visits and treatment regimens.  Screening should be undertaken only if there is a reasonable possibility that most infected persons identified will complete preventive treatment.

One CDC staffperson working in the Division of Tuberculosis Elimination wrote, in collaboration with the Advisory Council for the Elimination of Tuberculosis:

Although screening high-risk populations for TB infection and providing preventive therapy are crucial to achieving the nation’s goal of eliminating TB, completion of TB therapy and contact investigation should have priority over screening.  Decisions to screen particular groups should be based on local epidemiological data and made in consultation with local health jurisdictions to ensure appropriate follow-up, evaluation, and management of persons having TB infection or disease. Health-care agencies or other facilities should consult with the local health department before starting a skin-testing program to ensure that adequate provisions are made for the evaluation and treatment of persons whose tuberculin skin tests are positive.  Tuberculin skin-testing programs that identify infected persons without current disease should be undertaken only if the diagnostic evaluation and a course of prescribed therapy can be initiated and completed.
 (emphasis added).

Extended stay shelters appear to address the concerns raised by these publications.  Required testing is limited to extended day shelters because these shelters can exercise oversight over their residents during the period of their stay.  Even in a shelter providing extended stay housing for a period as short as seven days has sufficient time to require a resident to obtain a test from a health care provider, and return to have that test “read” within the appropriate time thereafter.  Required testing is also consistent with requiring extended stay resident to engage in activities deemed by the shelter to be necessary or beneficial to the resident or the shelter. 

Required screening is deemed necessary because the interventions “to the left” of Required on the Continuum of Intervention have not been effective in generating universal screening of residents, either at the time residents begin their relationships with shelters or on a periodic basis thereafter. While increased education directed toward workers and residents should increase the penetration of initial and periodic testing within the resident population, the need for a 100% penetration counsels for a Required Intervention.
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Recommended intervention #5:
The Department of Human Resources, Division of Public Health, should sponsor a targeted public information campaign aimed at raising the level of awareness and knowledge about TB among the homeless industry.

Intervention continuum:
Enlighten

“As is” behavior:
There is a lack of awareness and knowledge among homeless shelter workers, administrators and residents concerning TB: the signs and symptoms, the course of the disease and its treatment. There are misconceptions about the disease and its risks. There is a lack of urgency attached to the need to control TB. It is reported there is a stigma associated with having the disease. 

Desired behavior:
Shelter workers, administrators and residents are uniformly aware and knowledgeable about TB: the risk it poses, how to identify it and how to treat it.

Measurable outcomes (intermediate):
Increases in the unaided knowledge about TB.  Increases in the effective knowledge of TB control activities.  

Barrier(s) to change:
Nature of latent infection.  Long involved protocol for finding and treating. Multitude of shelter needs relative to scarce resources. Plethora of issues, particularly health issues, on individual basis. 

Supporting text:
Pages 51 – 54, 67 - 73

The ultimate success of TB control efforts among the homeless will require the voluntary participation of homeless shelter staff and residents. Even when certain activities might be “required,” their effective implementation requires a buy-in by staff and residents alike.  Clearly awareness and knowledge about TB — the risk it poses, how to identify it and how to treat it — is a precursor to individuals taking these voluntary actions. The solution encompassed in this recommendation has its roots in a comment made during one homeless shelter site visit. While TB screening requirements were being discussed, the comment was that both residents and staff were encouraged to have regular TB screening “to take care of themselves.” The recommended public information campaign builds on that concept. “Take care of yourself. Get tested. Get treated.” 

To be readily understood and absorbed, information concerning TB, its identification and treatment, must be simplified and expressed in culturally appropriate –context appropriate-- language. One model discussed during the CETBA meeting is the public information campaign concerning breast cancer sponsored by the American Cancer Society. That campaign does not seek to educate the public on everything there is to know about breast cancer.  It instead focuses on the first step, early detection. The parallel approach in the world of TB control would be to focus on disseminating information about skin testing and the importance of getting skin tests read. Information about TB must be communicated through media that reach the homeless. Like the breast cancer campaign, a TB public information campaign has to be pervasive. It must consistently communicate that TB is here, it is dangerous, but it can be controlled if individuals act reasonably and responsibly.
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Recommended intervention #6:
The Department of Human Resources, Division of Public Health, should promulgate uniform procedures, model templates, and related documents relating to the five administrative processes essential to the control of TB.

Intervention continuum:
Facilitate

“As is” behavior:
The five administrative processes critical to TB tend to be immature ad hoc processes. Implementation is of inconsistent application, consistency and quality.

Desired behavior:
The five administrative processes found to be critical to TB control should exist and exhibit at least a Standardized level of process maturity.

Measurable outcomes (intermediate)::
Objective measures of process as outlined in process maturity model.

Barrier(s) to change::
Shelters often lack the necessary human and financial resources to improve administrative processes.  Shelter staff do not view improvement of process maturity for purposes of TB control to be a high priority relative to other shelter needs.

Text reference:
Pages 77 - 96

The Department of Human Resources, Division of Public Health, should promulgate uniform procedures, model templates, and related documents relating to the administrative processes essential to the control of TB within homeless shelters. Five administrative processes have been found to be essential to TB control: admitting residents, screening residents, referring suspected TB cases, managing information, training staff.  Without having these processes reach at least the Standardized level of process maturity –the levels of process maturity are discussed in detail in Chapter 5 as well as in Appendix A—effective TB control cannot occur.  

Homeless shelters, however, are frequently incapable of implementing the administrative processes at a level of maturity necessary to control TB.  They generally lack the expertise to know what processes to adopt or how to increase the maturity of the processes they have. They frequently lack the resources to do undertaken those improvements they recognize as being necessary or beneficial.  They tend to view TB control not as unimportant, but not as important as other priority needs to which they choose to devote scarce resources.  

Educating homeless shelters about either the importance of TB control, or about the need for the existence and maturity in the five essential processes, will be insufficient to achieve these processes if the capacity to design and implement the processes does not exist.  As a result, an Enlightenment Intervention is insufficient standing alone.  

The promulgation of uniform procedures and model documents helps to socialize the costs (both in terms of money and effort) of implementing the essential administrative processes with a sufficient level of maturity.  The promulgation of such procedures and documents will help toggle the homeless shelter industry from a “cannot” circumstance to a “can.”
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Recommended intervention #7:
The Department of Human Resources, Division of Public Health, should promulgate a model TB control protocol from top-to-bottom.

Intervention continuum:
Enabled

“As is” behavior:
Homeless shelter staff lack experience with TB within their shelters and are unaware of what an appropriate comprehensive TB control protocol would reflect.  

Desired behavior:
Adoption, documentation, implementation, and active management of a comprehensive TB control protocol.

Measurable outcomes (intermediate)::
Number of shelters adopting each section of model TB control protocol.  

Barrier(s) to change::
Shelters lack sufficient experience with TB to determine what is necessary to implement as a control measure. Shelters often lack the necessary human and financial resources to adopt, document and implement TB control protocols, let alone actively manage those protocols.  Shelter staff do not view TB control to be of a high priority relative to other shelter needs.

Text reference:
Pages  51 – 67, 77 - 96

The Department of Human Resources, Division of Public Health, should promulgate a model TB control protocol from top-to-bottom.  Fulton County homeless shelters universally lacked TB control protocols.  Even those shelters that report implementing aspects of a TB control protocol by implementing certain TB control procedures have not committed those procedures to writing.  The implementation of those procedures is inconsistent in terms of the degree to which they are implemented, the consistency of implementation, and the quality of implementation.  There is no consideration of the effectiveness of TB control activities and no active management of those procedures to improve or eliminate ineffective procedures.  

