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ABSTRACT 

Tuberculosis is a threat to the health of homeless 

persons. Many factors, including residence in a homeless 

shelter, may have an impact on homeless persons' TB infection 

and its treatment. The conceptual orientation for this study 

consisted of components of the Health Belief Model: barriers, 

benefits, and cues to action. 

A descriptive design was used for secondary analysis 

in this study of homeless shelter workers' perceptions of 

their role and factors related to maintenance of homeless 

shelter residents on preventive therapy for tuberculosis. 

Data from interviews using a Shelter Worker Interview Guide 

in the parent study were content analyzed to address the 

research questions. 

Shelter workers perceived their roles as liaison, 

communicator, educator, care-provider, and clerk, providing 

cues to action for shelter residents. As part of the natural 

network of persons in contact with shelter residents, shelter 

workers perceive themselves as providing support for 

maintenance of preventive therapy for tuberculosis. 
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Approximately one-third of the world's population is 

infected with mycobacterium tuberculosis, making tuberculosis 

(TB) the most prevalent infection in the world today (Miller, 

1993). Tuberculosis remains a major health problem in the 

United States, despite the goal of eradication by the year 

2000 (Department of Health & Human Services [DHHS], 1991). 

Among adults, TB is the world's leading cause of death from 

a single infectious agent (Centers for Disease Control [CDC], 

1990). 

Adult homeless persons, as compared with the general 

adult population, have a higher incidence of TB infection. 

Lifestyle and nutritional status of homelessness contribute 

to a higher risk for infections and an increased prevalence 

of disease (Centers for Disease Control [CDC], 1990). Some 

homeless stay in shelters with crowded living conditions 

conducive to the spread of infectious diseases (McGinnis, 

1995). Shelter workers are persons who may be a 

communication link with nurses who help homeless persons stay 

on preventive therapy for TB. The focus of this study was 

shelter workers' perceptions of: (a) their role in assisting 

homeless shelter residents on preventive therapy for TB; and 
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(b) factors related to homeless shelter residents' adherence 

to preventive therapy for TB infection. 

Background 

History of Tuberculosis 

Tuberculosis is a public health concern in the United 

states, especially among high risk groups such as individuals 

with HIV infection, medically underserved, low-income 

populations including minorities and the homeless, foreign

born persons from countries where TB is prevalent, elderly 

people who reside in long-term care facilities, inmates of 

correctional facilities, close contacts of infectious TB 

patients, and alcohol and intravenous drug users (Daughtery, 

Hutton, & Simone, 1993). Tuberculosis has remained endemic 

in the United States because of dramatic population increase 

and changing demographics (Mastrangelo, 1993). Immigration 

to the United States from countries where TB is prevalent has 

increased the number of new TB cases in the United States 

(Etkind, 1993). 

Tuberculosis can be traced as far back as 3700 B.C. 

in Egyptian society. Tuberculosis was endemic in animals 

long before it affected humans. The first human infections 

resulted from eating infected meat or drinking contaminated 

milk. The origin of the TB epidemic in the Western 

hemisphere is documented as 400 years ago in Europe. The 

development of crowded cities and widespread poverty in 
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Europe created an environment that produced the TB epidemic 

known as the "Great White Plague" (Bates & Stead, 1993, p. 

1207). Tuberculosis was brought to North America during the 

colonial times when European settlers migrated (Bates & 

Stead). 

Tuberculosis morbidity and mortality spread in the 

United States in the early 1800s and 1900s. From 1953 

through 1985, due to improved sanitation, personal hygiene, 

and the development of preventive chemotherapy, the incidence 

and prevalence of TB decreased (Mastrangelo, 1993). Since 

1985 the incidence and prevalence of tuberculosis have 

increased (Cohen, 1995) affecting all segments of the 

population. Some sub-populations, such as the homeless, are 

at an even a higher risk than others (Davidson, 1992). 

According to Gittler (1994), a total of 26,673 TB cases in 

the United States was reported in 1992. The total number of 

deaths in the United States from TB in 1992 in persons 

between the ages of 35 to 75 was 365 (World Health 

Organization, 1994). If TB continues at its current rates of 

incidence and prevalence, it is estimated that 30 million 

people throughout the world will die of this disease by the 

year 2000 (Raviglione, Snider, & Kechi, 1995). 

The resurgence of TB presents a challenge to public 

health agencies. The increased prevalence of TB is thought 

to be attributed to the acquired immune deficiency syndrome 
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(AIDS) epidemic, rise in homelessness, increase in 

immigration from countries where TB is prevalent and the 

presence of multi drug-resistant strains (Gittler, 1994). 

Tuberculosis is no longer necessarily considered 

curable and preventable. With the increasing numbers of new 

TB cases annually, there is a new serious phenomenon known as 

multidrug-resistant tuberculosis (MDR-TB). MDR-TB strains 

resistent to isoniazid and rifampin are generally resistant 

to other antituberculin drug therapy. The MDR-TB results in 

new TB cases that are marginally treatable and often fatal. 

The MDR-TB is a serious public health threat and poses 

increased challenges to the control and prevention of TB 

(Iseman, 1993). Tuberculosis is not only an epidemic of the 

past, but a continuing threat to the population of the United 

States (Reichman, 1993). 

Tuberculosis: Active and Latent 

Tuberculosis is classified as active TB or latent TB. 

Active TB disease is the illness, manifested by clinical 

symptoms and usually by isolation of the causative bacterium 

of mycobacterium tuberculosis from sputum or tissue. It is 

estimated that 10% of all people who have latent TB infection 

will go on to develop active TB within their lifetime 

(Miller, 1993). The term "case" is used to indicate persons 

with active TB. Tuberculosis cases include incidence of new 
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active TB disease and relapses of old TB disease (Raviglione, 

Snider & Kochi, 1995). 

Detection by tuberculin skin testing and clinical 

presentation with a quick diagnosis is essential for 

successful treatment of active or latent TB. Recognizing and 

diagnosing TB is based on the assessment of symptoms, 

history, physical examination, prior and current tuberculin 

skin test status, risk factors, chest x-ray, and sputum 

examination (Franckhauser, 1993). 

Tuberculosis infection, or latent TB, is defined as 

a dormant disease manifested by a positive tuberculin skin 

test (Miller, 1993). Tuberculosis infection indicates 

exposure to the mycobacterium tuberculosis bacillus. 

Individuals with TB infection usually will not immediately 

develop active TB disease but are considered to have latent 

infection. An individual with TB infection is not clinically 

ill nor infectious, but will harbor the bacillus and faces a 

lifelong risk of developing active TB disease should their 

immune system fail (Miller, 1993) . The homeless persons 

residing in shelters who participated in this study were 

infected with latent TB. 

Homelessness 

Homelessness as defined by the Stewart B. McKinney 

Act is the lack of a regular nighttime residence and staying 

in a shelter, or staying in a location not ordinarily 
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designated as sleeping quarters for humans (State Homeless 

Coordination Office, 1994). Homelessness is a symptom of 

extreme poverty, extreme deprivation and the absence of a 

place to call one's own (Carter, Green, Green & Dufour, 

1994). 

Homelessness is not a new phenomenon and has existed 

in the United States since colonial times. The number of 

homeless in the United States today is difficult to ascertain 

but is estimated to be about 3 million people (CDC, 1990). 

Pima County had approximately 8-12,000 homeless persons in 

1993 and 1994, according to estimates by Primavera Shelter in 

Tucson (M. McKenzie, Personal communication, August 31, 

1995). The homeless are a difficult population to count due 

to their transient lifestyle. The homeless population of the 

1990s is much more diverse than the homeless populations of 

the 1950s (Vredevoe, Shuler & Woo, 1992). The homeless of 

today are younger in age, with an increase in African

Americans and women and children. The reasons for 

homelessness are postulated to be demographic changes, 

breakdown of the family unit, and an increase in unemployment 

(Vredevoe et al.). 

The increasing numbers of homeless today are of 

concern to those interested in the integrity of the United 

States' public health. Homelessness threatens the control of 

infectious diseases such as TB and AIDS. The homeless are 
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known to be at greater risk for serious physical and mental 

health illnesses (Link et al., 1994). 

The homeless population has limited resources and 

focuses on survival, which consists of searching for daily 

food, shelter and clothing. Seeking health care is not a 

priority and is often avoided until one's health deteriorates 

to the point at which emergency care is required (Vredevoe et 

al., 1992). Since homeless persons encounter major obstacles 

to survival each day, it is only after their basic 

physiological and safety needs are met that they consider 

health care needs (Vredevoe et al.) In order to sustain good 

health it is essential to have shelter. Inadequate housing 

creates a threat to life, health and safety. The homeless 

are at greater risk for many diseases than are those 

individuals who are housed (Carteret al., 1994). 

As a group, the homeless are at high risk for many 

health problems since they lack the essentials to remain 

healthy (Carteret al., 1994). Because the homeless have 

numerous obstacles and usually seek health care late in the 

course of illness, they tend to be sicker and have more 

complications. Because of their living conditions, the 

homeless have difficulty maintaining adequate self-care and 

access to health care (Vredevoe et al., 1992). Obtaining 

medications, taking medication, refilling medications and 

storing medications can be a large burden for this 
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Poor nutrition and poor hygiene contribute to 

their poor state of health. The homeless eat when food is 

available and generally do not eat well balanced meals. They 

tend to eat foods high in sodium and fat, and lacking in 

essential vitamins and minerals. Lack of proper hygiene such 

as bathing and oral care further contribute to their health 

problems. In the United States, the homeless exceed the 

general population in both acute and chronic illnesses 

(Carteret al., 1994). 

It has been suggested that the leading causes of 

health problems in the homeless are probably alcohol abuse 

and various mental disorders (Linn, Gelberg & Leake, 1990). 

Homeless persons who lack the safety and security of a home 

environment may become debilitated by homelessness and be at 

a greater risk for mental illness than the general population 

(Linn, Gelberg & Leake). The homeless are also more 

susceptible to dental problems, skin and foot infections, 

body lice and scabies, respiratory infections, 

gastrointestinal disorders, diabetes, hypertension and 

communicable diseases such as tuberculosis, sexually 

transmitted diseases and AIDS (Padgett, Struening, & Andrews, 

1990). 

Tuberculosis and the Homeless 

Tuberculosis is associated with poverty, overcrowding 

and closed environments with poor ventilation. In the United 



18 

States these conditions are found in poverty areas, shelters 

for homeless, prisons, and nursing homes (Allen & Ownby, 

1991). The incidence and prevalence of TB is higher among 

the homeless than other segments of the population because of 

their poor nutrition, poor state of health, street living, 

crowded living conditions in shelters, and sharing of bottles 

among alcoholics (Brudney & Dobkin, 1991). Tuberculosis is 

closely connected with urban poverty and homelessness. The 

homeless are vulnerable to TB because they suffer from 

malnutrition, poor health and barriers to adequate health 

care. There are large discrepancies in estimates of the 

number of homeless in the United States and no reliable 

figures on the incidence of TB among the homeless, but the 

homeless are recognized as a high-risk group for TB (Centers 

for Disease Control [CDC], 1992). 

According to screenings at selected clinics and 

shelters in the United States, the prevalence of active TB 

among the homeless is 1. 6% to 6. 8% and prevalence of TB 

infection ranges from 18% to 57% (CDC, 1990). In 1991, there 

were 324 TB cases in the homeless reported in Arizona and 58 

TB cases reported in Pima County. There was a total of 25 

deaths from TB in the homeless in Arizona in 1991 (Arizona 

Department of Health Services, 1991). Homeless people with 

TB infection are much more likely than the general population 

with TB infection to develop active TB disease (CDC, 1990). 
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Homeless Shelters 

The primary goal of shelters in the United States is 

to meet the emergency needs of the homeless and prevent them 

from progressing to more misery and death (U.S. Department of 

Housing and Urban Development, 1989). The shelters in the 

United States vary in goals and in what they seek to 

accomplish. Many homeless shelters focus on meeting only the 

emergency survival needs of the homeless, while others 

provide a range of services for less immediate needs such as 

physical and mental health, substance abuse, family 

counseling, job assistance and literacy training (McAdam, 

Brickner, Scharer, Crocco, & Duff, 1990). In some shelters, 

health education is provided (May & Evans, 1994). 

Prevention and control of TB among the homeless is 

difficult because TB is a disease of poverty and crowded 

living conditions, such as may exist in homeless shelters. 

