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Sustaining Community Dialogue
and Response

The days immediately following Hurricane Katrina in the late summer of 2005 were witness
to profound breakdowns in collaborative disaster response on the one hand, and solid
community planning on the other.  The immediate response in many communities was slow
and confused, while other communities stepped in quickly to provide shelter, housing, and
health services to evacuees.  It has become clear in the weeks and months following this
immense disaster that sustained community dialogue and coordinated response are essential
to prevent the breakdowns that happened in August and September of 2005.

Similar patterns are evident in how communities respond the crisis of homelessness.  Some
communities have worked extensively to bring together policy makers, service providers,
faith communities, philanthropic interests, and others to enhance collaboration, while others
have continued to remain somewhat fragmented, meeting immediate needs with un-
coordinated, temporary solutions.

Rather than presenting didactic information with recommendations on how to proceed with
coordinated efforts, this portion of the guide (and the related trainings) attempts to lay out a
framework to begin or expand ongoing community dialogue.  Each community must map its
own course, but there are some “best practices” that open up the possibility of effective,
collaborative response to serving people who find themselves living in shelter.

Learning Goal:
 To foster collaboration by bringing together community

members to provide optimal care for people living in shelter.
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The Tool Kits

At the beginning of each section of this Guide, readers will find lists that outline the
contents of the Tool Kits that can be found in electronic form on the CD that accompanies
this Guide.  While some of the tools and handouts are found both in the Guide and in the
Tool Kits, most of the items listed below are only found in the Tool Kits.  They are to be
used to supplement the material in the Guide and to provide shelter providers with day-to-
day tools for use in the shelters.

Tool Kit G:  Sustaining Community Dialogue and Response

G-1    Checklist for Making Successful Referrals
G-2    Norfolk Shelter Standards
G-3    Ohio Basic Shelter Standards
G-4    Seattle Guidelines
G-5    Toronto Shelter Guiding Principles
G-6    “Healing Hands” August 2004:  Disaster Planning
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Working Effectively in the Community

 Through your attitude, actions and words, serve an “ambassador” for homeless and
displaced people in all your encounters with others in the community.

 Promote a spirit of collaboration with shopkeepers, police, clergy, and “natural helpers”
in the neighborhood. They are valuable “eyes and ears” to assist you in your outreach
efforts.

 Develop and maintain a strong working relationship with at least one staff person from
key social service organizations.

 Offer to provide education and training for other organizations about issues related to
homelessness. Likewise, invite them to provide relevant training for your
team/organization.

 Consider setting up an inter-agency consortium to meet training needs. Each
participating agency hosts and provides a workshop on a rotating basis. A representative
planning group chooses topics.

 Go out on outreach “rounds” at selected agencies on a scheduled basis. This provides an
opportunity to maintain regular contact with agency personnel, to accept referrals, make
follow-up contacts, and provide consultation.

 Participate in developing formal interagency agreements to address issues specific to the
care of homeless people. For example, ways to expedite referrals, homeless-specific
admission criteria, discharge planning, and sharing of information.

 Provide advocacy on behalf of other community programs that are part of the larger
network of services for homeless people.

 Invite others to open houses, celebrations, farewells, fundraisers, and other special
occasions. Attend other agencies’ functions.

 Make a special effort to reach out to organizations “on the fringes” of the human
services community.
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Checklist for Making Successful Referrals

 I have an adequate understanding of the client’s situation and perceived needs.

 The client and I have talked about how to prioritize these needs and what options exist
to help address them.

 He or she is willing and ready to be referred.

 "We have discussed what issues might make it difficult for him or her to follow through
with the referral."

 I am familiar with the agency to which I am referring the individual, including its cultural
appropriateness, eligibility requirements and services?

 The agency has the capacity and willingness to serve people experiencing homelessness in a
knowledgeable and respectful manner.

 I have a working relationship with at least one staff person at this agency who can
provide useful information and help advocate for the client.

 I have considered whether or not to accompany the client based on the individual’s:
Ability to negotiate complex social situations
Ability to provide and receive information
Ability to tolerate waiting
Level of ambivalence about seeking help
Interpersonal style (passive to argumentative)

 If the person is going alone, I have provided sufficient information and “coaching” to
help make the referral successful?

 I have made a plan to follow up with the client to see how things went and to determine
next steps?

 I have a backup plan if this referral fails to work out for any reason.
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Everyone Hates Meetings

Meetings are not the only place where good community collaboration happens, but sitting
together at the same table and approaching a problem together as a community is critically
important to sustaining community dialogue.