Most Fulton County shelters report a lack of experience with TB within the four walls of their shelter.  This lack of experience results in two serious ramifications.  On the one hand, shelters report that their lack of experience with TB within the four walls of their shelter demonstrates that the need to control TB does raise to a high priority level relative to other shelter needs.  On the other hand, even if shelter administrators decided to adopt a comprehensive TB control protocol, their lack of experience leaves them short of the knowledge of what can and should be implemented.  When asked what they would do when faced with certain TB control circumstances, most shelter administrators responded: “I don’t know; I’ve never faced that.”

The promulgation of a TB control protocol should include components from top-to-bottom.  The protocol should provide guidance not simply on the screening of shelter residents, but on recordkeeping, isolation, referrals, contact investigations, and the like. Shelters should be encouraged to adopt the model protocol. Recognition, and perhaps priority funding, should be provided to shelters having adopted the model protocol.  

The promulgation of a model TB control protocol would socialize the costs –both human and financial—of preparing such a protocol for implementation.  The promulgation of such a model protocol is an Enable Intervention.  It would help toggle the shelter from the “cannot” status to the “can” status. The promulgation of a model TB control protocol, however, could not be undertaken without complementary education (Enlighten Intervention).  

If the Department of Human Resources finds that promulgation of model documents and procedures does not result in their adoption, the Department may need to further consider whether interventions “to the right” on the Continuum of Intervention are warranted.  
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Recommended intervention #8:
The Department of Human Resources, Division of Public Health, should prepare an inventory of best practices in homeless shelter TB control.  DHR/DPH should track the extent to which local homeless shelters adopt such best practices.

Intervention continuum:
Encourage

“As is” behavior:
Homeless shelters have not adopted or implemented TB control activities.  

Desired behavior:
Homeless shelters not only adopt minimally necessary TB control activities, but actively manage their TB control processes to exploit best practices to increase effectiveness and efficiency.

Measurable outcomes (intermediate)::
Percentage of shelters exploiting best practices.

Barrier(s) to change::
Shelters lack sufficient experience with TB to determine what is necessary to implement as a control measure. Shelters often lack the necessary human and financial resources to adopt, document and implement TB control protocols, let alone actively manage those protocols.  Shelter staff do not view TB control to be of a high priority relative to other shelter needs.

Text reference:
Pages 51 - 76

The Department of Human Resources, Division of Public Health, should prepare an inventory of best practices in homeless shelter TB control.  The best practices should cover a TB control protocol from top-to-bottom.  Considerable attention has been devoted in this needs assessment to the necessary actions that must occur in order for homeless shelters to have even minimally effective control TB within their four walls.  

As with any other organizational process, however, the process of TB control can and should be managed. In a managed TB control process, the state would focus not merely on “controlling” TB within the homeless shelter population, but on the elimination of TB within the shelter population. Moreover, the state would pilot innovative ideas and technologies not only to have the homeless shelter industry become more effective, but to have the homeless shelter industry become more efficient in its control of TB. To do this, best practices must be exploited. 

The examples below illustrate the types of activities that the authors might consider to be “best practices” for TB control within homeless shelters. This is certainly not a comprehensive list.

· Transportation:  “TB case finding should be part of the regular health care provided to homeless persons. Shelter staff and others providing services can assist in case finding by identifying persons with a persistent cough and ensuring that suspected cases are quickly evaluated by a health-care provider.  If this evaluation cannot be done at the shelter, immediate transportation to a health-care facility should be provided.”

· Long-term care:  “Ideally, homeless persons with active TB should be housed in a special shelter, halfway house, or other long-term treatment facility until therapy is complete or more permanent housing is identified.”

· Case management:  “The homeless person with TB may not view TB as the highest priority concern.  Other concerns – e.g., shelter, food and safety—are likely to be of grater priority.  Thus, the involvement of social workers on the treatment team to assist in solving these other problems is important for achieving successful treatment of TB.”

· Treatment monitoring:  “Treatment must be carefully monitored.  Failure of patients to take TB medications as prescribed can result in relapses, drug resistance, further transmission of TB, and death.  For more patients, it is desirable that a health-care worker or other responsible adult directly observe ingestion of medication.”

· Locating TB clinics:  “Whenever possible, TB clinics should be located close to shelters or other places (e.g., soup kitchens) where homeless persons receive services.  If this is not possible, transportation to the clinics should be provided.”

· Facilitating homeless person buy-in:  “Incentives and enablers to encourage adherence should be used.  These might include items such as food or food vouchers, cash, special lodging, transportation vouchers or tokens, articles of clothing, priority in food lines, and assistance in filing for benefits.

· Complementary engineering controls:  “Because even optimal ventilation does not preclude TB transmission, supplemental upper room germicidal ultraviolet (UV) air disinfection may be useful to further reduce the chance of transmission.”
· Data sharing:  “Clinical data on homeless clients (guests) should be maintained and shared between shelters.”
The inventory of best practices should involve the description of best practices, the identification of shelters and programs implementing the best practices, the documentation of resource requirements for best practices, and the preparation of case studies outlining how such best practices can be duplicated.

The purpose of inventorying best practices is not to require their adoption by homeless shelters.  The inventory does, however, facilitate their adoption by identifying their existence, outlining their resource needs, describing their adoption, and providing contact information.
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Recommended intervention #9:
The Department of Human Resources, Division of Public Health, should require homeless shelter professional staff to periodically acquire tuberculosis-related continuing education.

Intervention continuum:
Require

“As is” behavior:
There is a lack of technical knowledge among homeless shelter workers and administrators regarding all aspects of TB control:  the signs and symptoms of the disease, the course of the disease and its treatment, the application of various administrative and engineering controls within shelters, etc. There are misconceptions about the disease and its risks. 

Desired behavior
Professional homeless shelter workers and administrators are uniformly knowledgeable about TB: the risk it poses, how to identify it and how to treat it and how TB controls are implemented within a shelter environment.

Measurable outcome (intermediate):
The percentage of trained and certified staff. The goal is 100%.

Barrier(s) to change:
There is a lack of urgency attached to the need to control TB in general. The internal homeless shelter processes for delivering training are immature or non-existent. There is no evidence of available third-party tuberculosis training.

Supporting text:
Pages 67 - 70, 84 -96

This recommendation is intended to build on the tuberculosis awareness campaign presented in Recommendation 5.. While that campaign will raise the consciousness of homeless shelter staff and administrators, there is additional knowledge that should also be conveyed to this audience— information that is more specific, more detailed and more technical. Indeed, this knowledge is generally essential to having the various components of a TB control protocol operate effectively.

Specifically, training needs to be developed and delivered on the following topics:

· The signs and symptoms of TB and how they interact with other health issues of the homeless.

· The course of the disease including difference between having TB infection and having the active disease.

· The treatment for TB and how the extended drug regime interacts with the homeless environment (i.e., how does one KNOW a homeless individual continues treatment?)

· Administrative TB controls recommended or required for homeless shelters including model forms and procedures.

· Engineering controls recommended or required for homeless shelters— what is effective and what is not effective.

· The TB control system— the role that homeless shelters play as well as the roles played by other organizations.

This is a Required intervention because it is important for the Department of Human Resources to achieve 100% participation. The recommendation is that each homeless shelter provide documentation of the training acquired by its staff as part of the periodic data reporting discussed elsewhere. Each shelter’s Executive Director would certify that its staff has complied with the training requirement. There are many models of how to administer a requirement for continuing professional education throughout Georgia and other states.

Training of this nature is not currently available. DHR may need to fund development of this training and subsidize its delivery (Enabling/Facilitating interventions) in support of the Required action.

The training envisioned must be coordinated with several other recommendations. Specifically:

· The awareness information campaign will be supplemented by this training. That campaign could even refer to the training requirement.

· The template forms and procedures must be developed in advance of this training to be included.

· The certification of staff training must be included with the required data reporting.
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Recommended intervention #10:
The Department of Human Resources, Division of Public Health, should require annual certification of TB control activities undertaken by extended stay and overnight shelters.  

Intervention continuum:
Require

“As is” behavior:
Homeless shelters do not regularly engage in TB control activities.