The crowding and poverty experienced by the homeless is 

augmented by immunosuppression due to malnutrition, drug 

abuse, HIV infection, and multi drug-resistant TB. Shelters 

vary in accommodations and may create a perfect environment 

for transmission of airborne organisms such as tuberculosis. 

Shelters are designed for safety, but when large numbers of 

people gather together infectious diseases spread very 

rapidly. The risk of TB infection spreading is increased 

because the homeless generally travel from shelter to 
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shelter. It has been found that prolonged exposure to the 

shelter environment leads to tuberculosis infection and the 

development of active disease (McAdam et al., 1990). The CDC 

have made recommendations to shelters to decrease 

transmission of TB infection: ventilation about 25 cubic feet 

of outside air per minute per person; and supplemental upper 

room germicidal ultraviolet air disinfection {CDC, 1992). 

The larger shelters in the United States offer some 

kind of health care service to homeless residents but the 

availability of services varies widely among shelter 

locations across the nation. The large numbers of homeless 

who congregate in shelters are often overwhelmed and 

frightened by the shelter's living condition. Many homeless 

take up residence on the streets to avoid the congregate 

living conditions of the shelters. Street living contributes 

to their malnutrition and poor health. As a consequence, 

when they do enter shelters they are apt to be more 

susceptible to infectious diseases such as tuberculosis 

(McGinnis, 1995). 

It was found at the Pine Street Inn Homeless Shelter 

in Boston that having a public health nurse located at the 

shelter to coordinate a TB program with the shelter workers 

enhanced the evaluation and monitoring of surveillance and 

containment of TB. The public health nurse was also found to 

provide continuity of care for the TB clinic by coordinating 
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the services necessary for homeless residents and shelter 

workers (McGinnis, 1995). 

Many homeless persons have a history of 

institutionalization in both mental hospitals and prisons 

(Burt & Cohen, 1989). Since 1985, there have been eleven TB 

outbreaks recorded in prisons in eight different states in 

the nation (CDC, 1993). The problem with an increase in TB 

cases in the prison systems has been attributed to (a) an 

overrepresentation of populations at high risk for TB in 

prisons, (b) transmission of TB within the correctional 

facility, and (c) an overrepresentation of persons at risk 

for HIV infection. 

It is known that both TB and HIV have a higher 

incidence among persons who are low income or ethnic 

minority, groups overrepresented in the prison inmate 

population (CDC, 1992). Although it is not understood why 

the poor and minorities are disproportionally affected by TB, 

it is known that persons who are at the poverty level are 

eight times more likely to have TB than those living above 

the poverty line. This discrepancy is important to prisons, 

because people of low income are disproportionally 

represented in the prison inmate population (CDC, 1993). 

Shelter Workers and Health of Homeless Populations 

There is limited literature on shelter workers and 

how they may be involved in health of the homeless. However, 
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shelter workers can have an important role because the 

homeless congregate in shelters and come into close contact 

with shelter workers. According to Schutt and Garrett 

(1992), shelters in the United States range from large 

organizations to small support groups. The shelter staff 

range from highly trained professionals to volunteers and 

recovering alcoholics. 

Direct care from shelter workers provides essential 

services for the shelter. The shelter workers or staff 

duties include maintaining the shelter's cleanliness and 

safety, ordering supplies, logging the guest's entry and exit 

from the shelter, assisting with referrals, intake and 

transportation, provide counseling, introducing new guests to 

the shelter, and supervising food service. Some of the 

larger homeless shelters have nurses who assist in health 

care needs and refer out to hospitals if necessary. 

Generally, shelter workers or the nurse request guests' 

prescription drugs, store them in an area to which the guest 

does not have access, and help them maintain a regular 

medication schedule (Schutt & Garrett, 1992). 

significance of the study 

Tuberculosis is a necrotizing infectious disease that 

is life threatening to all who are exposed to it. 

Tuberculosis continues to be a public health threat in the 

United States, with over 25,000 new cases reported annually 
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Tuberculosis has reemerged as a serious 

national health problem. Factors that have contributed to 

the recent increase of TB incidence are: (a} TB associated 

with the HIV epidemic; (b) increase in immigration from 

countries where TB is prevalent; (c) transmission of TB in 

congregate setting (e.g., hospitals, prisons, and shelters}; 

and (d) the deterioration of the health care infrastructure 

(CDC, 1994}. The significance of this study is its focus on 

perceptions of factors related to TB in congregate settings. 

The homeless are susceptible to TB because they are 

a vulnerable population who live below the poverty line, are 

malnourished, may abuse drugs and alcohol, and have poor 

access to health care. The homeless tend to congregate in 

shelters that are overcrowded, with the likelihood of spread 

of infection. Homeless persons, some of whom reside 

temporarily in shelters, are at high risk for TB, due to 

lifestyle factors {CDC, 1990). According to the CDC {1990}, 

there is an association between crowded living conditions, 

poverty and TB infection. Another problem among the homeless 

population with TB is the low rate of adherence to their TB 

preventive therapy (Vredevoe et al., 1992}. The focus of 

this study on shelter workers' perceptions adds to knowledge 

of factors that may enhance adherence to preventive therapy. 

Tuberculosis and homelessness pose a major challenge 

to the health care system. The homeless in the United States 
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are at high risk for developing TB infection and, once 

infected with TB, their poor nutrition, crowded shelters, and 

their stressful lifestyle all contribute toward failure in 

adherence to preventive therapy (CDC, 1990). This study is 

important to nursing because it investigates the shelter 

worker's role and perceptions related to adherence in 

preventive therapy of homeless shelter residents. Nurses 

with knowledge of shelter workers' role in relation to 

shelter residents on preventive therapy will be a valuable 

resource. Nurses can use this information in assisting 

shelters and shelter workers to support the homeless in 

adhering to preventive therapy. 

Homeless persons suffer from various health problems 

which include TB. Detecting, treating and preventing TB 

benefits not only the homeless but also the general 

community. The goal of prevention and control of TB in the 

homeless can be difficult to achieve due to lifestyle factors 

affecting the health of the homeless. By examining factors 

related to shelters and shelter workers' perceptions, this 

study has the potential to add to clinical knowledge that can 

have a positive impact on the health of persons who are 

homeless and infected with TB. 

statement of Purpose 

Tuberculosis is a public health problem with 

potentially serious health effects in persons who are 
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homeless and infected with TB. The dramatic increase in TB 

prevalence, the increase in homelessness, and the conditions 

of congregate living present challenges for clinicians and 

researchers. The purpose of this study was to answer the 

question: What are shelter workers' perceptions of: (a) their 

role in assisting homeless shelter residents on preventive 

therapy for TB, and (b) factors related to homeless shelter 

residents' adherence to preventive therapy for TB infection? 

summary 

Tuberculosis in the homelessness population is a 

threat to their health and a potential threat to the 

community. There is evidence that both TB and homelessness 

are increasing annually. Many homeless take refuge in 

shelters staffed by shelter workers. Adherence to preventive 

therapy in the homeless who have TB infection may be 

difficult for them to maintain. The purpose of this study 

was to answer the question: What are shelter workers' 

perceptions of: (a) their role in assisting homeless shelter 

residents on preventive therapy for TB, 

related to homeless shelter residents' 

preventive therapy for TB infection? 

and (b) factors 

adherence to 
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CHAPTER TWO 

CONCEPTUAL ORIENTATION 

The conceptual orientation and review of relevant 

literature are presented in this chapter. Components of the 

Rosenstock health belief model were used as the conceptual 

orientation to guide this research. 

five elements for health beliefs 

This model consists of 

and preventive health 

behaviors (Rosenstock, 1975). The review of literature 

addresses: health and homelessness, TB and homelessness, and 

health behaviors and adherence, and lay health workers and 

other natural helpers. 

The goal of the United States Department of Health 

and Human Services' Healthy People 2000 is to achieve 

national health promotion and disease prevention and to 

enable all Americans to reach their optimal health potential 

(DHHS, 1991). Secondary prevention emphasizes early 

diagnosis and prompt intervention to halt the pathological 

process, thereby shortening its duration and severity and 

enabling the individual to regain normal function at the 

earliest possible point (Pender, 1987). This study examined 

shelter workers' perception of factors related to secondary 

prevention among the homeless through their adherence to TB 

preventive therapy. 
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conceptual orientation 

A qualitative approach to research is used when 

little previous research has been conducted on a topic. In 

qualitative approaches, inductive reasoning guides the 

researcher from the data to themes that together form the 

basis for theory development. In this descriptive study, 

concept identification was the goal, guided by a conceptual 

orientation (Hinshaw, 1979). The conceptual orientation is 

derived from selected components of Rosenstock's Health 

Belief Model (Rosenstock, 1974) and consists of: perception 

of benefits, perception of barriers, and perception of cues 

to action. 

Development of the Health Belief Model 

Rosenstock's health belief model was developed 

between 1950 and 1960 to help explain and modify health 

behaviors (Rosenstock, Stecker, & Becker, 1988). This model 

was developed as a result of observation of people's 

behaviors related to disease prevention. It was observed 

there was a prevailing failure of people to utilize 

preventive measures or screening tools for diseases, such as 

tuberculosis, cervical cancer, dental disease, rheumatic 

fever, polio, and influenza. The preventive measures 

provided by public health departments were either free of 

charge or at a very low cost to the individual (Rosenstock, 

197 4) . 
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These elements influenced the development of a theory 

to explain preventive health behaviors (Rosenstock, 1974). 

The theory addressed prevention and explained health 

behaviors in individuals who believe themselves to be free of 

a condition or illness (Rosenstock). The potential role of 

barriers to accepting health care services would have to be 

addressed in the theory along with explaining the behaviors 

of individuals who were being charged little or no money for 

health care services (Rosenstock). From the introductory 

groundwork, the theory was applied to a particular program 

problem and provided a basis for application to other 

problems. In the process it came to be known as the health 

belief model (Rosenstock, 1974). 

Components of the Health Belief Model 

The health belief model proposes that to take action 

to avoid illness, one must believe that: (a) one is 

susceptible, (b) occurrence of the illness would have at 

least a moderate severity on some aspect of life, (c) taking 

action, such as preventive behavior, would be of benefit in 

reducing susceptibility to a condition, (d) preventive 

behavior does not overcome barriers, such as cost, 

convenience, pain and embarrassment, and (e) the condition 

may exist even in the absence of symptoms (Rosenstock, 1974). 

The health belief model proposes that individuals 

will not seek preventive health care or health screening 
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unless they are motivated and knowledgeable about the illness 

or condition. Individuals must feel they are susceptible and 

threatened by the illness andjor the condition. Individuals 

also must be convinced that if they take the recommended 

action, it will be beneficial (Becker et al., 1977). 

Components of the model that were used for this study are: 

benefits, barriers, and cues to action. 

Benefits. 

An individual will not take action without belief 

that the health problem will bring a serious organic and or 

social repercussion (Becker, 1974). The direction that does 

take place is influenced by one's beliefs in the 

effectiveness of the known available alternatives for 

decreasing the illness threat. The individual's behavior 

depends on perception of the benefits of particular courses 

of action, rather than the objective potential effectiveness 

of the action. The individual's beliefs are influenced by 

the norms and pressures of one's social groups (Rosenstock, 

1974). 

Barriers. 

The individual may perceive a given action will be 

effective in reducing the threat of an illness or condition, 

but also see the action as being inconvenient, expensive, 

unpleasant, painful or upsetting. These negative aspects of 

health action may act as barriers to the action and arouse 
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conflicting motives for avoidance. But if readiness to take 

action is high and negative aspects are seen as weak, the 

action in question is likely to be taken. Conversely, if the 

readiness to take action is low and negative aspects are seen 

as strong, the negative aspects will create barriers to 

action (Rosenstock, 1974). 

cues to Action. 

The combined levels of perceived susceptibility and 

perceived severity provide the energy or force for action, 

termed cue to action in the model. Perception of benefits 

provides the preferred path for action. The combination of 

perception of severity and perception of benefits could reach 

a considerable level of intensity without resulting in overt 

action unless there is an initiating event which occurs to 

get the process into motion. In health behaviors the cue to 

action could either be internal, such as the perception of 

bodily states, or external, such as interpersonal 

interactions, impact of the media, or receiving information 

from a health professional (Rosenstock, 1974). 

Application of the Health Belief Model 

The focus of this study was on shelter workers' 

perception of benefits, barriers to their roles, and cues to 

action for homeless shelter residents as the shelter workers 

assist residents to maintain preventive therapy for TB. A 

lifestyle of homelessness has an effect on health behaviors 



31 

and health outcomes. Homelessness creates health risks that 

contribute to health problems. If factors related to 

homelessness are understood, illness prevention programs 

developed to meet the needs of the homeless will help 

decrease health risks and illness and reduce health related 

costs (Mason, Jenson & Boland, 1992). 