The main reason that many people can’t stand meetings is that most meetings are badly run,
dominated by a few vocal, opinionated people, and feel like a waste of time to the majority
of the people around the table.  Below are some suggestions for making meetings more
effective.  These can be applied to coalition meetings, organizational staff meetings, sessions
of consumer advisory boards, or any other meeting of which you are a part.  Use them well.
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Meetings Stink...5 Tips For Making Yours Useful
by David Batstone

I don't feel the need to persuade you that most meetings stink. I am confident that you have
passed enough wasted hours in a meeting room to know that painful truth. Sadly, just last
week I spent two hours in a confabulation that should have taken 20 minutes.

I am in the business of making simple what are complex issues. In that tradition, I have
pinpointed two reasons why meetings stink: A) the convener does not know how to run a
useful meeting; B) the convener likes being the convener so he milks the attention for all its
worth.

Assuming that you do not fit in Category B - in which case you do not need to read
further...instead go call a therapist - I offer some tried and useful tips for running a useful
meeting.

1) Know the purpose of the meeting. As you prepare an agenda, jot down what you
actually need to accomplish, especially the decisions that need to be made. If you don't have
time to prepare for the meeting, you don't have time to convene it at all. Postpone the
meeting until you are ready to make it useful. The regularly scheduled weekly meeting is
particularly vulnerable to this booby trap. We often hold meetings simply because they are
on the calendar, whether they are needed or not.

 2) Don't  use the occasion to grind an axe. If you are having a problem with someone in
your organization, don't use the meeting as the venue for your frustration. It's the coward's
way out, most tempting because we feel safer in a group. Confront the target of your
disappointment directly; don't punish the gathered assembly.

3) Settle for nothing less than concise and focused participation. Announce politely at
the beginning of the meeting that you value the time of all the members of the group. For
that reason, you will intervene when comments are off point, long-winded, or unintelligible.
For every one person you offend by the interruption, you will win a room full of grateful
admirers.

4) Power corrupts; PowerPoint corrupts absolutely. Don't get me wrong, a PowerPoint
can be an effective way to deliver content. All too often, however, people cannot resist the
compulsion to add in unnecessary charts and data into their technical presentations. In my
experience, it takes presenters twice as long on average to reach their final points using a
PowerPoint as it would if they expressed them verbally. For that reason, if someone plans to
present a PowerPoint in a meeting that I am chairing, I ask them to submit a copy to me in
advance of the meeting so that I can review it. I am not afraid to give them editorial
feedback how to slice and dice in order to save on meeting time.

5) Set a time limit and stick to it. Better yet, finish early. A friend offered me an insight
years ago when my fiancée and I were planning our wedding, and it's stuck with me. She
said, "No matter how much time you set aside for preparing your wedding, it will eat up
every moment." Meetings have that same elastic quality; they will fill up whatever space that
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you make for them, and then some. Give each item of business it's appropriate time in a
meeting, and no more. Finishing a meeting early is not a crime!

Wisdom dictates that you project the pace of each agenda item before the meeting begins. If
an item of business unexpectedly mushrooms into a major dilemma, wall it off for later
problem-solving outside the meeting. If the dilemma is mission-critical, on the other hand,
jettison other agenda items that are inconsequential. Only in exceptional circumstances
should you willy-nilly decide to go overtime. Treat everyone's time as valuable, and they will
respect you for that attitude.

As strange as it may sound, I cannot ever recall a senior manager suggesting to me that his or
her people waste too much time in inefficient meetings. But truth be known, few work
practices eat away at the productivity of an organization.

http://www.rightreality.com/recent_articles.html
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Ten Tips for Effective Meetings
By Steve Kaye

1) Avoid meetings. Test the importance of a meeting by asking, "What happens without it?" If your
answer is, "Nothing," then don't call the meeting.

2) Prepare goals. These are the results you want to obtain by the end of the meeting. Write out your
goals before the meetings. They should be so clear, complete, and specific that someone else could
use them to lead your meeting. Also, make sure they can be achieved with available people, resources,
and time. Specific goals help everyone move efficiently towards relevant results.

3) Challenge each goal. Ask, "Is there another way to achieve this?" For example, if you want to
distribute information, you may find it more efficient to phone, FAX, mail, e-mail, or visit. Realize
that a meeting is a team activity. Save tasks that require a team effort for your meetings.