Desired behavior:
Homeless shelters fully implement TB control protocols.

Measurable outcomes (intermediate)::
Certification of implementation of TB control protocol.

Barrier(s) to change::
Homeless shelters lack the human and financial resources to implement TB control protocols.  Homeless shelters lack the experience and expertise to implement protocols. Implementing TB control is not high priority relative to other shelter needs.

Text reference:
Pages 51 – 70, 77 - 96

The Department of Human Resources, Division of Public Health, should require annual certification of the TB control activities undertaken by extended stay and emergency overnight shelters.  

Two reasons exist for the state to require shelters to certify their TB control activities.  First, the certification of activities allows the state to assess the extent to which, if at all, gaps exist in TB control activities.  The recommendations contained in this needs assessment, with a few exceptions, avoid requiring homeless shelters to undertake any particular TB control activity.  The recommendations instead focus on actions that educate shelter staff and residents, as well as actions that enable the shelter to engage in comprehensive TB control.  The certification process is consistent with this approach, in that it involves merely reporting.  Shelters are not required to certify their compliance with required actions.  They are merely asked to report what they do, in fact, do.  

The implicit assumption behind the recommendation in this needs assessment is that if shelters are provided adequate knowledge and capacity, they will undertake TB control activities.  If this assumption does not hold true, however, the state must assess whether it needs to implement interventions further “to the right” on the Continuum of Intervention (Facilitate, Encourage, Require).  If gaps in TB control activities continue to exist, the state must then determine why the gaps remain, how significant the gaps are, and what must be done (if anything) to close those gaps.

Second, the certification of activities allows the state to trace the reported incidence of TB to the performance (or nonperformance) of TB control activities.  In theory, the implementation of TB control protocols should have an empirically ascertainable impact on the incidence of TB within the homeless population.  The certification of what activities are or are not occurring should be traceable to the presence of either TB infections or the active TB disease.
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Recommended intervention #11:
The Department of Human Resources, Division of Public Health, should require homeless shelters to install outside ventilation resulting in prescribed air changes per hour (ACH) (or other engineering controls as appropriate) for all rooms sleeping minimum numbers of persons and for all rooms in which minimum numbers of persons eat, recreate, or otherwise engage in group activities.

Intervention continuum:
Require

“As is” behavior:
Existing ventilation (or other engineering controls) sufficient to provide TB control frequently does not exist. Where ventilation does exist, it is generally not known whether provides adequate TB control capacity.

Desired behavior:
The minimum level of ventilation (or other engineering controls) necessary to provide TB control exists and is consistently maintained.

Measurable outcomes (intermediate)::
The percentage of shelters installing appropriate ventilation systems (or other engineering controls) meeting adequate performance standards.

Barrier(s) to change::
Installing new ventilation systems requires expenditures of dollars, both in capital costs, in operation and maintenance costs, and in routine testing costs. The installation, maintenance and testing of ventilation systems may also require expertise beyond the existing staff expertise. 

Text reference:
Pages 40 - 44

Homeless shelters should be required to install engineering controls to complement the administrative TB controls implemented at their shelters.  Engineering controls should involve, at a minimum, outside ventilation resulting in prescribed air changes per hour for designated types of rooms. Ventilation systems should be supplemented with high efficiency particulate air (HEPA) filters where appropriate. 

If installed and maintained correctly, the ventilation and air filtering system will help control TB by diluting air that may contain droplet nuclei through which the M. Tuberculosis can be transmitted.  Implicit within the required installation of ventilation equipment is a requirement that homeless shelters will periodically certify that their ventilation and filtering systems, including the relevant ductwork, have been installed correctly, are working properly, and are meeting prescribed performance standards. 

The Required Intervention should be packaged with interventions that Enlighten, Enable, Facilitate and Encourage as well. Efforts to educate shelters on the uses of (and need for) ventilation are needed to enlighten shelters regarding the benefits of using engineering controls.  Staff training on the installation, operation, maintenance, and testing of ventilation equipment will likely be necessary as an Enable intervention.  Low-cost financing (or outright grants) will be necessary to Facilitate (and perhaps motivate) the installation of new engineering control equipment.  
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Recommended intervention #12:
The Department of Human Resources, Division of Public Health, should establish a uniform periodic data reporting protocol for health care providers delivering service to homeless individuals. 

Intervention continuum:
Require

“As is” behavior:
A small number of residents of emergency overnight shelters are tested for TB.  An even smaller number are tested, return to have those tests read, and continue on to complete treatment if found to be infected.

Desired behavior:
Homeless shelter residents routinely receive TB tests and return to have those tests read.  Residents found to be infected, or to have the active infectious disease, complete their treatment regimen.

Measurable outcomes (intermediate)::
Proportion of homeless persons tested for TB. Proportion of persons tested who return to have tests read.  Proportion of persons found to be infected that are documented to have completed their treatment regimen.

Barrier(s) to change::
Shelters have incomplete access, if any, to health care data of residents. Health care providers have no centralized data resource either to use in accessing or reporting information.  

Text reference:
Pages 58 - 67

The Department of Human Resources, Division of Public Health, should establish a uniform outcome-based data reporting protocol for health care providers delivering service to homeless individuals. The allocation of resources to TB control must be data-driven.  The data most relevant to allocating TB control resources within the homeless shelter industry would seem to come from health care providers rather than from the shelters themselves.  While homeless shelters provide the opportunity for health care providers to deliver services to homeless persons, those shelters are not in the ideal position to collect and report data regarding either the extent to which services have been delivered or the health-care outcomes from such delivery.

The reporting that is needed on a systemwide basis is similar to those routine reports that are currently generated by Saint Joseph’s Mercy Care. These reports would indicate the TB testing that was provided to homeless persons by geographic location; the extent to which persons receiving such tests returned to have their tests read; the extent to which such tests identified active TB disease as well as latent infection; and the extent to which persons identified with either the disease or the infection began treatment, as well as the extent to which persons were known to have completed treatment.  It would be helpful if these reports contained information on the places where persons receiving tests (and test readings) had stayed for shelter within the past 30-days as well as other demographic information about the persons being served.

The information reported would be used not only to track the delivery of TB testing and treatment services to the homeless population, but would be used to determine what interventions directed at the homeless population are most effective to increase the proportion of the population being tested, having their tests read, and completing treatment. The level of intervention directed toward the homeless population could range from Enlighten to Encourage.
  An Enlighten intervention might involve the public awareness campaign recommended above.  An Encourage intervention might involve the provision of financial incentives for completion of TB treatments as discussed above.

Because of the need for 100% participation by health care providers delivering services to the homeless, this intervention is proposed as a Required intervention. One step down from requiring such data reporting is to condition the receipt of public funds on agreeing to such reporting.  

The Department of Human Resources would serve as the central depository for the required  periodic reports.  The data, along with the state’s analysis, should be circulated within the health care provider community.  
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Recommended intervention #13:
The Department of Human Resources, Division of Pubic Health, should provide funding for health care providers sufficient to provide stable on-site testing of homeless shelter residents at emergency overnight shelters.

Intervention continuum:
Facilitate 

“As is” behavior:
Testing of shelter residents is focused on extended stay shelters since the proportion of tests “read” at extended stay shelters is much higher than for overnight shelters.

Desired behavior:
Residents of overnight shelters have routine periodic TB tests that are read by appropriate health care providers with treatment provided as appropriate.

Measurable outcomes (intermediate)::
Proportion of shelter residents tested for TB within a uniform reporting period. Proportion of tested persons returning to have their tests read.

Barrier(s) to change::
Receiving TB tests is not a high priority, relative to other needs, within homeless population.  Homeless shelters are not custodial institutions. There is no mechanism for “requiring” shelter residents to have tests or to return to a health care provider to have tests read. The three-day interlude between test administration and test reading is inconsistent with overnight stays.