There is documentation of low adherence with 

prescribed medical therapies (Becker et al., 1977) . In 

addition to the proper diagnosis and recommended treatment of 

an illness or condition, of equal importance is client 

adherence to the medical regimen. Adherence rates for 

recommended therapies is known to range from 30 to 70% 

(Rosenstock, 1975). In therapeutic approaches requiring 

lifestyle changes and health behaviors such as exercise, 

weight loss, and smoking cessation, a low adherence rate may 

be due to the extent of the change required. However, when 

individuals have to take a single medication, such as a pill, 

which does not involve extensive lifestyle changes, it is not 

clearly understood why there is a high failure rate of 

adherence to therapy (Rosenstock). 

Client non-adherence to TB preventive therapy has 

been identified as the biggest barrier to controlling and 

eliminating TB (Cuneo & Snider, 1989). The consequences of 

non-adherence to TB therapy include: (a) treatment failure, 

(b) relapse, (c) additional expense, (d) increases in drug 
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resistance and; (e) death. If individuals would follow the 

appropriate TB therapy regimen for an adequate amount of 

time, TB would be curable and prevented (Cuneo & Snider). 

The first component of the HBM applicable in this 

study is perception of benefits. Shelter workers' 

perceptions are now known regarding how beneficial or 

effective a system of preventive therapy is for homeless 

shelter residents. Perception of system effectiveness may 

reflect shelter workers' view of benefits. Their perspective 

can contribute to knowledge of the extent to which the system 

is beneficial to shelter residents. 

Regarding barriers, shelter workers' perceptions of 

problems encountered in assisting shelter residents can 

indicate barriers to effective secondary preventive health 

care. Shelter workers' perception of cues to action may be 

reflected in their view of their role. Furthermore, their 

perception of changes that can be made in the system to help 

maintain homeless shelter residents on preventive therapy for 

TB can lead to identification of additional potential cues to 

action. 

summary 

The development and components of the health belief 

model (HBM) by Rosenstock (1974) and Becker (1974) are 

presented. The HBM helps to explain health behaviors. Major 

components of the HBM are perceived susceptibility, perceived 
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seriousness, perceived benefits and barriers, and cues to 

action. The components of the HBM providing the conceptual 

orientation for this study are perception of benefits, 

perception of barriers, and perception of cues to action. 

Review of the Literature 

Homelessness and Health 

In a study to describe risk factors that could 

increase the frequency and prevalence of disease in the 

homeless population, the target population was urban homeless 

persons (Vredevoe et al., 1992). The sample consisted of 

1252 homeless clients of the UCLA School of Nursing Health 

Center (UCLA SNHC) located in downtown Los Angeles. The 

study examined the relationship between risk factors and 

health conditions. Results indicated a large proportion of 

the homeless clients suffered various health problems. 

Respiratory diseases, dermal conditions, injuries, and 

digestive disorders were found to be the most prevalent. 

Risk factors, such as alcohol abuse, smoking, sedentary 

lifestyle, drug abuse and obesity, were found to be 

predictive of health problems. The findings suggested the 

health of the homeless could be improved and risk factors 

could be minimized with interventions such as education and 

rehabilitation, along with improvement in personal hygiene 

and clean clothes (Vredevoe et al.). 
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For a study of persons (N=464) who attended a general 

adult and homeless clinic in a neighborhood health center in 

Los Angeles County, the subsamples were 214 homeless adults 

and 250 low income domiciled adults (Gelberg, Linn, Usative 

& Smith, 1990). A comparison of physical health status of 

the homeless adults and domiciled low income adults was done 

through a survey and a screening physical examination. The 

purpose of the study was to investigate the unique health 

care needs of homeless adults as compared to domiciled adults 

who attend the same clinic. The findings of this study 

showed a difference in health care needs between the homeless 

adults and domiciled low income adults. It was found the 

homeless adults were consistently in worse physical health 

than the domiciled adults and had more risk factors (alcohol, 

smoking and drug abuse) than the domiciled adults. The 

homeless adults had more nutritional deficiencies, seizures, 

emphysema, skin problems, tooth decay, painful feet, poorer 

hygiene, and poorer mental health status than domiciled 

adults. The two groups did not differ in HIV, drug abuse, 

sexual promiscuity, hypertension, and tuberculosis. The 

homeless adults used the clinic health services to manage 

their functional disabilities and chronic disease (Gelberg et 

al.) . 

To describe the use of medical, mental health, 

alcohol and drug services and examine the association between 
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the services used and predisposing, enabling, and need 

factors, adult homeless persons (N=832) from 16 New York City 

shelters were interviewed (Padgett, Struening & Andrews, 

1990). This was a cross-sectional descriptive study that 

included an interview regarding use and opinion of the 

shelter system, housing histories, hospitalization and 

medical histories, important childhood experiences, work 

histories, family relationships, and other social contacts. 

The majority of homeless persons surveyed did not use 

services for medical, mental health, alcohol, and drug 

problems, despite the high level of need. There was a 

disparity between need and use. Fifty three percent of 

respondents had clinical depression but only 13% had used the 

mental health services in the past three months. There were 

55% respondents who were in need of medical services and only 

23% used the medical services. The same disparity was found 

for drinking alcohol and drug problems (Padgett et al.). 

The findings of this study indicate unmet medical, 

mental health, and alcohol and drug treatment needs in the 

homeless population in New York City shelters. They also 

indicate that the homeless are a population that manifests 

significant signs of depression, distress, and unmet health 

needs (Padgett et al., 1990). 
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Summary of Literature on Homelessness and Health 

The homeless population suffers from various health 

problems, such as respiratory diseases, dermal conditions, 

injuries, and digestive disorders. The homeless have health 

behavior risks that contribute to their health problems and 

worse physical health than low-income domiciled adults who 

have shelter. Homeless persons generally do not use health 

care services, including medical or mental health services, 

regardless of their need. This population was found to have 

more depressive disorders, alcoholism, and drug abuse than 

domiciled adults. 

Lay Health Workers and Other Natural Helpers 

Based on a computerized literature search on the 

databases Medline, CINAHL, and Health, there was no study of 

shelter workers' roles reported. Nor was there mention of 

shelter workers' role in any of the literature reviewed for 

this study. Relevant literature on lay health workers and 

other natural helpers was reviewed to provide a context for 

examining shelter worker's role in the natural helping 

network of shelter residents. 

A descriptive study using content analysis analyzed 

data from interviews on demographics, social networks and 

support systems of eight single men with non-resectable lung 

cancer who resided in Seattle's Skid Road (McGrath, 1986). 

The men (N=B) in this study share many similarities in 
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lifestyle and had small but highly dense social networks. 

Social networks of these men were the unit of analysis and 

were examined in terms of their morphologic and interactional 

characteristics (McGrath). It was found the men had strong 

social support systems within their social networks although 

the systems were limited in nature. Friends who were seen 

daily were considered to be a strong social support and the 

men heavily relied on them (McGrath, 1986). 

Increasing health care costs and the growing 

proportion of minority groups with inadequate health care 

services, particularly perinatal health care, has led public 

_health providers to a renewed interest in the use of peer 

health workers for education, outreach, and advocacy (Warrick 

et al., 1992) . In a descriptive study of a prenatal 

education program serving low-income Mexican and Mexican

American women from farmworker communities along the Mexican 

border in Southern Arizona, there were three methods of data 

collection: (a) structured interviews, (b) ethnographic 

techniques including field observations, and (c) surveys 

(Warrick et al.). 

Warrick et al. (1992) found the use of peer health 

workers was effective with underserved populations. The 

focus of this study was to evaluate and establish the 

validity of the intervention model in a culturally specific 

and disadvantaged population. The intervention of the peer 
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health workers was to provide health care, education and 

advocacy to the underserved population. Interviews were 

performed with the program staff and health providers. 

Surveys were conducted by peer health workers with their 

participants (n=S2). The program was considered successful. 

It was low cost, small, located in an isolated area where 

health care services were poorly accessed, and was not a 

threat to established medicine. The peer health workers were 

accepted and used by the underserved population. The peer 

health workers were considered to be part teacher, part 

friend and part advocate by the population (Warrick et al). 

A village health worker (VHW) program located in 

rural Ciskei, South Africa, was evaluated one year after its 

inception. The central component of the program was the 

introduction of VHW-retained child immunization record cards. 

The task of the HVWs was to record and actively follow-up all 

new births. Using door-to-door cross-sectional survey of 

parents of children under two years old, surveyors obtained 

data on the immunization status of children (N=291). The 

design was a retrospective, before-after comparison between 

two cohorts of children, one born before and one born after 

the introduction of the VHW program (Kuhn & Zwarenstein, 

1990). 

The VHW program was successful in improving health 

services of the village and reached the majority of the 



village population. 

39 

A population survey on children was 

matched to VHW records, showing the VHWs were reaching 70.8% 

of the target population. It was concluded that VHW-retained 

child records play a valuable role in ongoing health care 

evaluation (Kuhn & Zwarenstein, 1990). 

The use of indigenous nonprofessional health aides is 

rapidly emerging as a major social force in the delivery of 

health care. One study indirectly measured the community 

health aide's ability to participate in education related to 

patient care (Cauffman, Wingert, Friedman, Warburton & Hanes, 

1970). A multidisciplinary team developed an interview 

schedule to gather data about mothers and their children. 

The study took place in the Pediatric Emergency Room of the 

Los Angeles County-University of Southern California Medical 

Center. It was hypothesized that mothers instructed by 

community health aides would be as likely to comply to a 

physicians' prescription for upper respiratory infections 

(URI) as would mothers who were instructed by public health 

nurses or physicians. 

Six women between the ages of 18 and 35 who had no 

formal knowledge of health care were recruited and trained as 

community health aides over a four week period. Results of 

this study showed that mothers (n=275) who were instructed by 

community health aides would be as likely to adhere to the 

physicians' prescription for URI as would mothers (n=275) who 
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were instructed by public health nurses or by physicians 

(Cauffman et al., 1970). 

The Harlem Region Stroke Program of Harlem Hospital 

in New York City is a six-month community health worker 

training program which integrates successful graduates into 

a interdisciplinary team approach to health care delivery 

(Richter et al., 1974). The Stroke Program screens, treats, 

and provides sustained follow-up for Harlem area residents 

with strokes, hypertension, and related illnesses. Fifty

four applicants were interviewed, screened, and evaluated; 

forty-one persons were considered for the community health 

worker training program. Fourteen health workers 

successfully completed the six-month training program and 

were placed in health worker positions. 

Health workers had a positive effect on the health 

care delivery in the ghetto area by improving follow-up of 

patients. It was found that with the use of the community 

health workers who did follow-up with patients who had 

appointments at the Stroke Clinic, patient appointment

keeping improved from 53% to 73% (Richter et al., 1974). 

summary of Literature on Lay Health Workers and Other Natural 

Helpers 

Friends who were part of a social network and seen 

daily were considered to be a strong social support and were 

relied on heavily by homeless men. Peer health workers in 
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underserved populations are successful in terms of providing 

health care, education, and advocacy. Village health worker 

programs are successful in improving health services to 

villages in rural South Africa where health care access is 

limited. Community health aides' instruction to mothers on 

their children's upper respiratory infections was found to 

result in adherence to a physician's prescription at a level 

equivalent to adherence by mothers instructed by a nurse or 

physician. The use of community health worker interventions 

with stroke victims showed appointment-keeping and follow-up 

with these patients improved. The utilization of community 

health workers and community health aides contributes to 

improved health outcomes in populations underserved and in 

poverty. 

TB and Homelessness 

The purpose of the parent study (Nusbaum, Ferketich, 

May & Fox, 1993), of which this study is a part, was to 

examine the effectiveness of a nursing intervention directed 

toward maintaining contact with homeless clients to promote 

successful completion of their course of preventive therapy 

for latent infection with tuberculosis (Ferketich, May, 

Nusbaum, & Fox, 1995). In Phase One of the parent study, 

control group (N=100) data were collected, and in Phase Two, 

in progress, the intervention is being implemented and data 

are being collected from the experimental group (Ferketich, 
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et al.) . Preliminary results from the parent study (Nusbaum, 

et al.) derived from content analysis of qualitative data 

included clients' perception of factors that inhibit or 

facilitate completion of treatment and contact with the TB 

clinic nursing staff (May, Ferketich, Nusbaum & Fox, 1995). 