4) Prepare an agenda. Everyone knows an agenda leads to an effective meeting. Yet, many people
"save time" by neglecting to prepare an agenda. A meeting without an agenda is like a journey
without a map. It is guaranteed to take longer and produce fewer results. Note, without an agenda,
you risk becoming someone else's helper (see tip #6 below).

5) Inform others. Send the agenda before the meeting. That helps others prepare to work with you
in the meeting. Unprepared participants waste your time by preparing for the meeting during the
meeting.

6) Assume control. If you find yourself in a meeting without an agenda walk out. If you must stay,
prepare an agenda in the meeting. Collect a list of issues, identify the most important, and work on
that. When you finish, if time remains, select the next most important issue. Note: you can use a
meeting without an agenda to recruit help for your projects.

7) Focus on the issue. Avoid stories, jokes, and unrelated issues. Although entertaining, these waste
time, distract focus, and mislead others. Save the fun for social occasions where it will be appreciated.

8) Be selective. Invite only those who can contribute to achieving your goals for the meeting.
Crowds of observers and supporters bog down progress in a meeting.

9) Budget time. No one would spend $1000 on a 10¢ pencil, but they often spend 40 employee
hours on trivia. Budget time in proportion to the value of the issue. For example, you could say, "I
want a decision on this in 10 minutes. That means we'll evaluate it for the next 9 minutes, followed
by a vote."

10) Use structured activities in your meetings. These process tools keep you in control while you
ensure equitable participation and systematic progress toward results.

http://www.morebusiness.com/running_your_business/management/Estory-23896.brc
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Guiding Principles and Shelter Standards

Many communities have agreed upon guiding principles and minimum standards to guide
the operation of all shelters in the area.  The community dialogues out of which such
principles and standards emanate can be extremely helpful in fostering community
collaboration and planning, both of which ultimately create higher quality care for all those
who access services.

We strongly encourage all communities to develop a process to establish guiding principles
and standards of care that will ensure effective, respectful, client-centered shelter services.

Following are some examples of how communities have shaped these guidelines.  Please use
these as a starting point for community dialogue, or as samples which can be adapted to
meet specific community concerns.



National Health Care for the Homeless Council 166
www.nhchc.org

Shelter Health:
Essentials of Care for People Living in Shelter

Toronto Shelter Standards
Guiding Principles

The Shelter Standards are grounded in the following principles and values that promote a
philosophy for service provision.  These principles and values are not shelter standards, but
rather help guide the delivery of shelter services.

1. All homeless persons have the right to shelter service regardless of political or religious
beliefs, ethno-cultural background, (dis)ability, gender identity and/or sexual orientation.
Staff must respect and be sensitive to the diversity of residents.  Discriminatory and racist
incidents or behaviors are not tolerated.

2. The shelter will provide an atmosphere of dignity and respect for all shelter residents, and
provide services in a non-judgmental manner.

3. Residents are capable of moving toward increasing levels of self-reliance and self-
determination.  Shelter staff will work with residents to assist them in achieving their goals.

4. Shelters will be sensitive to the ethno-specific and linguistic needs of residents.  Staff will
work to ensure residents have access to culturally appropriate interpreter services and that
written materials are available in other languages.

5. Gender identity is self-defined.  Sometimes this may not correspond with a person’s
physical appearance.  Service providers need to accept gender identity as defined by the
individual rather than by the perception of staff and/or other residents.

6. Shelter staff often have access to detailed and highly sensitive personal information about
residents.  Protecting the privacy and confidentiality of shelter residents and their personal
information is of the utmost importance.

7. All people staying in shelters will have access to safe, nutritious and culturally appropriate
food.

8. The health and safety of residents, volunteers and staff is of the highest importance in
each shelter.   Training, policies, procedures and regular maintenance are intended to
encourage, improve and maintain the health and safety of all people residing, volunteering
and working in the shelter.

9. People who are homeless have few resources and the shelter system is often their final
option to receive the basic necessities of life: food and shelter.  Issuing service restrictions in
the shelter system must be done only as a last resort and in the most serious cases.

Continued on next page.
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10. People who are homeless, like other members of our community, may use substances to
varying degrees.  Everyone is entitled to shelter service whether or not they use substances.
As a result, admission, discharge and service restriction policies must not be based on
substance use alone, except for those shelters operating on an abstinence basis.  To increase
the accessibility of the shelter system and to respond to diverse resident needs, a range of
service approaches from abstinence to harm reduction must be available within the shelter
system.

11. In order to provide effective shelter programs and services, shelter residents must be
involved in service provision, program planning, development and evaluation, and policy
development.