Text reference:
Pages 58 – 67, 73 - 76

The Department of Human Resources, Division of Pubic Health, should establish funding for the on-site testing of homeless shelter residents at emergency overnight shelters.  While concern has been expressed above (Recommendation #4) about initiating testing programs in situations where the completion of follow-up treatment and preventative care cannot be ensured, residents of homeless shelters have been consistently recognized as a high risk group of individuals.  The discontinuation of screening refers only to low risk persons.

Screening homeless shelter residents should be an objective within Fulton County.

Groups that have the highest priority in all areas of the country include contacts of persons who have suspected or confirmed TB and patients who have human immunodeficiency virus (HIV) infection or risk for HIV infection.  In particular areas of the country, other groups at high risk may include persons who inject illicit drugs, persons who have certain medical risk factors, foreign-born persons recently arrived from countries with a high incidence or prevalence of TB, and residents of congregate settings where risk for transmitting M. tuberculosis is increased (e.g., correctional facilities, long-term care facilities, and homeless shelters). Screening persons in low-risk groups is not likely to be cost-effective and should be discontinued. 

Based on published reports in the medical literature and CDC surveillance data, the Advisory Council for the Elimination of Tuberculosis (ACET) recommends that the following groups be screened for TB and TB infection: . . .(5) residents and employees of high-risk congregate settings (e.g., correctional institutions, nursing homes, mental institutions, other long-term residential facilities, and shelters for the homeless.
 (emphasis added).

While the need to screen high risk groups of persons, such as homeless shelter residents, is recognized, Fulton County shelters do not have stable long-term commitments by health care providers to provide on-site non-emergency health care services which include TB testing. Shelter administrators report that the on-site testing that currently occurs is done on an ad hoc basis that will only continue so long as possible.  Moreover, health care providers that deliver on-site services report focusing their TB testing efforts primarily (although not exclusively) on extended stay shelters where the opportunity is greater to ensure that persons receiving the test will return to have the test read and will complete any required treatment.  

The funding recommended here is an Enable Intervention.  It responds to the reality which the CDC acknowledges: “most state and local TB control programs that report high TB morbidity have inadequate resources to screen all persons in high-risk groups and treat those persons who are infected . . .”  Increased resources to reach the high-risk population of homeless persons who are residents of overnight shelters is necessary.
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Summary of Recommendations
by Placement on Continuum of Intervention


Enlighten
Enable
Facilitate
Encourage
Require

#1

The Department of Human Resources, Division of Public Health, should prepare, and routinely update, a comprehensive inventory of homeless shelter facilities and programs within the Atlanta metropolitan region.




#2

The Department of Human Resources, Division of Public Health, should create an internal staff position to coordinate TB control within the homeless shelter industry, or contract with an outside agency to provide such coordination.




#3




The Department of Human Resources, Division of Public Health, should require homeless shelter workers to be tested for TB at the time they are first employed and on a routine six-month basis thereafter.

#4




The Department of Human Resources, Division of Public Health, should require extended stay homeless shelter residents to be tested for TB at the time they first stay at the shelter and on a routine six-month basis thereafter.

#5
The Department of Human Resources, Division of Public Health, should sponsor a targeted public information campaign aimed at raising the level of awareness and knowledge about TB among the homeless industry.





#6


The Department of Human Resources, Division of Public Health, should promulgate uniform procedures, model templates, and related documents relating to the five administrative processes essential to the control of TB.



#7

The Department of Human Resources, Division of Public Health, should promulgate a model TB control protocol from top-to-bottom.




#8



The Department of Human Resources, Division of Public Health, should prepare an inventory of best practices in homeless shelter TB control. DHR/DPH should track local adoption of such best practices.


#9




The Department of Human Resources, Division of Public Health, should require homeless shelter professional staff to periodically acquire tuberculosis-related continuing education.

#10




The Department of Human Resources, Division of Public Health, should require annual certification of TB control activities undertaken by extended stay and overnight shelters.

#11




The Department of Human Resources, Division of Public Health, should require homeless shelters to install prescribed outside ventilation (or other engineering controls as appropriate).

#12




The Department of Human Resources, Division of Public Health, should establish a uniform periodic data reporting protocol for health care providers delivering service to homeless individuals.

#13


The Department of Human Resources, Division of Pubic Health, should establish funding for the on-site testing of homeless shelter residents at emergency overnight shelters.
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Appendix A
Assessing the Maturity of Level of Management and Support Processes

This Appendix examines the attributes inherent in organizational processes that enable some organizations to be highly effective in today's ever-changing environment. It proposes a process maturity model that can be used to evaluate an organization's management and support processes. 

Different Kinds of Processes

The American Heritage Dictionary
 defines a process as "a series of actions, changes, or functions bringing about a result." Every organizational endeavor consists of processes. That is, a "result," or outcome (whether it is planned or unplanned; ad hoc or systematic; good or bad) is always a consequence of its process.

Said another way, by definition, an antecedent precedes its consequence. A process precedes its outcome. Thus, processes (antecedents) must be managed to effect a desired change to an outcome (consequence). Before a process can be managed, however, it must be identified. In 1991, a team of business professionals and the American Productivity and Quality Center developed a generic, organizational process classification scheme. The Process Classification Framework
 serves as a high-level enterprise model that encourages businesses and other organizations to see their activities from a cross-industry, process viewpoint instead of from a narrow functional standpoint. The International Benchmarking Clearinghouse has endorsed the approach as an industry standard. 

Operating Processes

The Process Classification Framework includes 13 business processes that apply to virtually any business. The first seven are operating processes.
 An organization's operating processes are those used to get the product or service to the customer. These processes include understanding markets and customers, designing products and services, and marketing and selling. 

Management and Support Processes
The last six processes are management and support processes,
 i.e., the processes that make it possible for the company to perform its operating processes effectively. Management and support processes typically bridge across many operational, or primary, processes. These processes include human resource management, information systems management, and finance and accounting.

The discussion below proposes a process maturity model that can be used to evaluate an organization's management and support processes. The model draws heavily from, and is a direct extension of, the Software Engineering Institute's
 (SEI) Capability Maturity Model (CMM).
 The purpose of the discussion is to lay the framework for evaluating the maturity of management and support processes of homeless shelters within the context of OSHA's proposed standard to control occupational exposure to tuberculosis.

Process Maturity Models

Process maturity models are not new. The software industry has been refining process maturity models for several years. A "black-magic" aura has long plagued the industry. As software became increasingly complex, and software development programs become more critical to a number of industries (including aerospace & defense, commercial aviation, and international finance), its quality and reliability was decreasing. Thus spawned some of the better known operational process maturity models, including the: (1) Software Engineering Institute's Software Capability Maturity Model; (2) Software Productivity Research, Inc.'s Software Assessment Model;
 and (3) MicroFrame Technologies, Inc.'s Project Management Maturity Model.

These three models share a similar assessment scale, identifying five progressive stages of process maturity. Table A-1 presents the continuum from worst to best for each of these models.


Table A-1


A Comparison of Process Maturity Models

Process Model
Process Assessment Rankings






Worst  ==> ==> ==>
to  ==> ==> ==>
Best





SEI Capability Model
Initial
Repeatable
Defined
Managed
Optimizing

SPR Process Assessment
Poor
Below Avg.
Average
Above Avg.
Excellent

Project Mgt Maturity
Ad hoc
Abbreviated
Organized
Managed
Adaptive

The SEI Capability Maturity Model, for example, describes an immature organization (Level 1, Initial) as having software processes that are generally improvised by practitioners and their management. An immature organization is reactionary, with managers typically focused on firefighting. It is quite normal for schedules and budgets to be exceeded because they were not based on realistic estimates in the first place. Processes are not predictable, quality is not predictable, and success is dependent upon the capability of individual performers. 

A highly mature (Level 5, Optimizing) organization, on the other hand, exhibits processes that are highly repeatable and predictable. Estimates are realistic and variations from expectations are known and managed. The entire organization is focused on continuous process improvement. Information on the effectiveness of the process is used to propose, prioritize and implement process change. 