Factors that facilitated maintaining TB preventive 

therapy, as perceived by shelter residents, were their 

ability to keep, carry, and take their medications with other 

medications. They also included having a stable residence, 

transportation to the clinic, education on importance of the 

medication, and a postcard or telephone follow-up from the 

clinic. Factors that inhibited maintaining preventive TB 

therapy included intrapersonal and environmental factors. 

Intrapersonal factors were: forgetting, relocating, 

transience, no schedule, losing medications and dependence on 

alcohol or street drugs. Environmental factors were: lack of 

access to water, theft of personal belongings, shelter rules, 

lack of transportation, and difficulty transporting 

belongings (May et al., 1995). 

In a study using secondary analysis, shelter 

residents perceived difficulties in maintaining TB preventive 

therapy because of shelter rules, alcohol and drug use, 

forgetting, being homeless, and lack of water or fluid 

(Koepke, 1995) . Shelter residents perceived facilitating 

factors for maintaining TB preventive therapy as having a 
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regular routine, having shelter, taking with meals, and 

carrying medication (Koepke). 

In a study of prevalence of tuberculosis infection 

and incidence of active tuberculosis, researchers examined 

risk factors for infection to develop into active disease 

among homeless men attending a shelter-based clinic in New 

York City (McAdam, Brickner, Scharer, Crocco, & Duff, 1990). 

The design of the study was prospective cross-sectional, 

using a survey. Data were collected by interview, using a 

questionnaire to address demographics, length of time 

homeless, and medical history. The location of the study was 

on site at the New York City men's shelter-based clinic. 

Male clients (N=l853) were evaluated over a 73-month period. 

In the shelter based-clinic 42.8% of the men (N=1853) 

evaluated were infected with TB, including 6. 0% who had 

active TB. Older age and minority group status were 

independent risk factors for the development of TB infection 

or disease. The study suggests that prolonged exposure to 

the shelter environment leads to TB infection and the 

development of active disease. This study presents evidence 

that attention should be directed to the diagnosis and 

treatment of TB in persons within the shelter system (McAdam 

et al.) . 

A prospective study of hospitalized patients with TB 

in New York City was done over a nine month period. 
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Researchers examined HIV, homelessness and the decline of TB 

control programs as indicators for the resurgence of TB in 

New York City (Brudney & Dobkin, 1991). The sample consisted 

of 224 hospitalized persons who were interviewed regarding 

previous TB history, current housing situation, employment 

status, alcoholism, drug use, sexual partners, and blood 

transfusion history. All study participants had TB and were 

tracked after discharge to determine adherence and cure 

rates. Participants were predominantly male (79%), with 53% 

alcoholic, 68% homeless or having unstable housing, and 82% 

unemployed. Of those with previous TB, 26% had not completed 

their therapy. There were 80% who tested positive for HIV 

antibodies. The study indicated that non-adherence to TB 

treatment is both massive and predictable. This study 

supports previous study findings revealing adherence with a 

universal problem among persons with asymptomatic or chronic 

disease. Housing status was an important predictor in this 

study for non-adherence in TB therapy. Persons who were 

homeless did significantly worse with adherence to TB therapy 

than persons with stable housing (Brudney & Dobkin). 

A prospective study examined the mass miniature x-ray 

screening tool as a cost-effective means of controlling 

pulmonary TB in single homeless residents (Stevens, Bickler, 

Jarret & Bateman, 1992). The study used a prospective 

experimental design to identify new cases of active TB 
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completing treatment. The sample was single homeless 

residents (N=547) in eight hostels in South London. The 

mobile mass miniature radiography (MMR) was made available to 

x-ray all residents of the eight hostels for single homeless 

persons. No new cases of pulmonary TB were found by the MMR 

screening procedure. It was concluded the MMR was 

ineffective as a screening tool for TB, because of its 

unacceptability and increasing inaccessibility to homeless 

persons. Their study also supported the need to move toward 

more intensive and continuous primary health care, either 

from public health services or from a general practice 

(Stevens et al.). 

In a study that examined the prevalence of TB 

infection and risk factors for TB infection in homeless men 

who reside in shelters, length of stay and development of TB 

infection were explored (Paul et al., 1993). The sample 

consisted of homeless men (H=161) living in a New York City 

shelter. There were 79% (n=124) who were positive for TB. 

The mean length of shelter stay was 31.8 months, which was 

found to be significantly associated with TB infection rate. 

A logistic regression predicting TB infection indicated that 

time from date of entry into the shelter system was 

significantly associated with age, ethnicity and time of date 

of shelter entry (R<. 05) . The findings of this study support 

the proposition that crowded living conditions in congregate 
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shelters are associated with the spread of TB infection 

(Paul, et al.). 

A study examined medical records of patients (N=443), 

predominantly Hispanic, admitted in San Antonio Texas State 

Chest Hospital over a three year period with a diagnosis of 

pulmonary TB and who were homeless (Morris & McAllister, 

1992). All had abnormal chest x-rays and smear and sputum 

culture positive for acid-fast bacilli. 

Twenty-seven percent of homeless patients admitted 

had positive cultures for TB that were resistant to one or 

more anti tuberculin drugs. It was found drug-resistant 

tuberculosis can be related to patient non-adherence. The 

homeless population travels from city to city, seldom 

completing an antituberculosis regimen without close 

supervision. This study concluded the incidence of resistant 

tuberculosis among homeless populations will continue to be 

a health problem unless effective measures are taken. It 

also proposes that as the number of homeless people 

increases, pulmonary TB infection will be frequent, and that 

the causal mycobacteria may be resistent to one or more 

antituberculosis agents (Morris & McAllister, 1992). 

Summary of Literature on TB and Homelessness 

The parent study preliminary results are being 

analyzed to describe factors that inhibit or facilitate 

completion of preventive TB therapy. Prolonged exposure to 
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shelter environments leads to TB infection and development of 

active TB among the homeless. Non-adherence to TB treatment 

is predictable and there is a universal problem among persons 

with any asymptomatic disease to adhere to therapy. The inass 

miniature radiography (HMR) is an ineffective screening tool 

for TB in the homeless population. Risk factors such as age, 

ethnicity, and length of stay in a shelter will contribute to 

the prevalence of TB infection. Multi-drug resistant TB 

among the homeless results from transient lifestyles and non

completion of their antituberculin regimen. 

Health Behaviors and Adherence 

The health belief model (HBM) was used to predict 

adherence and dropout rates in a cardiac rehabilitation 

program. The HBM and health locus of control (HLC) were used 

as predictors for group membership in cardiac rehabilitation 

to predict patient health behaviors (Oldridge & Streiner, 

1989). The sample was male patients with coronary artery 

disease (N=120) who completed questionnaires at the McMaster 

University Cardiac Rehabilitation Program. The sample 

completed the standardized compliance questionnaire based on 

the HBM, to assess their health beliefs. The HLC was a 

multidimensional questionnaire and used to measure 

perceptions of internal control, and the control of powerful 

others or chance over health events. An exercise program 

prescription was a six month exercise program consisting of 
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lasting 

Differences in HBM and HLC were 

examined in groups defined as compliers or dropouts. 

There were 62 (52%) dropouts from the six month 

program. The study concluded adherence with behavior changes 

is a critical factor in the success of secondary prevention 

of coronary artery disease. The results of this study 

provided limited evidence for the usefulness of the HBM in 

predicting adherence behavior and none for the HLC construct. 

The HBM was found to be more useful in dropout rate 

predictors and the health decision model was proposed as a 

more useful predictor for understanding adherence with 

cardiac rehabilitation (Oldridge & Streiner, 1989). 

Another study examined homelessness and drug-abusing 

minority women and the relationships among self-esteem, sense 

of coherence, support availability to emotional distress, 

somatic complaints, and high-risk health behaviors (Nyamathi, 

1991). This study was a longitudinal study with a 

convenience sample of women (N=581) who had been enrolled in 

the UCLA AIDS nursing network in Los Angeles. The women were 

participants in drug rehabilitation programs (n=183) or were 

homeless (n=398). The eligible women answered a 

questionnaire on sense of coherence, a self-esteem scale, 

somatic complaint scale and a high-risk health behavior 

activity scale. Women who were high in self-esteem and 
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stronger in sense of coherence reported significantly less 

emotional distress, fewer somatic complaints, and fewer high

risk health behaviors than women reporting lower levels for 

these personal resources. This study also concluded if 

nurses continue to focus on ways to maximize the health and 

well-being of clients, the impact will be improved emotional 

and health behaviors of clients (Nyamathi). 

A cross-sectional and longitudinal study that focused 

on patient adherence addressed the connection between 

adherence and health outco~es. The linkages among the 

association between self-reported adherence and health 

outcomes for patients with diabetes, hypertension, congestive 

heart failure, and recent myocardial infarction, or 

depressive symptoms over time were examined (Hays et al., 

1994). Participants in the longitudinal study completed a 

screening questionnaire and a baseline self-administered 

Patient Assessment questionnaire (N=2125). 

There were 523 practitioners between the ages of 31 

and 35 who participated. These practitioners were from health 

maintenance organizations, large multispecialty groups, and 

solo practices from three cities (Boston, Chicago and Los 

Angeles). This study did not show a consistent relationship 

between adherence and outcomes. Better adherence was 

associated with improved health outcomes among insulin-using 

diabetics but not among persons with other chronic 
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The strongest association was seen between 

adherence and physiological measures of disease control was 

for glycemic control among insulin-using diabetics. It was 

concluded that assisting persons with the conditions studied 

to adhere to physicians' recommendations will lead to better 

health over time (Hays et al., 1994). 

A retrospective study assessed the cause of failure 

to adhere to antituberculosis therapy. This study reviewed 

medical and nursing records of adults treated at the TB 

clinic of the Montreal Chest Hospital in 1987-1988 (Menzies, 

et al., 1993). The sample consisted of 352 patients of whom 

222 (63%) were male and 270 (77%) had been born out of the 

country. Fifty-two were treated for active disease and 300 

were on preventive therapy. Because the most serious problem 

of TB treatment and control is identified as non-adherence 

with therapy, the proportion of clients with TB infection who 

completed preventive therapy was studied, revealing a range 

from 5% to 22% (Menzies et al.). The findings of this study 

showed there are factors that are significantly associated 

with compliance and antituberculosis therapy: (a) shorter 

interval to first return visit; (b) duration of therapy of 6-

9 months; and (c) nursing assessment of patient understanding 

at the initiation of therapy (Menzies et al.). 

A comprehensive TB control program was instituted to 

emphasize directly observed therapy (DOT) to ensure 
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completion of therapy for all patients discharged from 

Bellevue Hospital in New York city with a diagnosis of active 

TB (Schluger, Ciotioli, Cohen, Johnson & Rom, 1995). From 

November 1992 through July 1993, 113 persons who were either 

homeless, HIV positive, or drug and alcohol abusers, were 

referred to the on-site DOT program and received daily or 

twice weekly therapy. An outreach program tracked those who 

missed appointments. The study was located at the Bellevue 

Hospital TB Control Program. The study demonstrated that a 

comprehensive program for medical and social services for 

persons with TB in a hospital-based DOT program that is 

applied to an inner city population with a high incidence of 

HIV infection, unemployment, homelessness, and substance 

abuse can achieve high levels of compliance with TB therapy 

(Schluger et al.). 

In a study that examined a two-year health education 

study directed at improving rates of patient adherence to 

antituberculosis therapy in Los Angeles County (Morisky et 

al., 1990). The sample of 205 was categorized according to 

active TB (n=88) or inactive TB (n=117). Members of each 

group were randomly assigned a special intervention (SI) 

group or a usual care (UC) control group and were followed 

monthly throughout their treatment program. Persons assigned 

to the SI group were significantly more likely than UC 

persons to remain in care during the 12-month regimen (64% 
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vs. 47%; R=.003). SI persons had significantly higher levels 

of adherence to their medical regimen compared to UC persons 

(68% vs. 38%, R<.OOl). The results of this study 

demonstrated there are positive effects from a structured 

health education program on continuing care and adherence 

behavior with patients who have TB (Morisky et al., 1990). 