12. Shelters that include children and youth must provide supports and activities and ensure
that the school-related, recreation and treatment needs of resident children are met on-site
or through referral to community-based services.

13. The shelter should offer an opportunity for children and youth with developmental
and/or physical disabilities to develop their full potential within an environment where they
can interact and socialize with other children.

14. Shelters are part of a larger network of homeless services and agencies.  Collaboration
within this network is important to ensure effective and coordinated services.

Excerpted from Toronto Shelter Standards www.toronto.ca/housing/pdf/shelter_standards.pdf
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OHIO BASIC STANDARDS FOR
EMERGENCY HOMELESS SHELT ERS

ADMINIST RATION
1. The shelter shall be operated by a non-profit organization, recognized under section
501(c)(3) of the Internal Revenue Code.

2. The shelter shall not require clients to participate in religious services or other forms of
religious expression.

3. The shelter shall not discriminate on the basis of race, religion, or national origin.  Shelters
serving families with children shall also not discriminate on the basis of the sex or age of the
children or the size of the family, except where limited by the facility.

4. The shelter's Board of Directors shall consist of voluntary (unpaid) members, with the
possible exception of the agency's CEO or Director.

5. The shelter's Board of Directors shall meet at least on a quarterly basis and set overall
policy for the shelter.

6. The shelter shall have a secure storage space for confidential documents relating to clients
and personnel.

7. The shelter shall develop -and implement procedures to ensure the confidentiality of
records pertaining to any individuals provided family violence prevention or treatment
services.

8. The shelter shall have a policy manual which includes the shelter's purpose, population
served, program description, non-discrimination policy and confidentiality statement.

9. The shelter shall provide for an evaluation of the effectiveness of the services offered, at
least annually.

PERSONNEL
1. The shelter shall have a table of organization of all paid staff working in the shelter.  There
shall be written position descriptions for each position type, which includes job
responsibilities and qualifications.

2. The shelter shall have written policies for the selection of all paid personnel in
conformance with the EEO guidelines.

3. The shelter shall have adequate, trained, on-site staff coverage during all hours the shelter
is open to residents, unless individual secured units are provided.

4. All shelter staff shall receive training in at least the following:
a. emergency evacuation procedures;
b. agency operating procedures.
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5. All relevant direct service staff shall receive additional training in at least the following:
a. non-violent crisis intervention techniques;
b. referral procedures to relevant community resources;
c. first aid procedures.

FACILIT Y
1. The shelter shall comply with applicable local fire, environmental, health, and safety
standards and regulations.

2. The shelter shall be clean and in good repair.

3. The shelter shall have reasonable access to transportation services.

4. The shelter shall provide a bed or crib for each guest except in extenuating "overflow"
conditions or unless the shelter has

a. Department of Development exemption based on size and/or type of shelter.
The shelter shall make provision for clean linens for each client.  There shall be
procedures to provide for the sanitizing of all linens and sleeping surfaces.

5. The shelter shall provide sufficient showers/baths, wash basins and toilets which are in
proper operating condition for personal hygiene.  These should be adequate for the number
of people served.  Clean towels, soap and toilet tissue shall be available to each client.

6. The shelter shall have private space to meet with clients.

7. The shelter shall have laundry facilities available to clients or a system available for like
services.

8. The shelter shall have a fire safety plan which includes at least the following:
a. posted evacuation plan;
b. fire drills, conducted at least quarterly;
c. fire detection systems which conform to local building and
fire codes;
d. adequate fire exits;
e. adequate emergency lighting.

9. The shelter shall have adequate provision of the following services:
a. pest control services;
b. removal of garbage;
c. proper ventilation and heating/cooling systems;
d. to ensure that entrances, exits, steps and walkways are kept clear of garbage and
other debris, ice and snow and other hazards.

10. The shelter shall provide adequate natural or artificial illumination to permit normal
indoor activities and to support the health and safety of occupants.  Sufficient electrical
sources shall be provided to permit the use of essential electrical appliances while assuring
safety from fire.
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FISCAL MANAGEMENT
1. There shall be an accounting system, which is maintained in accordance with Generally
Accepted Accounting Principles (GAAP).

2. The shelter shall have a record of accountability for client's funds or valuables the shelter
is holding.

3. The shelter shall receive an annual independent audit or audit review.

4. The shelter shall have internal fiscal control procedures, which are reviewed and approved
by the Board of Trustees.

FOOD SERVICE
1. Shelters providing food service shall make adequate provisions for the sanitary storage and
preparation of foods.