A Management and Support Process Maturity Model

The three maturity models identified above all focus on operational process maturity. The fundamental concepts gleaned from the models, however, are equally applicable to management and support processes. This Management & Support Process Maturity Model (M&S PMM), therefore, is a logical extension of those models, applied generically to management and support processes. 

Fundamental Concepts of Process Maturity

Process maturity is the extent to which a specific process is explicitly documented, practiced, coordinated and managed. Maturity represents a growth toward "full development or maximum excellence."
 Therefore, a fundamental premise underlying the maturity framework is that gradations of growth, i.e., maturity levels, exist and are identifiable. As an organization gains maturity, it gains greater capability (see Table A-2).

Four Criteria for Process Maturity
Table A-2, "Five Levels of Process Maturity," depicts the critical attributes of each process criteria associated with its corresponding level of process maturity. For example, the intersecting cell represented by Level 2 "Repeatable" and Criteria B "Practiced" indicates that the key attribute required to achieve a maturity level "Repeatable," for the criteria "Practiced," is "Coordination within the specific workgroup."

Criterion 1:
Documented
The "documented" criteria address the extent to which an organization's processes are documented. The least mature state of documentation maturity is one in which processes typically are ad hoc, perhaps even chaotic. De facto processes may be in existence, but they likely have not been systematically designed. Due to their de facto nature, the processes may be describable by individuals performing the work; they are not officially documented.

Alternatively, in the most mature state, written documentation is consistent throughout the organization.

Criterion 2:
Practiced
The "practiced" criteria address the consistency of process performance. In the least mature state, processes are practiced in an ad hoc or, at best, intermittent manner. 

In contrast, a mature organization is one whose processes are practiced in a consistent manner throughout the organization.

Criterion 3:
Coordinated
The "coordinated" criteria address the extent of process coordination among workgroups and throughout the organization. "Coordination" refers to the harmonious interaction among workers in a common process. In the least mature state, processes are not coordinated to any significant extent. 

On the other hand, a mature organization is one whose processes are coordinated both within workgroups and across the organization.

Criterion 4:
Managed
The "managed" criteria address the extent that process management techniques are employed. In the least mature state, process management techniques are not employed to any significant degree. In contrast, a highly mature organization is one that exploits process management techniques in a proactive and systematic manner to continuously improve and adapt processes.

Five Levels of Process Maturity
An organization may progress in stages along an evolutionary path, from ad hoc (Level 1) to optimized (Level 5). According to the SEI, "maturity implies a potential for growth in capability and indicates both the richness of an organization's processes and the consistency with which they are applied throughout the organization."
 Process capability, as defined by SEI, "describes the range of expected results that can be achieved by following" a particular process. The process capability of an organization "provides one means of predicting the most likely outcomes to be expected" from the process. (See Table A-2).

Examples from a finance and accounting department (part of an operating unit in a large, high-tech corporation in the Midwest) will be used to illustrate aspects of the different maturity levels. The experiences of that finance department were described in a series of articles published in 1995.

Level 1:
Ad-hoc
Level 1 processes are best characterized as ad hoc, perhaps even chaotic. Few processes are documented. Processes that are identified are practiced intermittently at best. There is little coordination of process flow among workgroups. The success of the process is dependent upon specific individuals and "heroic" effort is often required. Crisis management is the norm, and process outcomes tend to be unpredictable.

Level 2:
Repeatable
The primary objective at Level 2, the Repeatable level "is to instill a process discipline in the environment that ensures that the basic practices needed to stabilize the environment are performed on a regular and repeatable basis."
 Processes are established and describable; written documentation exists. Processes and activities are practiced and consistent within a specific workgroup. Unlike Level 1, a process that is "Repeatable" is not dependent upon heroic efforts of single individuals. Rather, process knowledge is in place to ensure fundamental repeatability.


A finance and accounting department (mentioned above) needed first to address the overall mission of their department, followed by an identification of essential processes used to achieve their desired outcomes. A critical business sub-process for this group was "Close the Books." This team, to exhibit Level 2 maturity, needed to identify the various activities, performed by different functional groups, that were necessary to achieve a minimal definition for the "Close the Books" process. This was required to achieve a process capable of being "repeatable and systematic." As one former manager of the group used to say, "We've got to make the `routine' routine."

It is important to understand and establish Level 2 maturity before trying to achieve Level 3. The discipline captured in Level 2 is the foundation for achieving Level 3 and higher.

Level 3:
Standardized
Having established an ability to perform a process in a repeatable manner, the organization can focus on transferring its best practices across the organization. Although successful practices are executed in a repeatable manner at the "Repeatable" maturity level, they may be performed quite differently by different people or in different groups. Some ways of performing these practices will prove more effective than other ways. Thus, the primary focus of Level 3 is to insert the practices from Level 2 throughout the organization. You can think of it as integrating many "pockets" of unique (albeit repeatable) practices into a set of integrated, and organizationally consistent, practices. Everyone in the organization is reading from the same page of the same book. The organizational
 process language and practices are defined and standardized. Training activities are planned and executed based upon identified skills and knowledge required for process execution.


Successful execution of "Close the Books" became a repeatable routine. However, the effectiveness of the process needed improvement. Understanding and capitalizing on processes that work best is the heart of the Standardized level (Level 3). To improve the consistency (and thus the effectiveness), the finance department queried themselves and the internal customers about the requirements of the "Close the Books" process. This resulted in a clear understanding of the criteria of a "quality close." Armed with this knowledge, they began a concerted effort at documenting the process and identifying other functions whose actions affected the closing process. Inputs and outputs of key activities within the "Close the books" process were identified and coordinated with the respective workgroups. The group began training others, thereby ensuring organizational effectiveness of the process. This created a common reference for performing their work. They did not have to try to reinvent the methodology each month. 

Level 4:
Managed
Once the organization can execute its standard processes consistently, it can use process data to eliminate systematically the causes of wide variations in its performance. The objective of the Managed level (Level 4) is to set quantitative performance and quality targets, and reduce the variation in the process to stabilize the organization's capability in achieving these targets. Measurements are used to establish quantitative foundation for evaluating processes and products. Process productivity goals are measured across the discipline. Data is collected and analyzed. Defect detection is pursued. Process control is achieved by narrowing variation in process performance boundaries. Variations in process performance are understood. Process is predictable because the process is measured, and it operates within measurable limits. Process output is of predictable, high quality.


Having clarified the expectations, the finance and accounting group determined the leading causes that prevented them from achieving their defined quality and time goals each time the "Close the books" process was performed. That is, the question of "What makes our closing process go "smooth" one month, and have unexpected perturbations the next?" was evaluated. . .A baseline of "major cost driver occurrences" was created. By identifying, measuring and minimizing those adverse drivers (i.e., defects) of the "Close the Books" process, they dramatically reduced the variation in the process and stabilized their ability to perform consistently within currently defined and acceptable variation. Further, quantitative performance and quality targets were set. A visual measurement program was established, and a complementary reinforcement plan was established to enable meeting the aggressive targets.

Level 5:
Optimized
At the Optimizing level (Level 5), the organization continues on its improvement path with a focus on continuous process improvement. Unlike Level 4, which is focused primarily on managing the current process within acceptable variations, the organization begins in Level 5 to identify process innovations that can continually improve the process performance and therefore favorably affect the organization's competitive posture. In addition to identifying and minimizing process variation (Level 4), the organization is "raising the height of the bar" itself. In other words, a new (improved) process is introduced, which will itself be managed and monitored. The organization focuses on continuous improvement of any factor that affects the achievement of its business goals. It is continuing to optimize and adapt its work processes. 

Continuous process improvement is enabled by quantitative feedback from the process and from piloting innovative ideas and technologies. The entire organization is focused on continuous improvement. Defect prevention activities are planned. The organization can identify weaknesses and strengthen the process proactively, with the goal of preventing occurrence of defects. Best practices are exploited. 