Summary of Literature on Health Behaviors and Adherence 

The health belief model (HBM) was used to predict 

adherence and dropout rates in a cardiac rehabilitation 

program. The HBM was found to be more useful in predicting 

dropout rates than adherence rates. Homelessness, self

esteem and high-risk health behaviors were found to 

correlate. Persons who have insulin dependent diabetes are 

reported as having better adherence to therapy than persons 

with other chronic illnesses. Adherence rates are found to 

be greater with persons who are on antituberculin therapy if 

visits have shorter intervals, duration of therapy is 6-9 

months, and assessment of patient understanding is done at 

the initiation of therapy. High levels of adherence to TB 

therapy can be accomplished if a program emphasizes directly 

observed therapy. Health education can also improve the 

continuation and adherence to TB therapy. 

Research Questions 

Based on the review of literature, there is little on 

shelters and shelter workers' influence on health care for 
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The research questions asked in this study 

reflect the study aims and research questions of the parent 

study (Nusbaum, Ferketich, May & Fox, 1993), one of which 

was: What are shelter worker variables that may affect the 

success of the intervention? (Ferketich et al., 1995) . The 

research questions for this study were: 

( 1) What are the demographic characteristics of 

shelter workers? 

(2) What is the role of the shelter worker in 

maintaining preventive therapy in homeless shelter residents? 

(3) What are shelter workers' perceptions of barriers 

to their helping homeless shelter residents maintain 

preventive therapy? 

( 4) What are shelter workers' perceptions of the 

effectiveness of the system used to maintain preventive 

therapy? 

(5) What are shelter workers' perceptions of the ease 

of continuation of the shelter worker role in the system used 

to maintain preventive therapy? 

(6) What are shelter workers' perceptions of system 

changes needed to help homeless shelter residents maintain 

preventive therapy? 

Definition of Terms 

Demographic characteristics: shelter workers' age, gender, 

ethnicity, job title, highest level of education, 
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length employed at the shelter, and length of 

experience with shelter residents with TB. 

Shelter worker: an individual who is either employed or 

volunteers to work at a homeless shelter in Pima 

County. 

Role: the way in which a shelter worker functions in relation 

to preventive therapy for homeless shelter 

residents. 

Preventive therapy: chemotherapy for TB infection, primarily 

used to prevent progression of infection to 

clinically active disease. 

Homeless shelter residents: persons who reside temporarily 

in a shelter staffed by shelter workers. 

Perception: insight, intuition, or knowledge expressed by 

the shelter workers 

Barriers: perceived problems or obstacles that prevent 

shelter workers from helping homeless shelter 

residents adhere to preventive therapy. 

System: an arrangement between Pima County Health 

Department, represented by public health nurses, and 

homeless shelters, represented by shelter workers, 

involved in assisting shelter residents on 

preventive therapy for TB. The arrangement includes 

communication between shelter workers and TB clinic 

nurses; shelter storage of TB medications; and 
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shelter workers' assistance in providing access for 

shelter residents to take their medications. 

Summary 

The conceptual orientation for this study is based on 

components of the HBM by Rosenstock (1974) and Becker (1974). 

The conceptual orientation provides a context for examining 

shelter workers' perceptions of factors related to behaviors 

of the homeless who are on preventive therapy for TB 

infection and shelter workers' role in assisting adherence to 

TB preventive therapy. Components of the HBM providing the 

conceptual orientation for this study are perceived benefits, 

barriers, and cues to action related to shelter residents' 

preventive TB therapy. 

The review of the literature was organized and 

presented according to research on health and homelessness, 

TB and homelessness, and health behaviors and adherence. 

There was no literature found regarding the role of shelter 

workers with homeless shelter residents. Literature on lay 

health workers and other natural helpers was reviewed to 

provide a context for describing shelter workers' role in the 

natural helping network of shelter residents. The research 

questions and the definition of terms were presented. 
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In this chapter the design, sample, protection of 

human subjects, data collection methods, instrument, 

secondary data analysis, plan for data analysis, and 

trustworthiness of the data are presented. 

Design 

This research, part of the parent study (Nusbaum, 

Ferketich, May & Fox, 1993), used a descriptive design. The 

research design for the parent study was a quasi-experimental 

static group design. In this study, a descriptive design was 

used to study relevant characteristics of shelter workers and 

their perceptions of their role and factors related to 

maintenance of homeless shelter residents on preventive 

therapy for tuberculosis. 

The reason for the static group design for the parent 

study was the clinical context. The shelter workers might 

have used experimental strategies to treat control group 

clients differently. The dangers of contamination outweighed 

the advantages of randomly assigned subjects to control and 

treatment groups. Therefore, during Phase One of the parent 

study only control group participants were inducted into the 

study. During Phase two of the parent study only 
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experimental participants were inducted into the study and 

the intervention applied to the experimental group. 

sample Selection criteria 

The purposeful sample for this study was the shelter 

workers who had been interviewed in Phase One and Phase Two 

of the parent study. A purposeful sample consists of 

participants selected because they are experts on a topic and 

have the ability to identify and describe their experience 

(Burns & Grove, 1993). 

The sample selection criteria for this study required 

that shelter workers were: 

1. Employed at shelters used by the adult homeless in 

Pima County; 

2. Recommended for participation in the research by 

the nurse manager of the TB clinic of the Pima County Health 

Department because of their key role in the system; 

3. 18 years of age or older; and 

4. Able to speak English or Spanish. 

For the purpose of triangulation of sources, data 

from Phase One interviews conducted with shelter residents 

(N=100) were analyzed. Shelter residents' interviews were 

analyzed specifically to obtain their view of the role of 

shelters in relation to their preventive TB therapy. 
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Protection of Human Subjects 

Standard guidelines for protection of human subjects 

were followed to explain the project to the participants. 

Potential subjects were given verbal and written explanations 

of the research (see Appendix B), informed of their rights as 

human subjects, and asked if they would like to participate 

in the study. There were no known risks to any of the 

participants except the possibility of fatigue from 

interviews, but all participants were informed of their right 

to not answer any questions or to end the interview at any 

time. They were assured they could withdraw from the study 

at any time without ill effects, and could ask any questions 

about the research and their questions would be answered. 

Confidentiality was assured by use of code numbers instead of 

names on data collection forms and storage of interview forms 

in a locked file to which only the researchers had access. 

The potential benefits of the research for shelter workers 

and the broader community were estimated to outweigh any 

potential risks. 

Approval for the study was obtained from the Human 

Subjects Committee of The University of Arizona (Appendix C) 

and the Human Subjects Review Committee of the College of 

Nursing, The University of Arizona (Appendix C). Approval 

for this study, to conduct the secondary analysis of data, 
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was obtained from the Human Subjects Review Committee of the 

College of Nursing (Appendix D). 

Data Collection Procedure 

Shelter workers assist public health nurses in 

maintaining contact with clients on preventive therapy. 

Shelter workers who worked at shelters housing homeless 

persons were identified by the nurse manager of the TB 

clinic. The interviewer then contacted the shelter workers 

to arrange interviews at their convenience at the shelter 

site. Informed consent was obtained (Appendix B), and the 

Interview Guide for Shelter Workers (Appendix A) was used to 

conduct a semi-structured interview. 

Interviews were conducted with fourteen shelter 

workers to determine their perception of their role and other 

factors related to homeless on preventive therapy. All 

interviews were conducted in English. Interview data from 

Phase One and Phase Two of the parent study were analyzed. 

In Phase One, seven shelter workers were interviewed. Five 

were interviewed twice and two were interviewed once. In 

Phase Two, ten shelter workers had been interviewed once, 

three of whom had been interviewed also in Phase One. Three 

shelter workers were interviewed three times and two were 

interviewed twice. The shelter workers who were interviewed 

were from seven shelters, six of which were used by client 

participants in the parent study. 
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Interviews were conducted to obtain baseline 

information on shelter worker variables that could affect the 

outcome of completion of TB preventive therapy of homeless 

shelter residents. Interviews were audiotaped and 

transcribed. The transcriptions were checked for accuracy 

and the audiotapes were erased to protect confidentiality. 

Instrument 

The major instrument used for data collection for 

this study was a two part Shelter Worker Interview Guide (see 

Appendix A), designed by the parent study researchers. The 

first part of the Shelter Worker Interview Guide consisted of 

demographic items on age, gender, ethnicity, job title, level 

of education, length of employment by the shelter, and length 

of experience with shelter residents with TB. The second 

part of the Shelter Worker Interview Guide consisted of seven 

opened-ended questions, as follows: 

(a) What do you do as part of this study? 

(b) As part of this study, how many shelter residents have 

you helped to stay in touch with the tuberculosis clinic? 

(c) What are the major problems you face in trying to help 

people on tuberculosis medication stay in contact with 

the tuberculosis clinic? 

(d) How effective do you think the system used in this study 

is in locating and keeping people in contact with the 

tuberculosis clinic? 
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(e) How easy would it be to continue involvement of shelter 

workers, using this system on a regular basis? 

(f) What changes would you make in the system of using 

shelter workers to help keep people in contact with the 

tuberculosis clinic? 

(g) What else would you like to add about your experience 

with this study or the topics we have discussed? 

For triangulation of data sources, a second 

instrument used in collection of data analyzed in this study 

was the Client Interview Guide (see Appendix A). Responses to 

questions 18 through 25, which addressed clients' perceptions 

of difficulties and facilitators in their TB preventive 

therapy, were examined only for references to shelters and 

shelter workers. 

Secondary Data Analysis 

Secondary data analysis is a method of analysis used 

after the original analysis of data. It is often conducted 

by researchers who did not collect the data, but examined 

data collected by other researchers (Brown & Semradek, 1993). 

This researcher used secondary data analysis to re-analyze 

data from the parent study. Secondary analysis offers a 

different perspective and expands on the parent study's . 

contribution to scientific knowledge. Secondary analysis 

uses the data gathered from an investigator of the original 

study to look at questions that were not addressed or to 
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address the same questions using a different method of 

analysis or from a different conceptual perspective 

(Jacobson, Hamilton & Galloway, 1993). The purpose of 

secondary analysis for this study was to address the same 

research questions using a conceptual perspective that 

differed from the parent study. 

A major advantage of doing a secondary data analysis 

is the contribution to the advancement of science (McArt & 

McDougal, 1985). Secondary analysis in this study offered a 

different perspective on the research questions asked, 

resulting in additional knowledge on shelter workers' 

perceptions of their role and factors in assisting homeless 

persons on TB preventive therapy. Secondary data analysis 

also gave this researcher the opportunity to work with 

researchers who were experienced in this field of study, and 

were the researchers for the parent study. 

The major limitation of secondary analysis for this 

study is that this researcher did not control how the data 

from the parent study were understood, collected, or 

recorded. For this study, the researcher did not have any 

influence over the data collection for the parent study. 

According to Jacobson et al. (1993), the researcher doing 

secondary data analysis did not participate in the data 

collection phase and has limitations in insight into hidden 

factors that may influence the study's outcome. In this 
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study this limitation was minimized through communication 

with the researchers for the parent study. Secondary data 

analysis for this study used the data from the parent study 

to supplement it, offer additional knowledge, and expand on 

its findings. 

Plan for Data Analysis 

The plan for data analysis was designed to correspond 

with the research questions. Descriptive statistics, using 

central tendency measures (mean, median and or mode) and a 

measure of dispersion (standard deviation) were used to 

describe the demographic characteristics of the sample. Data 

analysis for the open format questions of the structured 

interviews consisted of content analysis of the narrative 

data in response to questions. 

For the content analysis in this study, the unit of 

analysis was thematic units (Krippendorff, 1980; Weber, 1990) 

or phrases that have identifiable meanings (Burns & Grove, 

1993), termed meaningful phrases in the analysis. Content 

analysis was the procedure used for analyzing the 

unstructured qualitative data in this research study. The 

content analysis made specific inferences from every response 

by participants to the questions in the semi-structured 

interview (Kelly & Sime, 1990). There are three steps in 

preparation for content analysis: (a) deciding on the unit of 

analysis, (b) deriving or developing a set of categories, and 
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(c) developing the rationale and illustrations to guide the 

coding of data into categories (Wilson, 1989). In coding, 

meaningful phrases from data are identified and provide the 

basis for developing categories and definitions, after which 

the phrases are assigned to categories. 

From the conceptual orientation of the Health Belief 

Model (HBM), the concepts of benefits, barriers, and cues to 

action formed the background for development of the major 

categories. The subcategories of this research were 

developed as content analysis was done 

Shelter Worker Interview Guide (SWIG). 

analysis of the data from the SWIG, 

on data from the 

During content 

the themes and 

subcategories that arose were evaluated for correspondence to 

the concepts of the HBM, benefits, barriers and cues to 

action. This researcher developed and defined the 

subcategories according to themes that emerged from the SWIG 

data. Related phenomena and themes were grouped into 

subcategories and given a conceptual name (Strauss & Corbin, 

1985) . 