2. Shelters providing food for infants, young children and pregnant mothers shall make
provisions to meet their nutritional needs.

3. Shelters shall provide, or arrange food services to clients or make known the available
services nearby.

HEALT H
1. The shelter shall have available at all times first aid equipment and supplies in case of a
medical emergency.

2. All staff on duty shall have access to a telephone.  Emergency telephone numbers shall be
posted conspicuously near the telephone.

3. The shelter shall assure that at least one staff person on duty is trained in emergency first
aid procedures.

4. The shelter shall have a procedure for making referrals to appropriate medical providers.

5. The shelter shall have a written policy regarding the possession and use of controlled
substances as well as prescription and over the counter medication.

6. The shelter shall have a written policy regarding the control of infectious diseases, such as
HIV, tuberculosis, etc.

7. The shelter shall provide a locked place for the storage of medications.

OPERATIONS
1. In addition to sleeping arrangements and food, the shelter shall provide the following
basic needs:

a. humane care which preserves the individual dignity;
b. a clean environment;
c. reasonable security;
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d. referrals to other agencies.

2. The shelter shall have written policies for intake of clients and criteria for admitting
people to the shelter.

3. The shelter shall maintain an attendance list which includes, at least, the name and sex of
each person residing in the shelter.

4. The shelter shall post and read, or otherwise make known, the rules, regulations and
procedures of the shelter.

5. The shelter shall post and read, or otherwise make known, the rights and responsibilities
of shelter clients that shall include a grievance procedure for addressing potential violations
of their rights.

6. The shelter shall report child abuse and endangerment as required by law.

7. The shelter shall only require clients to perform duties directly related to daily living
activities within the shelter.

8. The shelter shall provide access to a public or private telephone for use by shelter clients
to make and receive calls.

9. The shelter shall maintain records to document services provided to each client.

10. The shelter shall provide accommodations for shelter clients to store personal
belongings.

11. The shelter shall provide a safe, secure environment and have policies to regulate access.

12. The shelter shall have a policy regarding the control of weapons.

13. The shelter shall encourage the involvement of clients in the decision making processes
of the shelter.  This can be accomplished in a variety of ways, including having resident
advisory councils to give input into the operations of the shelter, or having homeless or
formerly homeless people on the board, or having homeless or formerly homeless people
trained and hired as staff, etc.

14. The shelter shall allow current clients to use the shelter as a legal residence for the
purpose of voter registration and the receipt of public benefits.

15. The shelter shall maintain a daily log to record at a minimum all unusual or significant
incidents.

16. The shelter shall have written policies for consensual and nonconsensual searches.

Excerpted from Shelter Standards Clarification Manual
www.cohhio.org/resources/shelterstandards.pdf



National Health Care for the Homeless Council 172
www.nhchc.org

Shelter Health:
Essentials of Care for People Living in Shelter

Disaster Planning

After September 11, 2001, every community in America became keenly aware of the need
for effective disaster planning and response—in response to terrorism, natural disaster, or
any other disaster that might strike.  Many homeless advocates recognized that there was
already a “disaster” of vast proportions affecting millions of homeless people all over the
country, and have attempted to develop community-wide planning processes around
response to homelessness as well.

Prior to the hurricane season of 2005, some communities were more effective than others in
planning for natural disaster.  Among the lessons from this hurricane season is the fact that a
natural disaster in one area can have a dramatic and an almost immediate impact on an area
hundreds of miles away, as large numbers of people in need of shelter and services flee the
disaster.

The following articles originally appeared in Healing Hands, August 2004, to provide support
to Health Care for the Homeless Projects in responding to disaster.  They are reprinted here
because they outline important concepts of community collaboration and coordinated
response to disaster.
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Disaster Planning Requires Time, Resources, Collaboration

Health care providers have long prepared for natural disasters such as floods, hurricanes, blizzards, and
tornadoes, but they are now acutely aware of the need to prepare for nuclear, biological, or chemical (NBC)
terrorism, as well. Lacking protection from the elements, homeless people are especially vulnerable to natural
and manmade disasters and Health Care for the Homeless providers are at various stages of emergency
preparedness. The articles in this issue of Healing Hands examine preparations being made by the health
care community, a special role for HCH mobile providers, and emergency management standards required by
the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).

The word “emergency” has taken on new meaning since the terrorist attacks of September
11, 2001. JCAHO defines an emergency as a natural or manmade event that suddenly or
significantly disrupts the environment of care (e.g., damage to a building from a storm),
disrupts care and treatment (e.g., loss of utilities), or changes or increases demands for an
organization’s services (e.g., bioterrorist attack).