The finance and accounting department story concludes with the organization pursuing continuous process improvement while transitioning to a self-managed team.

Conclusion

Organization endeavors consist of both operational and support processes to produce the desired outcomes. Outcomes can only be managed by managing the processes that produce them. A level of process maturity must exist to manage processes. Process maturity can be identified and managed. Five levels of process maturity have been identified in this discussion.  These five levels are applied to evaluate homeless shelter processes in the text of the report.


Table A-2


Five Levels of Process Maturity


LOW
Process Maturity Levels
HIGH



1
2
3
4
5


Criteria
AD-HOC
REPEATABLE
STANDARDIZED
MANAGED
OPTIMIZED

A
DOCUMENTED
Established & describable, but not documented.
Established, describable and written documentation exists.
Written documents are consistent across the organization
Documented processes and outputs are directly linked to achievement of the organizational mission.


B
PRACTICED
Intermittent.
Consistent within specific workgroup
Consistent across the organization.



C
COORDINATED
Not coordinated
Coordinated within specific workgroup
Integrated among workgroups; internal outcome requirements understood and defined.



D
MANAGED
Process management techniques not employed
Process flow is integrated within the workgroup.

Training is employed to address process issues within the workgroup.
Process flow is integrated across the organization.

Training activities are planned and executed based upon identified skills and knowledge required for process  execution.
Process control parameters are used to quantitatively and systematically reduce process variation across organization
Process output parameters are used proactively to systematically improve and adapt processes.

The "zone" of process control moves.


Capability Acquired

Disciplined processes.
Standard and consistent processes.
Predictable processes.
Continuously improving processes.
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Appendix B:
The Relationship Between Goals, Objectives, Strategies and Tactics in Program Planning

Appendix B: Basic Program Planning Model







1.
Articulate the program goal




The program goal is the ultimate end-in-view resulting from the program. 




Illustration: To maintain better contacts within one's family.





2.
Establish one or more program objective(s)




Program objectives are to be both attainable and measurable.  It is against program objectives that program performance is subsequently measured. 




Illustration: To be home for holidays.





3.
Identify the strategy through which to accomplish the objective(s)




The "strategy" of a program is the overall direction in which the program intends to move.  




Illustration: To acquire frequent flyer miles to fund airplane tickets for holiday trips home.





4.
Identify one or more tactics through which to implement the strategy




Program "tactics" are the specific action steps through which a strategy is implemented.




Illustration: To limit all business trips solely to a single airline to increase the accumulation of frequent flyer miles.

Appendix B: Basic Program Planning Model







5.
Measure program performance




Measuring the performance involves measuring outcomes, a process that is different from measuring outputs or activities. Neither output measures nor activity measures contribute to a determination of whether a program objective is being met. Accomplishment of an objective can only be measured through an analysis of program outcomes.




Illustration (outcome measure): Was I home for New Years Day, Labor Day, Fathers Day? 



Illustration (activity measure): Did I fly all my business trips on one airline?



Illustration (output measure): Did I accumulate sufficient frequent flyer miles to fund a trip home for the holidays?





6.
Evaluate program performance in light of the program objectives




Program performance should be measured relative to the program objective. This involves creating a feedback loop.  The feedback loop provides the planner with the ability to determine if the objective was met, and if not, what changes need to be made to improve performance.




Illustration (flawed strategy):  I flew enough business trips on one airline to accumulate sufficient miles for an airline ticket, but my home town does not have an airport



Illustration (flawed tactic design): I flew 100% of my business trips on a single airline, but I took only three business trips.



Illustration (flawed tactic implementation): I flew enough business trips on one airline to accumulate sufficient miles for an airline ticket, but the airline on which I took all my business trips does not fly to my home town.
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� 62 Federal Register 54160, 54185 (October 17, 1997).


� The selection of the six shelters to be subjected to site visits was made by the Department of Human Resources, Division of Public Health.  Site visits were made to Jefferson Place, Atlanta Union Mission, the Salvation Army, Peachtree and Pine, Boulevard House, and Clifton Sanctuary Ministries.


� Not all facilities had all of these staff functions.


� Shelter staff were told: “while the questions may seem detailed at times, what we're trying to do is to develop an ability to tell your story.  We simply can't do that unless we understand how your shelter operates.  And we want to tell that story based on data rather than based on supposition or preconception.”


� In a few instances, the data collection protocol specifically examined whether there were “exceptions” to the normal routine and, if so, what those exceptions were.


� Information on shelter finances was generally not available and, as a result, not received through the structured interview process.


� The commencement of the relationship would be at the time of the first stay for residents and at the time a worker is first hired.  


� MARTA is the Metropolitan Atlanta Rapid Transit Authority.  MARTA operates the bus and subway/train system serving the metropolitan area.


� MARTA tokens cost $1.75 per token.  The incentive payment thus represented three rolls of MARTA tokens, with each roll containing 20 tokens.  MARTA tokens were selected as compensation because tokens are valued, but scarce, resources used by homeless shelters to provide transportation for shelter residents.


� Efforts to generate additional responses from shelters not attending the Task Force’s monthly meeting proved unsuccessful.


� Not all follow-up telephone calls were successful in generating contact with shelter officials.


� A full description of the five maturity levels, along with how they are defined and measured, is presented in Chapter 5.


�  Diane Glauber, "The Evolution of Supportive Housing," 18 Shelterforce 4(12), at 12 (1996).


�  Maryland Dept. of Human Resources, Annual Report on Homelessness, FY 1996.


� According to the Gwinnet Coalition, for example, the Young Adult Guidance Center provides 14 bed spaces to male homeless clients ages 16 to 21. It appears to be a shelter for homeless adolescents rather than an emergency shelter for men.


� This list emphasizes that it is not intended to be complete.


� Atlanta’s United Way refers to overnight emergency shelters as “community shelters.”


�  Some shelters reported by the United Way as serving the Atlanta metropolitan area are outside of Fulton County.  The shelters listed include shelters in Marietta, Cartersville, and Douglasville amongst others.  


� As with the men’s shelters, some metropolitan area shelters for women are outside of Fulton County.  


� Jars of Clay, Task Force for the Homeless and the Salvation Army, in other words, all provide both transitional housing and emergency overnight sleeping accommodations for men and women.  


�  According to the U.S. Conference of Mayors, these drop-in facilities provide a place where homeless persons may sit, use the bathroom and sometimes bathe. U.S. Conference of Mayors, A Status Report on Hunger and Homelessness in America's Cities: 1995, at 38 (1995).


� 54 Fed. Reg. 46794, 46795 (1989). (emphasis added).


� 24 C.F.R. §576.53(a)(2) (1998).


� 57 Fed. Reg. 30304-01 (July 8, 1992)


� 57 Fed. Reg. at 30304  (emphasis added). TLP defines "homeless youth" as an individual not younger than 16 nor older than 21 "for whom it is not possible to live in a safe environment with a relative; and who has no other safe alternative living arrangement."


� These numbers speak only of shelter facilities.  They do not refer to numbers of beds.


� One final shelter provides both emergency and transitional housing exclusively to men.


� Whenever distinctions are made between “emergency” and “transitional” housing, it is important to remember the discussion in the text above identifying the artificiality in the distinction between the two shelter types.


� The other indicated that it was closed on weekends and holidays.


� One of these twelve responded that the highest demand occurred in the Fall, Winter and Spring, excluding only the Summer.


� The following discussion relates to paid staff.  The site visit shelters had considerable reliance on volunteers as well.  A review of the use of volunteers in these six Fulton County shelters was beyond the scope of this needs assessment.


� Both institutions also have transitional housing programs.  This discussion, however, considers the emergency shelter aspects of their operation.


� Peachtree and Pine also has computerized all of its client records.  Records are purged after three years.


� Limitations might include leaving a past-due balance as well as having exhausted the year’s allocation of days of shelter.  At the Salvation Army, remember, a person is entitled to seven consecutive days of shelter each year.  If the person leaves on day 4, however, he or she forfeits the remainder of the seven days.