The subcategories developed from content analysis of 

data under the derived major categories from the HBM were 

defined according to rules for adequacy of a definition 

(Hinds, 1984). A definition is adequate if it is: (a) clear 

and concise, (b) with no obscure or figurative language, (c) 

worded in the positive, (d) measurable, and (e) not circular, 
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not directly or indirectly containing the subject to be 

defined (Hinds). The meaningful phrases were first coded 

under the three derived major categories: benefits, barriers 

and cues to action. Next, based on the meaningful phrases, 

the subcategories were developed and defined and then were 

organized as they applied to each research question. 

Rationale and examples to guide coding into specific 

categories were developed as data were analyzed. 

Intercoder Reliability 

In this study, the researcher evaluated interceder 

reliability to reduce subjectivity and enhance consistency in 

interpretation. Interceder reliability is the extent to 

which content classification as coded by one coder produces 

the same results when the same text is coded by a different 

coder (Weber, 1990). The researcher and the thesis chair 

independently coded all data in the form of thematic units or 

meaningful phrases. The researcher then calculated percent 

agreement by scoring for agreement in coding between the two 

coders, then dividing the number scored correctly by the 

second coder by the total number of correct and incorrect 

codes under each of the three major categories. The first 

time interceder reliability was checked for research 

questions 2, 3, and 4, there was 89% agreement for research 

question 2, 83% agreement for research question 3, and 82% 

agreement for research question 4. For research questions 5 
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and 6, there was 39% agreement. Definitions of subcategories 

were revised for research questions 5 and 6. Then interceder 

reliability for research questions 5 and 6 was rechecked 

after the second coding. There was 86% agreement for research 

question 5 and 73% agreement for research question 6. 

Usually 80% agreement is considered acceptable in most 

research in correspondence with the general acceptability 

level of .80 for reliability of instruments (Nunally, 1978). 

Trustworthiness of the Research 

Criteria for trustworthiness of qualitative research 

are: credibility, transferability, dependability and 

confirmability (Guba & Lincoln, 1989). These criteria were 

used to assure trustworthiness of this study. 

Credibility assures confidence in the truth of the 

findings (Lincoln & Guba, 1985). There were three methods to 

check for credibility in this study: (a) persistent 

observation, (b) peer debriefing, and (c) triangulation. 

Persistent observation was accomplished by interviewers' 

repeat interviews of shelter workers and returning to the 

shelter sites at a later time. Peer debriefing was 

accomplished by exposing this researcher's thinking to a 

colleague who is familiar with the parent study and content 

analysis. This researcher and the colleague discussed the 

findings of this study in relation to the derived categories 

and developed subcategories. Triangulation was addressed by 

considering data from different sources. In this study 
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analysis of data from shelter workers was supplemented by 

analysis of data, specifically regarding shelters, from the 

shelter residents (N=lOO) to obtain another perspective on 

the role of shelters in TB preventive therapy. 

Transferability verifies that the results of a study 

are not context-bound (Lincoln & Guba, 1985). This 

researcher provides a thick description of results of the 

data analysis. The thick description allows other 

researchers to judge transferability of results to other 

contexts. 

Dependability refers to both the stability and the 

trackability of the variance over time (Lincoln & Guba, 

1985). For this study, dependability was evaluated through 

an inquiry audit conducted by the thesis chair. In the 

inquiry audit, the thesis chair authenticated the process of 

this study by examining the data from shelter worker and 

client interviews, the extracted meaningful phrases, the 

corresponding categories and subcategories, and the model of 

relationships among the findings. By examining the process 

and product, the auditor has contributed to the accuracy of 

this study. 

Confirmability is the objectivity of the findings 

(Lincoln & Guba, 1985). In this study confirmability was 

supported by interpretational objectivity of the data. A 

reflexive journal of this researcher's thoughts was kept 
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while analyzing the data. Interpretation of the data was 

conducted with the awareness of this researcher's biases. An 

audit trail was provided for an inquiry audit by the thesis 

chair, who examined raw data, coding of meaningful phrases, 

organization of categories and subcategories, and 

interpretation of results. This process assisted in assuring 

that the data collection, interpretation of data, and the 

outcomes of the study reflected the meanings of the 

participants' responses to the Shelter Worker Interview 

Guide. 

summary 

A descriptive design was used to investigate shelter 

workers' perceptions of their role in assisting homeless 

persons on preventive therapy and related factors to the 

homeless population's adherence to preventive therapy for TB. 

Secondary data was analyzed from the Interview Guide for 

Shelter Workers. The sample selection of shelter workers was 

done according to the selection criteria. Approval for the 

research was obtained from the Human Subjects Committee of 

The University of Arizona. All participants signed a consent 

form. 

Descriptive statistics, using central tendency 

measures and measures of dispersion, were used to describe 

the demographic characteristics of the sample. Content 

analysis categorized the responses to the open format 
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questions of the structured interviews. Trustworthiness was 

determined according to credibility, transferability, 

dependability, and confirmability. 



CHAPTER FOUR 

RESULTS 

70 

In Chapter Four, a description of the sample, an 

overview of the results of data analysis, findings in 

relation to each of the research questions, relationships 

among the findings, and a conceptual model of the 

relationships among the findings are presented. 

Description of the Sample 

A purposeful sample consisting of fourteen employed 

shelter workers at seven homeless shelters in Pima County 

participated in the parent study (Nusbaum et al., 1993) and 

was the sample for this study. There were two phases in the 

parent study. In Phase One, seven shelter workers were 

interviewed, five of whom were interviewed twice. In Phase 

Two, ten shelter workers were interviewed, three of whom had 

been interviewed twice in Phase One. Participation of each 

shelter worker by Phase and interview number is presented in 

Table 1. 

The results of analysis of demographic data are based 

on the information provided by each participant at the time 

of their first interview. See Table 2. Ages ranged from 36 

to 65 years (M=50.14, SD=8.54). Nine of the 14 participants 

were female. All participants spoke English. Nine 

participants were Caucasian, two African American, two Native 
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Table 1 

Participation of Shelter Worker by Interview and Phase (N=l4) 

Participant 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

Interview One 
Phase One 

X 

X 

X 

X 

X 

X 

X 

Interview Two 
Phase One 

X 

X 

X 

X 

X 

Interview One 
Phase Two 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 
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Table 2 

Demographic Characteristics of Shelter Workers Based on 

Information from First Interview and Listed Chronologically 

by Age <N=14) 

Age Gender Ethnic Background 

36 Male African-American 

38 Female Non-Hispanic Caucasian 

44 Male African-American 

45 Male Non-Hispanic Caucasian 

45 Female Non-Hispanic Caucasian 

47 Female Native-American 

48 Male Non-Hispanic Caucasian 

51 Female Non-Hispanic Caucasian 

51 Female Non-Hispanic Caucasian 

53 Female Non-Hispanic Caucasian 

53 Female Non-Hispanic Caucasian 

63 Female Non-Hispanic Caucasian 

63 Male Non-Hispanic Caucasian 

65 Female Hispanic 

Highest Level 
of Education 

Bachelor's Degree 

Bachelor's Degree 

Graduate Courses 

Associate Degree 

Associate Degree 

High School Graduate 

High School Graduate 

Graduate Courses 

Associate Degree 

College Courses 

Bachelor's Degree 

Bachelor's Degree 

Associate Degree 

< High School 
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American and one Hispanic. Their level of education ranged 

from less than high school to having taken graduate level 

courses. 

Participants' job titles included three who managed 

or coordinated aspects of a program, three who were shelter 

or program directors, six who were professionals (nurse, 

social worker, or counselor), one who was a kitchen worker, 

and one who was an office worker. Length of employment at 

the shelters ranged from two months to seven years. Length 

of experience with shelter residents with tuberculosis ranged 

from seven months to thirteen years. 

overview of Results of Data Analysis 

Four hundred eighty eight thematic units 

(Krippendorff, 1980; Weber, 1990) or phrases with 

identifiable meanings, regarding the shelter workers' 

perspective on assisting homeless persons with preventive 

therapy for tuberculosis, were extracted from shelter worker 

interview data and analyzed. In this description the 

thematic units are termed meaningful phrases. The meaningful 

phrases were identified and grouped according to themes, 

resulting in 23 researcher-developed subcategories under the 

three major categories derived from components of the 

conceptual orientation. Results are presented for each 

research question. For each research question the way the 

meaningful phrases reflected the major category of Benefits, 
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Barriers or Cues to Action, and corresponding subcategories, 

is reported. Table 3 provides the operational definitions of 

the three major categories derived from the Health Belief 

Model (Rosenstock, 1974). 

Findings in Relation to Research Questions 

Results of content analysis of interview data are 

presented for each research question. Data provided in 

response to each interview question were analyzed and the 

results are presented as they correspond to the research 

questions. 

Research Question 1 

What are the demographic characteristics of shelter 

workers? 

Results of research question one are presented in the 

description of the sample, supplemented by Table 2. 

Research Question 2 

What is the role of the shelter worker in maintaining 

preventive therapy in homeless shelter residents? 

The role of the shelter worker in maintaining 

preventive therapy includes various functions. When a 

shelter resident checks into a shelter, the shelter worker 

does an intake interview. By checking health cards from the 

health department, the shelter worker assures that all 

potential residents have been TB skin tested. If a resident 

has not been tested, then the shelter worker communicates 
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Table 3 

Operational Definitions of Major categories Derived from the 

Health Belief Model 

Benefits: Positive aspects of a health-related activity, as 

perceived by the shelter worker, that will 

decrease the perceived severity of a health 

problem or social repercussions associated with 

that problem. Positive aspects of a health-related 

activity are those aspects that are convenient, 

favorable, or cost effective. 

Barriers: Negative aspects of a health-related activity, as 

perceived by the shelter worker, that will 

increase or will not decrease the perceived 

severity of a health problem or social 

repercussions associated with that problem. 

Negative aspects of a health-related activity 

include those aspects that are inconvenient, 

unpleasant, painful, upsetting, or expensive. 

Cues to Action: Persons, situations, or objects that provide 

a reminder to do something. The reminder may 

result in the decision of the shelter worker after 

weighing the positive and negative aspects of a 

health-related activity and analyzing the 

perceived severity of a given health problem 
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with the health department and sends the resident to the 

health department to get tested. If a resident receives the 

TB skin test, has it read and tests positive, and receives 

medication, the shelter worker asks the resident for the 

medication, stores it and returns the medication each time 

the resident is to self-administer a dose. 

The shelter workers' perceptions of their roles in 

maintaining preventive therapy in homeless shelter residents 

are reflected in themes related to each of the three major 

categories: Benefits, Barriers, and Cues to Action, and 

their corresponding subcategories, as illustrated in Table 4. 

One aspect of the role, as perceived by shelter workers, is 

to benefit the shelter residents in various ways. Benefits 

included these subcategories: a) education, b) liaison, c) 

care, and d) clerical tasks. 

Education is defined as: The sharing of information 

pertinent to the seriousness of latent tuberculosis in 

shelter residents. Ten shelter workers mentioned the 

educational role. An example of a meaningful phrase 

indicating education is: "We stress the importance of taking 

their medications" (Participant 802). 

Liaison is defined as: The mediator role of the 

shelter worker in facilitating communication between the 

shelter and various community health services. Four 

participants mentioned the role of the shelter worker in 



77 

Table 4 

outline of the categories and Subcategories of the Role of 

the Shelter Worker in Maintaining Preventive Therapy in 

Homeless Shelter Residents 

BENEFITS 

BARRIERS 

Education 

Liaison 

care 

Clerical Tasks 

Inconvenience 

System Ineffectiveness 

Transience of Shelter Residents 

CUES TO ACTION 

Interest in Eradication 

Rules and Regulations 
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assisting in TB testing. An example of a meaningful phrase 

indicating the liaison role of the shelter worker is: "We 

communicate and work in conjunction with the health 

department. We tell the clients where to get TB tested, and 

where and when they can get their TB medication" (Participant 

804) . 

The definition of care is: Health related activities 

involving direct contact with a client deemed by shelter 

workers as necessary to decrease the potential seriousness of 

latent TB. Seven participants mentioned the role of the 

shelter worker in giving out medications. An example of a 

meaningful phrase indicating care as the role of the shelter 

worker is: "We give out medications and make sure the 

residents take their medications. We do our own TB testing 

at the shelter and read the results of the TB test" 

(Participant 801). 