Prior to September 11th, the Boston Health Care for the Homeless Program was involved in
emergency preparedness as then defined—“for hurricanes, fires, power outages, and other
natural or accidental emergencies that would affect our clients or the health care delivery
system,” says Greg Wagoner, MD , Medical Director. “Since September 11th we’ve been
involved in more intensive planning for potential mass casualty events that are purposely
committed.”

Health care providers are aware of the need for emergency planning—according to a 2003
survey of federally qualified health centers by the National Association of Community
Health Centers (NACHC), 73 percent of health centers that responded have a disaster plan.
However, only 9 percent of health centers feel adequately prepared for a community disaster
(emphasis original). Survey respondents cited the need for training, followed by improved
equipment and supplies.

DISASTER PLANNING 101
Communities and the HCH providers that serve them are at varying levels of readiness for
natural and manmade disasters. Those that appear well prepared share several things in
common: a specific emphasis on disaster planning, close coordination among community
providers, an incident command structure and alternate methods of communication, plans to
“shelter in place” (create a barrier between individuals and potentially contaminated air
outside) or evacuate, and knowledge of how they fit into the broader community’s
emergency plans.

Conduct a hazard vulnerability analysis (HVA). Modified emergency management
standards issued by the Joint Commission on Accreditation of Healthcare Organizations
(JCAHO) in January 2001 require JCAHO-accredited health care organizations to conduct a
formal, documented hazard vulnerability analysis (HVA). An HVA, Dr. Wagoner explains,
describes the probability that a particular type of emergency will take place and how it will
affect your agency and your clients. “In Boston, the probability of earthquake is low, but its
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impact would be high,” he says. The key is to identify how prepared you are for each hazard
that is likely to occur.

Develop, implement, and test your plan. Disaster management plans must be
comprehensive but easy to use, updated regularly, and tested in emergency drills. “It is no
longer sufficient to develop disaster plans and dust them off if a threat appears imminent,”
according to JCAHO. “Rather, a system of preparedness must be in place everyday.” In the
wake of September 11th, St. Vincent’s Hospital Manhattan discovered that its plan was too
voluminous to be useful to staff, says Yvonne Wojcicki, MS, MTASCP, Safety Officer for
St. Vincent’s Hospital Manhattan and Director of NBC Preparedness for St. Vincent
Catholic Medical Centers. “We’ve streamlined our plan with a series of checklists and
designed it so you can ‘rip a page and go,”’ Wojcicki says.

JCAHO requires that disaster plans address the four phases of emergency management:
mitigation, preparedness, response, and recovery.

Mit igation activit ies lessen the severity and impact of a potential emergency (e.g., having
generators in the event of a utility failure). In addition to its role of providing federal relief in
the wake of a natural or manmade disaster, the Federal Emergency Management Agency
(FEMA) offers pre-disaster mitigation training materials for community-based organizations
and emergency managers.

Preparedness activities build organizational capacity to manage the effects of an
emergency should one occur. They include:

• Create a list of local emergency numbers.
• Make a list of all staff.
• Determine when staff will likely be available.
• Decide how to communicate with staff and clients.
• Share names of designated persons in charge with other service providers.
• Post the emergency plan on a bulletin board.
• Develop an evacuation plan.
• Prepare a kit to take with you.
• Create a plan to shelter in place.

Planning for alternate methods of communication among staff and other emergency
personnel is important because land lines or cell phones may be inoperable. Options include
two-way radios, pagers, wireless personal digital assistants (PDAs), satellite phones, and
designated Web sites.

Response activit ies control the negative effects of emergencies. This involves both
emergency management and actions that all staff must take. In the event of a mass casualty
incident in Boston, HCHP would set up an incident command structure at its 90-bed respite
center, Barbara McInnis House. The incident commander would analyze the situation and
activate appropriate policies and procedures.

At the Alameda County Public Health Department HCH program, all staff carry a card with
detailed information of what to do in the event of a natural disaster (e.g., earthquake) or
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terrorist attack, notes G.G. Greenhouse, MSW, Director. Patient service representatives at
Camillus Health Concern, Inc., in Miami are instructed to cancel patient appointments for
the next 2 days when a hurricane watch is issued. Signs on the doors alert potential walk-in
clients, says Mary Langer, Administrator of Office Operations.