� One shelter reported that it relied on self-reporting, while two other shelters indicated that their residents stayed for a sufficiently long period of time that no particular recordkeeping was needed to determine whether a client had previously been a resident.


� AFT Healthcare (2003). “Tuberculosis and the Healthcare Worker: Control Measures Against Exposure,” American Federation of Teachers: Washington D.C.


� “The concentration of infectious particles suspended in the air can be reduced through a variety of engineering control measures.  The most common method is to remove or dilute the concentration of infectious particles by adding uncontaminated air to the room and forcing contaminated air out of the room.  Infectious particles may also be reduced by being trapped in a filter system or killed by exposure to ultraviolet radiation.” Health Canada, Population and Public Health Branch (April 1996). “Guidelines for Preventing the Transmission of Tuberculosis in Canadian Health Care Facilities and Other Institutional Settings,” Canadian Communicable Disease Report, Volume 22S1, Section IV.E (hereafter, Canadian TB Prevention Guidelines).  


� This includes general waiting rooms along with emergency rooms.  Air quality standards for isolation rooms are stricter.  They are not considered here.


� Centers for Disease Control and Prevention (1992). Prevention and Control of Tuberculosis in U.S. Communities with At-Risk Minority Populations: Recommendations of the Advisory Council for the Elimination of Tuberculosis Among Homeless Persons, National Center for Prevention Services: Atlanta (GA). Mortality and Morbidity Weekly Report, April 17, 1992 / 41(RR-5);00.


� Tuberculosis and the Healthcare Worker, supra.  While two site visit shelters expressed interest in the use of ultraviolet lights as a TB control mechanism, no shelter in Fulton County reported using them as an engineering control.


� Despite the recommended use of portable HEPA filters, the Division of Tuberculosis Elimination of the National Center for HIV, STD and TB Prevention has reported that “the effectiveness of portable HEPA filtration units has not been adequately evaluated.”  Core Curriculum on Tuberculosis, Chapter 8 (“Infection Control—Engineering Controls”) (2000).


� Canadian TB Prevention Guidelines, supra, at Section IV.E.


� Institutional Consultation Services.  “How Can a Portable HEPA Filter Unit Help Control TB?,” Francis J. Curry National Tuberculosis Center, available (February 2004) at http://www.nationaltbcenter.edu.


� Atlanta Union Mission indicated it operated “within code,” with negative pressure to the outside for all rooms in which sleeping, eating or congregate activities occurred.


� An assessment of the performance of specific ventilation equipment requires special expertise and effort.  Such an assessment was beyond the purview of this needs assessment.


� The final shelter was a “day” shelter.


� Focus on Family Faith in Action, as well as Cascade United Methodist Church, did not respond to questions asking them to characterize their homeless residents.  


� These transitional shelters will not be discussed further in this section. 


� As described elsewhere, the registration process at Peachtree and Pine occurs at a time other than when the person checks in for the night at the overnight shelter.  Registration involves filling out a “contact form” with the shelter.  That registration then allows a person to access all of the shelter services.  Nightly check-in at the overnight shelter simply involves checking computer records to ensure that a contact has been previously made.


� Shelter officials were asked for a “typical” stay rather than an average stay since the term “average” seems to imply a mathematical calculation rather than a characterization.


� Once a new “year” starts, the seven nights can be repeated.  The Salvation Army staff estimated that between 45% and 50% of all shelter residents represent “repeat” shelter residents.


� For workers, this would be at the time of hiring. For residents, this would be at the time of the first stay. We set aside for the moment the issue of what represents “the first time” for an emergency overnight shelter that, while it serves the same clientele on an ongoing basis, requires residents to check-in anew each night.


� One shelter notes, however, that free testing is available through the local department of health.


� This inquiry relates simply to employees.  It does not extend to either volunteers or to gratuitous workers.


� The process presented here is clearly in simplified form. The authors believe, however, that the simplified three-part model of screen/diagnose/treat accurately captures the TB control needs of a homeless shelter.


� One indicated that while it has not yet adopted TB control procedures, it has decided to do so and has assigned that task to a specific staffperson. The second indicated that the development of TB control procedures was not a task that the shelter had had time and resources to address.  The third did not respond to follow-up telephone calls asking for copies of the written procedures.  


� It is not possible to distinguish between being unable and being unwilling to produce a copy of the written procedures.


� Of the 23 respondents to the written survey, there were no non-responses to this question.


� Again, there were no non-responses to this question amongst the 23 survey respondents.


� In one of the site visits, a shelter employee reported using his own personal car to transport shelter residents to Grady Hospital for shelter residents to obtain needed health care services.


� Shelters could report that more than one type of service was supplied, so the total does not equal eleven.


� Of these two, one commented “sort of” and the other commented “sometimes.”


� Note that many arrangements for off-site services are not “arrangements” at all, but are simply based on the ability of a shelter to send a resident to a health care provider due to the proximity or nature of the provider.


� For the grant cycle 4/1/02 through 3/31/03, Saint Joseph’s placed 994 PPD tests and had 854 of those clients return to have the test read, a ratio of 85.9%.


� As noted above, many arrangements for off-site services are not formal arrangements at all, but are simply based on the ability of a shelter to send a resident to a health care provider due to the proximity or nature of the provider.


� Services viewed as “pro bono,” of course, may be funded through a government grant of which the shelter is unaware.


� In four of these instances, the third party was not named.  In three instances, the shelter indicated that the care provider billed Medicaid. It is not known to what extent the four unspecified  “third party” responses had Medicaid in mind.  The Medicaid response was an unprompted response provided under an option to indicate “other” billing arrangements.


� Shelters could provide more than one response, so the total number of billing arrangements adds to more than the eleven shelters having arranged for off-site non-emergency medical care.


� The use of 9-1-1 is not available for non-emergency care such as TB testing. 


� Indeed, one compelling piece of information confirming the reliance of Fulton County homeless shelters on public transportation was the extent to which the MARTA token were sought as incentives for completion and return of the DHR/DPH TB needs assessment survey.  The investigators for this project, along with DHR/DPH staff, were repeatedly told of the value that these tokens provided to the provision of homeless shelter services.  


� Investigators have been told that a distinction must be made between the sharing of medical information and the sharing of medical records.  Strict legal limitations exist on the sharing of medical records.  The delineation of what constitutes a “medical record” as opposed to what constitutes “medical information” is beyond the scope of this discussion.


� One shelter indicates it receives reports at the request of the shelter or under specifically designated circumstances.


� One shelter did not characterize its relationship with the entity providing on-site non-emergency care.


� Shelters indicated, however, that since they had not experienced a case of suspected active infectious TB, they had no reason to have identified such an isolation location.


� It is important to understand, of course, the role that Peachtree and Pine plays in Atlanta.  Peachtree and Pine is the provider of last resort for homeless persons.  If other shelters are “full,” or if they exclude a person for whatever reason, the person(s) excluded can be sent to Peachtree and Pine to receive shelter.  


� A “denial of shelter” might result from a refusal of admission or from an expulsion.


� Any referral involving a 9-1-1 call is defined for purposes of this needs assessment to be an ”emergency” care situation.


� Koegel, Paul, et al. (1996). “The Causes of Homelessness,” in Homelessness in America, National Coalition for the Homeless: Washington D.C


� Attorney Parks F. Huff, an acknowledged expert on Georgia’s civil commitment procedure made a presentation to the coalition for Controlling and Eliminate Tuberculosis in the African American Community (CETBA) meeting on 9/8/03 at the Morehouse School of Medicine.


� As discussed elsewhere, the authors of this needs analysis believe the process output of a homeless shelter is to provide a safe night of shelter.