The definition of clerical tasks is: Compiling, 

organizing and retrieving pertinent client information by 

shelter workers for the purpose of managing latent 

tuberculosis. Three participants mentioned the role of 

shelter worker in checking clients' health cards. An example 

of a meaningful phrase indicating the clerical task aspect of 

the shelter worker role is: "I do client intake interviews 

and ask if they have been TB tested. I check to see if the 

clients have been cleared from the health department and mark 
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negative on their health cards" (Participant 802). 

Another aspect of the role, as perceived by shelter 

workers, is to put up with barriers that challenge their role 

in maintenance of preventive therapy. Barriers included 

these subcategories: a) inconvenience, b) system 

ineffectiveness, and c) transience of shelter residents. 

The definition of inconvenience is: Difficulty for 

shelter workers in performing health activities, due to poor 

staffing, funding, or communication among services. An 

example of a meaningful phrase indicating inconvenience is: 

"We are short on staff. No staff members are certified to 

give TB tests and it is not feasible to have somebody at the 

shelter every night giving TB tests" (Participant 808). 

The definition of system ineffectiveness is: 

Inadequacy and inco~petence of the network to maintain 

contact with or locate homeless persons diagnosed with latent 

TB and to maintain them on medication. An example of a 

meaningful phrase indicating system ineffectiveness is: "We 

have trouble working with the Veterans Administration because 

they are reluctant to give out information when the clients 

get their TB test" (Participant 808). 

The definition of transience of shelter residents is: 

Mobility of individuals living in a temporary or impermanent 

environment. An example of a meaningful phrase indicating 

transience is: "Our clients are transient, so we never know 
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where they are going when they leave" (Participant 812). 

cues to Action included these subcategories: a) 

interest in eradication and b) rules and regulations. 

The definition of interest in eradication is: 

Expressed desire to eliminate latent tuberculosis from the 

world community. An example of a meaningful phrase 

indicating an interest in eradication is: "We want to get a 

handle on tuberculosis" (Participant 808). 

The definition of rules and regulations is: 

Guidelines for total governing of shelter residents. Four 

participants mentioned the role of shelter worker in not 

allowing clients to stay or return to the shelter without 

proof of TB test card. An example of a meaningful phrase 

indicating rules and regulations is: "We will not allow 

clients to return or stay in the shelter without proof of TB 

test card. Shelter workers send the clients who have TB 

tested positive to the health department for a chest x-ray 

and INH medication" (Participant 810). 

Research Question 3 

What are shelter workers' perceptions of barriers to 

their helping homeless shelter residents maintain preventive 

therapy? 

The shelter workers' perception of barriers to 

helping shelter residents maintain preventive therapy include 

working with a population that is mobile and not knowing 
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where the residents go after they leave the shelter. Shelter 

workers cannot be sure the residents are swallowing their 

medications and if residents refuse their medication, the 

shelter workers cannot force the residents to take their 

medication. When shelter residents leave the shelter, they 

frequently leave their medications at the shelter. 

Interview responses on shelter workers' perceptions 

of barriers to their helping homeless shelter residents 

maintain preventive therapy provided meaningful phrases that 

were classified under the two major categories: Barriers and 

Cues to Action and their corresponding subcategories as 

illustrated in Table 5. Barriers has these subcategories: 

a) transience of shelter residents, b) forgetfulness, c) 

nonadherence, d) lack of information, e) inconvenience, and 

f) inadequate follow-up. 

The definition of transience of shelter residents is 

presented on page 79. Three participants mentioned a 

perceived barrier in helping clients remain on preventive 

therapy is due to the client's transient lifestyle. An 

example of a meaningful phrase indicating transience is: 

"Our clients don't stay here long, and they move from place 

to place. We have a real transient population. They are 

either coming through Tucson or leaving Tucson" (Participant 

803) • 
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Table 5 

outline of the categories and Subcategories of Shelter 

Workers' Perceptions of Barriers to Their Helping Homeless 

Shelter Residents Maintain Preventive Therapy. 

BARRIERS 

Transience of Shelter Residents 

Forgetfulness 

Nonadherence 

Lack of Information 

Inconvenience 

Inadequate Follow-up 

CUES TO ACTION 

Outreach 

Personal Experience 

Education 

Rules and Regulations 
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The definition of forgetfulness is: Intentional or 

unintentional inattentiveness to the seriousness of latent 

tuberculosis. Four participants mentioned a perceived 

barrier in helping clients remain on preventive therapy, when 

clients leave the shelter they leave their medications. An 

example of a meaningful phrase indicating forgetfulness is: 

"Frequently, the clients leave their medications when they 

leave the shelter. One client wants to take his own pill but 

he frequently forgets" {Participant 805). 

The definition of nonadherence is: Nonconformity of 

homeless persons diagnosed with latent tuberculosis in 

following the requests of shelter workers. An example of a 

meaningful phrase indicating nonadherence is: "We cannot 

force anyone to take their medications. Some guys don't like 

to take any kind of medication" (Participant 807). 

The definition of lack of information is: 

Incognizant and unfamiliarity with pertinent knowledge to 

decrease the seriousness of latent tuberculosis among 

homeless persons. An example of a meaningful phrase 

indicating lack of information is: "I don't really know about 

the clinic, about a network across the country, and if the 

clients are taking their medications properly" (Participant 

808. 

The definition of inconvenience is presented on page 

79. An example of a meaningful phrase is: "We have economic 
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problems. It is difficult to pick up medications from the 

health department because we cannot get coverage at the 

shelter and the health department doesn't deliver 

medications" (Participant 813). 

The definition of inadequate follow-up is: Inability 

to track transient homeless persons. An example of a 

meaningful phrase is: "When they leave, we don't know where 

they go because they don't leave a forwarding address. They 

just walk out of here and we never see them again" 

(Participant 804). 

Cues to Action included these subcategories: a) 

outreach, b) personal experience, c) care, d) education, and 

e) rules and regulations. 

The definition of outreach is: Extension of 

community services to a wider section of homeless persons. 

An example of a meaningful phrase indicating outreach is: 

"We provide transportation and pick the clients up and bring 

them to the health department" (Participant 808). 

The definition of personal experience is: Individual 

knowledge acquired through living with latent tuberculosis. 

An example of a meaningful phrase indicating personal 

experience is: "I have some bias because I had TB as a 

child, and both my father and grandfather died of TB" 

(Participant 810). 
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The definition of care is presented on page 78. An 

example of a meaningful phrase indicating providing care is: 

"When we found out a client wasn't taking his medicine 

regularly, we marked it on his med card, and I would give him 

his pill at suppertime" (Participant 806). 

The definition of education is presented on page 76. 

An example of a meaningful phrase indicating education is: 

"We encourage the clients if and when they leave Tucson they 

should contact the health department and let them know where 

they are going and where they can pick up their medicines" 

(Participant 804). 

Rules and regulations is defined on page 80. An 

example of a meaningful phrase indicating rules and 

regulations is: "They cannot stay at the clinic unless they 

take a TB test. They have to take their TB medicines or they 

have to leave the shelter" (Participant 807). 

For triangulation of data sources, the shelter 

residents' (N=lOO) interview data specific to shelters were 

~ content analyzed. The data were evaluated for their 

~similarity or contrast with findings from content analysis of 

data from the shelter workers. Because clients' interview 

data , regarding their perception of shelters and shelter 

worke~s reflected their experience as she'!ter residents, the 

term used to refer to clients in this study is shelter 

residents. 
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From content analysis of the shelter residents' data, 

residents' perception was that shelters' rules and 

regulations were potential barriers to successful treatment 

of latent TB. Themes identified from the shelter residents' 

data that fit into the subcategory rules and regulations was 

a possible difficulty in maintaining preventive TB therapy 

because they were forced to leave the shelter every morning 

and were only allowed to stay in one shelter for a limited 

amount of time. 

The shelters kept their medications when the 

residents checked in and one resident believed there was 

potential for shelter workers to forget to give them their 

medications. Examples of meaningful phrases are: "Must be 

out of shelter by 7:00a.m." (Participant 008); "Primavera 

keeps tablets and doles them out 

(Participant 017). 

they could forget" 

Shelter residents' perception of rules and 

regulations as barriers contrasts with shelter residents' 

view. Shelter workers perceive the shelter rules and 

regulations as facilitators for maintaining preventive 

therapy, and the shelter residents perceive the shelter's 

rules and regulations as difficulties in trying to maintain 

preventive therapy. 
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Research Question 4 

. What are shelter workers' perceptions of the 

effectiveness of the system used to maintain preventive 

therapy? 

The shelter workers' perceptions of effectiveness of 

the system used to maintain preventive therapy include a view 

that the system is generally working well due to the systems 

requirements that all residents must be TB tested and all 

residents are guaranteed to receive medications if they are 

TB positive. Education is offered to the residents in hope 

the residents will understand the seriousness of TB and will 

adhere to preventive therapy. If an outbreak should occur in 

the shelter, the system assures all residents will be TB 

tested, but the system cannot control the transient 

lifestyles of the residents, which is perceived as a major 

barrier to system effectiveness. 

The shelter workers' perceptions of the effectiveness 

of the system used to maintain preventive therapy are 

reflected in themes related to each of the three major 

categories: Benefits, Barriers and Cues to Action and their 

corresponding subcategories as illustrated in Table 6. One 

aspect of a perceived system effectiveness is the benefits in 

maintaining preventive therapy. Benefits included ·these 

subcategories: a) system effectiveness, b) community health 
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Table 6 

outline of the categories and Subcategories of Shelter 

Workers' Perceptions of the Effectiveness of the system Used 

to Maintain Preventive Therapy 

BENEFITS 

BARRIERS 

System Effectiveness 

Community Health Services Network 

Close Monitoring 

Rules and Regulations 

System Ineffectiveness 

Transience of Shelter Residents 

Lack of Information 

Inadequate Tracking 

CUES TO ACTION 

Outreach 

Education 
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services network, c) close monitoring, d) rules and 

regulations. 

The definition of system effectiveness is: Adequate 

and competency of the network to function without difficulty. 

Nine participants perceived the system effectiveness is 

working well in maintaining preventive therapy. An example 

of a meaningful phrase indicating system effectiveness is: 

''I think it is very effective and working really very well. 

Considering the population we are working with, we are doing 

the most we can do" (Participant 813). 

The definition of community health services network 

is: Interconnections among shelter workers and public health 

departments allowing common participation and communication 

for the purpose of decreasing latent tuberculosis among 

homeless persons. An example of a meaningful phrase 

indicating community health services network is: "If we 

suspect an outbreak, the health department comes to the 

shelter and tests everyone. We have good contact with the 

health department and they are very good about furnishing us 

with medicine" (Participant 804). 

The definition of close monitoring is: Ability to 

maintain contact with homeless persons diagnosed with latent 

tuberculosis. An example of a meaningful phrase indicating 

close monitoring is: "We monitor clients records very 

closely and keep on top of whoever is ill" (Participant 806). 
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The definition of rules and regulations is presented 

on page 80. An example of a meaningful phrase indicating 

rules and regulations as supporting system effectiveness is: 

"We require mandatory TB testing. They must have a health 

card and it has to be updated every year" (Participant 804). 

In examining system effectiveness, themes reflecting 

perceived system ineffectiveness emerged from the interview 

data as barriers to maintaining preventive therapy. Barriers 

included these subcategories: a) system ineffectiveness, b) 

transience of shelter residents, c) lack of information, d) 

inconvenience, and e) inadequate tracking. 

System ineffectiveness is defined on page 79. An 

example of a meaningful phrase indicating system 

ineffectiveness is: "I don't think the system works very 

well. We have big problems and it needs upgrading" 

(Participant 804). 

Transience of shelter residents is defined on page 

79. An example of a meaningful phrase indicating transience 

of she! ter residents is: "People leave here. Nothing you can 

do because these people are so mobile. We figure once they 

leave, they're gone and won't come back. They are transients 

and just run in circles" (Participant 801). 

Lack of information is defined on page 83. An 

example of a meaningful phrase indicating lack of information 

is: "I don't know if all the clients are taking their pills. 
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I have no idea who is on medicine and who is not" 

(Participant 814). 

Inconvenience is defined on page 79. An example of 

a meaningful phrase indicating inconvenience is: "We do not 

have a staff person after 5:00 - p.m. and cannot call the 

health department, so what are we to do with a client who 

comes into the shelter after 5:00p.m.?" (Participant 808). 