Recovery actions are directed at restoring essential services and resuming normal
operations. Recovering lost revenue, if possible, and offering support to staff are two
recovery activities.

Collaborate with the community. Effective disaster plans can’t be developed in isolation,
but collaboration is not always easy, Dr. Wagoner notes. “The concept of community-wide
preparedness is new to most health care organizations,” according to JCAHO. Many
communities are “‘waiting for someone to call the meeting.”’ Anthony Donovan, BSN,
didn’t wait for someone else to call. Donovan is manager of the Keener Clinic, one of 32
clinics serving homeless people operated by St. Vincent’s Hospital Manhattan Department
of Community Medicine. On September 12, 2001, he called other health care and emergency
organizations on Ward’s Island, where the Keener Clinic is located, including the Manhattan
State Psychiatric Hospital and the New York City Fire Department training facility. “Now
we know what resources we have and how we can help each other,” Donovan says.

In preparation for the recent Democratic National Convention in Boston, HCHP met with
government and community representatives to develop plans for homeless people who
would be displaced by the tight security around the Fleet Center. Dr. Wagoner credits the
fact that there were no incidents involving homeless people to this “well planned and
coordinated effort.”

New Orleans’ freeze plan for homeless people is signed by all city agencies and nonprofit
organizations that participate, and these groups meet monthly from September to March to
monitor how the plan is working. When the temperature drops below 38 degrees in New
Orleans, shelters remain open 24 hours a day and are allowed to double their occupancy,
notes Willie Mae Martin, MSW, Director of HCH for the City of New Orleans Health
Department.

Depending on the emergency, health care providers may be cut off from other agencies with
which they have emergency arrangements. “We lost communications because the city office
of emergency management was in the World Trade Center,” Wojcicki says. “You have to
prepare to handle an emergency alone.”

Know the role HCH will play. As a primary health care provider, HCH may be called on
to serve individuals impacted by a disaster. In Alameda County, CA, the HCH mobile
medical van would be a first responder in the event of a chemical spill from the nearby
Clorox® plant, Greenhouse says. In other cities, the primary role for HCH providers is to
serve their own clients in the event of a disaster. “Our clients are very vulnerable physically
and psychologically and we have to get to our sites to serve them,” Donovan says.

Be prepared to treat casualties. After a flood or earthquake, health care providers may see
common illnesses or injuries, but the prospect of NBC terrorism raises the stakes. “Few
clinicians have presence-of-mind awareness of the signs and symptoms of bioterrorism
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agents, such as anthrax, smallpox, and plague,” JCAHO notes. Only one quarter of family
physicians surveyed about preparedness for bioterrorism felt prepared.6 Disaster causalities
may not have physical injuries.

For every one physical casualty caused by terrorism, there are an estimated four to 20
psychological victims.4  This was the case in Manhattan in the days after September 11th,
when St. Vincent’s Hospital prepared for victims that never came. Instead, they opened their
family support center to thousands of family members of victims who needed something to
eat, a shoulder to cry on, and possible word of their loved ones. By the time the city took
over this role, St. Vincent’s had served some 6,000 people. “It was a powerful emotional
experience,” Wojcicki says.

Homeless people also suffered emotional trauma as a result of September 11th, notes
Barbara A. Conanan, RN, MS, Director of SRO and Homeless Programs for St. Vincent’s
Hospital Manhattan Department of Community Medicine. “Often, our clients couldn’t
articulate their feelings verbally, but they came in with physical complaints,such as chest pain
and stomach aches for which there were no physical findings,” Conanan says. Those who
had been previously traumatized, such as rape victims, were especially vulnerable.

Participate in training. In the NACHC survey, 94 percent of respondents cited training as
their number one need related to emergency preparedness. In Tulsa, OK, staff of the Tulsa
Day Center for the Homeless, Inc., are participating in a series of training modules
sponsored by the Tulsa Citizens Corps. The Tulsa Day Center provides day and evening
shelter and a nurses’ triage clinic. Staff are being educated about the impact of language and
diversity issues in an emergency, among other issues. “If we’re sheltering in place, language
barriers and special dietary needs may be an issue,” says Judy Ward, Development Director.
Several Day Center staff will take Community Emergency Response Team (CERT) training,
a 7-week course funded through the federal Citizen Corps program to teach emergency
preparedness, disaster medical operations, and light search and rescue to members of the
community.

Help homeless people plan for emergencies. Few HCH programs have the staff or
resources to help homeless people prepare their own disaster plans. In Tulsa, the American
Red Cross adapted its family disaster training to focus on the needs of people who are
homeless. Case managers and outreach workers in Boston prepared homeless people for
increased security at the Democratic National Convention and helped them make alternate
plans.