� These five processes correspond to the processes articulated by the Department of Human Resources, Division of Public Health, in its Request for Proposals.  Those processes included: (1) client referral and placement procedure; (2) intake process clients undergo on admission to shelters; (3) shelter procedures for maintaining lodging records; (4) policies and procedures for TB screening among shelter staff and volunteers; and (5) isolation and referral of sick clients.


� These processes, however, represent a classic application of the “necessary but not sufficient” maxim.  Without these processes, effective TB control within homeless shelters cannot occur.  However, as described in greater detail elsewhere, even if mature processes are in place for homeless shelters, in the absence of additional systemwide measures, effective TB control may still not occur.


� Note the distinction, however, between overnight shelters and extended stay shelters discussed in detail above.


� Unfortunately, it does not help the person who has been tested and diagnosed with TB to get treatment. It merely keeps that person out of the shelter.


� For a discussion of the problems inherent in identifying active TB in homeless shelters, see, Colton, Roger and Stephen Colton (Spring 2002). “An Alternative to Regulation in the Control of the Occupational Exposure to Tuberculosis in Homeless Shelters,” New Solutions: Journal of Environmental and Occupational Health Policy. 


� As discussed in detail elsewhere, dormitory-type congregate sleeping rooms are more common in emergency overnight shelters than in extended stay shelters.


� Again, there is a clear distinction between emergency overnight shelters and extended stay shelters in this respect.


� As discussed elsewhere, while an adequate screening process is necessary to identify and diagnose the disease, it is not sufficient unto itself to do so.


� This is one reason why the discussion of the past history with TB and the shelter staff’s perceived risks from the disease is so important.  Fulton County homeless shelter staff have reported that their experience is that the risk from potential exposure to TB may well be much less than the risk of putting someone back on the streets.


� Other aspects of responding to a case of suspected active infectious TB, such as performing after-the-fact contact investigations, are set aside as being secondary to the initial identification and treatment of the disease within the shelter.


� It could be argued that appropriate staff training is merely an element of the maturity of each individual process.  This report, however, aggregates staff training into a stand-alone process with a separate analysis. The same observation would be made with respect to information management.  A mature TB screening process should have appropriate information management within it. Like staff training, however, information management is treated as a stand-alone process here.


� Residents at the Atlanta Union Mission also attend chapel service each night.


� The process of managing information looks only at client-related information in this document. It does not consider business information.


� Peachtree and Pine reported that one case was identified after the fact of a person who may have been at the shelter at the time of having active infectious TB.


� It was one of these monthly luncheons at which the written survey for this needs assessment was distributed and collected.


� Remember, however, as described above, staff tenure is long and staff turnover is low.


� Overcoming these barriers toggles a shelter from “cannot” to “can.”


� Overcoming these barriers toggles a shelter from “may not” to “may.”


� A helpful discussion of activities, outputs and outcomes is presented in Appendix B.


� An activity is defined as the work performed that directly produces products and/or services.


� The output of an activity is the direct result of program activities.


� The outcome of a program is the accomplishment of program objectives attributable to program outputs.


� The connection between reducing the incidence of TB within the homeless shelter population and reducing TB within the African-American community is provided by assumption.  The Department of Human Resources, Division of Public Health, has indicated that that connection has been empirically established and may be assumed.


� History, Discussion and Overview of a Best Practices Model for Service Delivery for the Homeless, available at � HYPERLINK http://www.therockatlanta.org ��http://www.therockatlanta.org� (February 2004).


� An “extended stay” homeless shelter is any shelter that does not provide overnight emergency housing.  A shelter providing emergency overnight housing is any shelter that does not hold sleeping space for a resident but instead requires a resident to be admitted anew each night on a space available basis. The Salvation Army’s emergency shelter program, for example, would be considered an “extended stay” shelter (despite its portrayal as providing emergency overnight services”) since residents are entitled to a seven day stay once admitted.  


� Center for Disease Control (April 17, 1992). “Prevention and Control of Tuberculosis Among Homeless Persons; Recommendations of the Advisory Council for the Elimination of Tuberculosis.’ MMWR 1992;41(RR-5);001.


� Alan Bloch (undated). “Screening for Tuberculosis and Tuberculosis Infection in High-Risk Populations: Recommendations of the Advisory Council for the Elimination of Tuberculosis. Center for Disease Control: Atlanta (GA).


� These practices were identified in the following publication: Center for Disease Control (April 17, 1992). “Prevention and Control of Tuberculosis Among Homeless Persons: Recommendations of the Advisory Council for the Elimination of Tuberculosis,” MMRW 1992:41 (RR-5); 001.


� Outside persons with active infectious TB, the authors have seen no proposal directed toward mandatory confinement to health care facilities.  No such proposal has been advanced, in other words, for persons exhibiting only the latent TB infection.


� Alan Bloch (undated). “Screening for Tuberculosis and Tuberculosis Infection in High-Risk Populations: Recommendations of the Advisory Council for the Elimination of Tuberculosis, Center for Disease Control: Atlanta (GA).


� It is important to remember that merely because a person is a resident of an overnight shelter does not mean that that person is transient.  Most shelters report that an overwhelming majority of their residents are continuing residents of the shelter and are known to shelter staff. Faces resolve into names; names resolve into personalities.


 �  The American Heritage Dictionary of the English Language, (3d ed. 1992).


�  "International Benchmarking Clearinghouse: Process Classification Framework," Houston, Texas: American Productivity Quality Center (1995).


�  Operating processes are often referred to as primary processes.


�  Management and support processes are often referred to as administrative, or secondary processes. 


 �  The Software Engineering Institute (SEI) is a federally funded research and development center sponsored by the U.S. Department of Defense through the Office of the Under Secretary of Defense for Acquisition and Technology [OUSD (A&T)]. The SEI contract was competitively awarded to Carnegie Mellon University in December 1984. It is staffed by technical and administrative professionals from government, industry, and academia. The U.S. Department of Defense established the Software Engineering Institute to advance the practice of software engineering because quality software that is produced on schedule and within budget is a critical component of U.S. defense systems. The SEI mission is to provide leadership in advancing the state of the practice of software engineering to improve the quality of systems that depend on software. The SEI accomplishes this mission by promoting the evolution of software engineering from an ad hoc, labor-intensive activity to a discipline that is well managed and supported by technology.


�  Mark C. Paulk, et al., "Capability Maturity Model for Software, Version 1.1," Pittsburgh, Pennsylvania: Carnegie Mellon University, Software Engineering Institute, Working Paper CMU/SEI-93-TR-24 (February 1993).


�  Capers Jones, Assessment and Control of Software Risks, Prentice Hall (1994).


�  The process of Project Planning, Tracking & Oversight, a.k.a. Project Management, is itself the subject of yet another process maturity model developed by Microframe Technologies & Project Management Technologies, Inc. This model provides a "phased set of maturity descriptions, improvement criteria, operating metrics, and questions that can be used to assess the current level of maturity and develop a focused plan for improving the effectiveness of project and functional management." 


�  The American Heritage Dictionary of the English Language, (3d ed. 1992).


�  Mark C. Paulk, et al., "Capability Maturity Model for Software, Version 1.1," Pittsburgh, Pennsylvania: Carnegie Mellon University, Software Engineering Institute, Working Paper CMU/SEI-93-TR-24 (February 1993).


�  Peter Lenhardt; "It's the Process!" and "It's the Process, Part 2," and "Take a Chance! Establish an Effective Reinforcement Process"; in, Cost Management Insider's Report, ed. B. Brinker and L. Soloway, New York: Warren, Gorham & Lamont (Feb. 1995, March 1995 & May 1995).


�  Mark C. Paulk, et al., "Capability Maturity Model for Software, Version 1.1," Pittsburgh, Pennsylvania: Carnegie Mellon University, Software Engineering Institute, Working Paper CMU/SEI-93-TR-24 (February 1993).


�  In the context of this explanation, the term "organization" can be interpreted both globally (i.e., the entire entity, including all of its functional components) and locally (one specific function within the global entity, such as the "Controller's Department"). 
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