Homeless people may be particularly vulnerable in a situation where individuals are told to
stay at home. In Boston, HCHP is working on an addendum to its emergency plan that will
spell out systematically how to help people on the street get to safe places.

Seek funding for disaster planning. Many HCH programs cite lack of funding as a
significant barrier to disaster planning. In a 2001 survey of health centers, NACHC found
that many lack financial resources for drugs, supplies, clinical training, and improving
information systems.



National Health Care for the Homeless Council 177
www.nhchc.org

Shelter Health:
Essentials of Care for People Living in Shelter

In Boston, HCHP uses grants from foundations and the city Department of Public Health
to support the work of its Emergency Preparedness Task Force, which meets every other
week. A Hospital Bioterrorism Grant from the Health Resources and Services
Administration (HRSA) has allowed St. Vincent’s Hospital Manhattan to increase
preparedness in such areas as communications and decontamination. In 2002, health centers
and Primary Care Associations in eight states used funds from the Centers for Disease
Control and Prevention (CDC) and HRSA to develop and implement disaster plans and
purchase personal protective gear and communications equipment.

Take care of staff. Staff are on the front line of emergencies, and they must be supported
so they can do their jobs effectively and confront their own emotional reactions. JCAHO
emergency standards call for the management of staff activities—including housing,
transportation, and incident stress debriefing—and staff and family support activities.
Donovan uses guidelines for staff that help them prepare their own families beforehand, so
they will be free to concentrate on their work. In the wake of September 11th, St. Vincent’s
Hospital Manhattan has held numerous in-service programs for staff, “but some still have
difficulty talking about it,” Donovan says.

Celebrate resilience. September 11th highlighted for Donovan the resilience of human
beings, including those homeless people who volunteered to help. Ultimately, he notes, a
“disaster levels the playing field. We’re all vulnerable.”

This article originally appeared in Healing Hands, August 2004.
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When Disaster Strikes, Health Care for the
Homeless Takes to the Streets

It started raining on a Friday, and it looked like a normal day. Nobody realized how much
and how fast it was raining,” says Marion Scott, MSN, RN, Project Director of the Harris
County Hospital District HCH program in Houston, TX. When Tropical Storm Allison
subsided after 5 days in June 2001, nearly 37 inches of rain was recorded at the Port of
Houston. Allison is the costliest natural disaster in Houston’s history.

OUTREACH T O THE NEWLY HOMELESS

The ranks of homeless people swelled as a result of the storm, and HCH responded. “The
street outreach model is an excellent foundation for responding to disasters,” Scott says. As
The Salvation Army, Red Cross, and Federal Emergency Management Agency (FEMA) set
up relief sites, HCH parked its mobile medical van outside. Clinical staff treated skin
conditions caused by wading in high water, diarrhea, and psychological trauma.

In collaboration with City Health Department personnel, they gave immunizations for
tetanus. Patients who lost medications (and in many cases their cars) and/or those needing
additional primary care services were given tokens and taxi vouchers to go to the nearest
Hospital District Community Health Center.

Homeless shelters also expanded their services to accommodate newly homeless individuals
and HCH began conducting increased evening hours at shelter clinic sites, as well. The HCH
received additional one-time funding from HRSA to support disaster intervention efforts.
Scott has requested funds to purchase a 26-foot mobile medical unit to expand street
outreach efforts and to provide increased penetration into communities affected by
catastrophic events.

TRAINING T HE RED CROSS

The October 1989 Loma Prieta earthquake, measuring 7.1 on the Richter scale, was centered
60 miles south of San Francisco. Sixty-two people died, 3,000 were injured, and property
damage totaled $7 billion.11 The Alameda County Public Health Department HCH program
sent staff to Red Cross planning meetings. “We already had a schedule of shelters for
homeless people we visited, so we fit their shelters in, along with seeing our regular clients,”
says G.G. Greenhouse.

In addition to treating individuals made homeless by the earthquake, HCH staff trained Red
Cross nurses on medical problems they might encounter in homeless people, such as lice and
scabies. “Most people in their shelters had been housed, but anybody on the streets could
show up,” Greenhouse says. HCH staff served residents of Red Cross shelters up to January
of the following year. Though they never recovered their costs for this additional work,
Greenhouse says. “If disaster strikes, you do what you have to do.”

This article originally appeared in Healing Hands, August 2004.