The definition of inadequate tracking is: Inability 

to maintain contact or trace homeless persons diagnosed with 

latent tuberculosis. An example of a meaningful phrase 

indicating inadequate tracking is: "The paperwork has a 

tendency to get lost. If we could network with other states, 

we would be able to track these individuals" (Participant 

808) . 

Another aspect of perceived system effectiveness is 

the category of Cues to Action. Cues to Action included 

these subcategories: a) outreach and b) education. 

Outreach is defined on page 84. An example of a 

meaningful phrase indicating outreach is: "The health 

department needs to get people into the clinic and get them 

treated. We need to somehow reach out to the people" 

Participant 812). 

Education is defined on page 76. An example of a 

meaningful phrase indicating education is: "We need to 

increase our effectiveness and maybe offer more education to 
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the clients like a short film that would explain what will 

happen to them if they stop taking the medicine" (Participant 

804) • 

For triangulation of data sources, data from 

interviews with clients (N=lOO), most (n=79) of whom were 

staying in shelters, were analyzed. Shelter residents' 

perceptions of the effectiveness of the system were 

interpreted from their responses to an interview question 

about factors that facilitate maintenance of TB preventive 

therapy. Results were evaluated for similarities or contrast 

with the shelter workers' interview data. 

From content analysis of shelter residents' interview 

data, a benefit of shelter residence was that there were 

factors in the system that made it effective for maintaining 

preventive therapy. Themes identified from the shelter 

resident data that fit into the subcategory of system 

effectiveness as factors for facilitating TB preventive 

therapy were that residing in the shelter, having an address, 

and access to a telephone where they could be reached by the 

health department made it easy for them to stay on their 

medication. Having supportive, helpful staff at the shelters 

who would remind them to take their medicines and provide 

transportation to the health department also contributed to 

their continued maintenance of TB preventive therapy. 

Examples of meaningful phrases are: "When I stayed in the 
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facility, it actually made it easy" (Participant 009); 

"Having a place to live regularly. Salvation Army staff 

should help me to take the pills" (Participant 037); and 

"Primavera provides transportation" {Participant 020). 

Shelter workers and shelter residents both perceive 

some aspects of the system as effective in maintaining 

preventive therapy. Shelter workers perceive the system as 

effective because it provides good communication between the 

shelter and health department, offering education to shelter 

residents, and all residents are guaranteed to receive their 

medications free of charge. Shelter residents perceive the 

system as effective because it gives them a place to stay 

where there is supportive staff who will give them their 

medications and provide transportation to the health 

department. 

Research Question 5 

What are shelter workers' perceptions of the ease of 

continuation of the shelter worker role in the system used to 

maintain preventive therapy? 

Shelter workers' perceptions of the ease of 

continuation of their role in the system used to maintain 

preventive therapy include the ability to work closely and 

easily with the health department and employing supportive 

staff that are qualified and dedicated to work within the 

system. The rules and regulations that are a part of the 
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system make communication clear to everyone involved in the 

system. 

The shelter workers' perceptions of the ease of 

continuation of the shelter worker role in the system used to 

maintain preventive therapy were classified under two major 

categories: Benefits and Cues to Action and their 

corresponding subcategories are illustrated in Table 7. 

Benefits included these subcategories: a) rules and 

regulations, b) supportive staff, c) system effectiveness, 

and d) community health services network. 

The definition of rules and regulations is presented 

on page 80. An example of a meaningful phrase indicating 

rules and regulations is: "The clients have to submit to a 

drug test and must take their TB medication. It is our rule" 

{Participant 802). 

The definition of supportive staff is: Qualified 

trained personnel employed to assist homeless persons with 

latent tuberculosis. An example of a meaningful phrase is: 

"I pass out the medicines and give them their medicines. I 

have been a nurse here in Pima County for 20 years" 

(Participant 810). 

System effectiveness is defined on page 89. An 

example of a meaningful phrase indicating system 

effectiveness is: "The health department works close with us 

and we work close with them. I don't see any problems and 
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Table 7 

outline of the categories and Subcategories of Shelter 

Workers' Perceptions of the Ease of Continuation of the 

Shelter Worker Role in the System Used to Maintain Preventive 

Therapy 

BENEFITS 

Rules and Regulation 

Supportive Staff 

System Effectiveness 

Community Health Services network 

CUES TO ACTION 

Rules and Regulations 
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can't see where anybody can do a better job than they have 

already been doing" (Participant 801). 

Community health services network is defined on page 

89. An example of a meaningful phrase indicating community 

health services network is: "We have a close communication 

whether it is within the shelter or the shelter and health 

department. If a client has tested TB positive, the health 

department will call us immediately and notify us" 

(Participant 806). 

Cues to Action included the subcategory rules and 

regulations. 

Rules and regulations is defined on page 80. An 

example of meaning phrase indicating rules and regulations 

is: "Either the individual must take his medicines or he has 

to leave the program. If he refuses a TB skin test, then he 

is automatically dismissed from the program. As 

professionals, it is our responsibility to let the clients 

know .... This is what you need to do to keep healthy and this 

is how we can help you" (Participant 802). 

Research Question 6 

What are shelter workers' perception of system 

changes needed to help homeless shelter residents maintain 

therapy? 

Shelter workers' perceptions of system changes needed 

to help shelter residents maintain preventive therapy include 
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the need for the system to upgrade and update certain 

aspects. Incorporation of computers into the system would 

enable shelter workers to improve shelter residents' 

adherence to their preventive therapy by providing instant 

access to client information, thereby facilitating more 

efficient monitoring and follow-up care. Education on the 

severity of tuberculosis and the importance of maintaining TB 

preventive therapy should be incorporated into the system. 

Interagency and intra-agency communication regarding 

those clients who are TB positive and those who are on 

medication needs to improve because there is confusion that 

leads to inability to accurately monitor and follow-up 

shelter residents. However, most shelter workers (n=9) feel 

the system is working fine as it is and there is no need for 

change. 

The shelter workers' perception of system changes 

needed to help homeless shelter residents maintain therapy 

were classified under two major categories: Benefits and 

Barriers and their corresponding subcategories as illustrated 

in Table 8. Benefits included these subcategories: a) 

advocacy/referral, b) system effectiveness, c) close 

monitoring, d) rules and regulations and e) community health 

service network. 

The definition of advocacy/referral is: Shelter 

workers' perceived role as active supporter and provider in 
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Table 8 

outline of the categories and Subcategories of Shelter 

Workers' Perceptions of the system Changes Needed to Help 

Homeless Shelter Residents Maintain Preventive Therapy 

BENEFITS 

Advocacy/Referral 

System Effectiveness 

Close Monitoring 

Rules and Regulations 

Community Health Services Network 

BARRIERS 

Lack of Education 

Inadequate Control 

Transience of Shelter Residents 

Inconvenience 

Inadequate Follow-up 

Lack of Information 
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directing homeless persons to sources that can help with 

latent tuberculosis. An example of a meaningful phrase 

indicating advocacy/referral is: "I try to give the clients 

encouragement and establish a good rapport. We give them 

what we can. We advocate for them and refer them to health 

agencies if needed" (Participant 812). 

System effectiveness is defined on page 89. An 

example of a meaningful phrase indicating system 

effectiveness is: "The system is really very good and I 

can't think of any changes that could make it better. I 

think the system is working just fine the way we are doing 

things now" (Participant 802). 

Close monitoring is defined on page 89. An example 

of a meaningful phrase indicating close monitoring is: "The 

health department calls us to check up to make sure the 

clients are taking their medicines" (Participant 807). 

The definition of rules and regulations is presented 

on page 80. An example of a meaningful phrase indicating 

rules and regulations is: "If the client refuses a TB test, 

they cannot stay. Anybody who comes into the shelter must 

get a TB test" (Participant 807). 

Community health services network is defined on page 

89. An example of a meaningful phrase indicating community 

health services network is: "We work as closely as possible 

with the health department as we can. The health department 



100 

is very knowledgeable and they always let us know when 

someone tests positive for TB" (Participant 807). 

Barriers included these subcategories: a) lack of 

education, b) inadequate control, c) transience of shelter 

residents, d) inconvenience, e) inadequate follow-up, and f) 

lack of information. 

The definition of lack of education is: Lack of 

sharing information pertinent to the seriousness of latent 

tuberculosis among homeless persons. An example of a 

meaningful phrase indicating lack of education is: "The 

clients do not know that TB is really a pandemic and epidemic 

disease. The clients need to be educated on the seriousness 

of active TB and most of the men really don't understand. In 

general, the clients need a better education on the problem 

with TB" (Participant 804). 

The definition of inadequate control is: Inability 

to regulate, restrain, and subdue the seriousness of latent 

tuberculosis among homeless persons. An example of a 

meaningful phrase indicating inadequate control is: "If we 

had somebody here on Friday nights, we could test the clients 

over the weekend" (Participant 808). 

Transience of shelter residents is defined on page 

79. An example of a meaningful phrase indicating transience 

of shelter residents is: "The clients feel they can take 
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their medicine for a while until they feel better and then 

they leave" (Participant 804). 

Inconvenience is defined on page 79. An example of 

a meaningful phrase indicating inconvenience is: "If we 

could get computerized and get into the 20th century sometime 

this fiscal year, we could possibly monitor the clients and 

know who has been tested. When the clients leave and return, 

we would be able to know quickly if they have been tested 

instead of going through the files manually" (Participant 

803) . 

Inadequate follow-up is defined on page 84. An 

example of a meaningful phrase indicating inadequate follow

up is: "I would like to see more follow-up on a month to 

month ... if not a week to week basis. I would like to know 

the guys who are on INH andjor B6 that they are getting their 

medications" (Participant 814). 

The definition of lack of information is presented on 

page 83. An example of a meaningful phrase indicating lack 

of knowledge is "I don't have any idea or see how there can 

be any changes done. We give them the medicine and we don't 

know how sick they are. I would like to know how that person 

is doing" (Participant 801). 

Relationship among Findings 

Based on content analysis of the data, resulting in 

categorization of the meaningful phrases into relevant 
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categories and subcategories, a pattern of relationships 

among the findings emerged. The relationships are presented 

in a model in Figure 1. 

As illustrated in Figure 1, Shelter workers' 

perceived role in preventive therapy is primarily in 

providing cues to Action. Shelter workers' roles are 

identified as liaison, communicator, educator, care provider, 

and clerk. In the roles of liaison and communicator the 

shelter worker is the person who communicates between the 

shelter and health department. As the educator, the shelter 

worker shares information with the shelter residents on the 

seriousness of tuberculosis and the importance of maintaining 

preventive therapy. In the role of care provider, the 

shelter worker gives residents their containers of medication 

so they can self-administer their medication and confirms 

that the residents are taking their medication. In the 

clerical role the shelter worker enforc~s the rules and 

regulations of the shelter and supports the guidelines of the 

health department. 

As illustrated in Figure 1, shelter workers' perceptions of 

Barriers to shelter resident's maintenance of preventive 

therapy reflect, from the indirect influence of demographic 

characteristics on their perceived role, their experience of 

working with a transient population. Many (n=7) perceive the 
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Health Belief Model (Rosenstock, 1974), Depicting Shelter Workers' Perception 

of Their Role and Factors Related to Maintenance of Homeless Shelter Residents 

on Preventive Therapy 
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homeless population as inattentive 

medications and generally nonadherent. 

describe the shelter residents as 

information about the seriousness of TB. 
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to taking their 

The shelter workers 

having a lack of 

The facility of the 

shelter is described by the shelter workers as inconvenient 

due to its short staff, lack of funding and the difficulty 

with communication between the shelter and health department. 

Inadequate follow-up includes the inability to keep track of 

the shelter residents when they leave the shelter and making 

sure the shelter residents will continue to take their 

medication. 

Shelter workers 1 perception of the ease of 

continuation of their role in assisting with maintenance of 

preventive therapy is categorized under Benefits. Ease of 

continuation of their role is perceived as dependent on 

factors that benefit shelter residents, such as rules and 

regulations, supportive staff, system effectiveness and 

adequate community health services network described by the 

shelter workers as helping them maintain preventive therapy. 

Shelters have rules and regulations, which the shelter 

residents must recognize and follow if they want to maintain 

their shelter residence. Shelter workers state that the 

supportive staff of the shelter and the health department 

contribute to the ease of continuation of the shelter 

worker 1 s role in maintenance of preventive therapy. The 

system is described as effective to the extent that there is 
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an adequate and competent network between the shelter and 

health department. The ability to sustain competent 

communication contributes to ease in continuing their role in 

assisting with maintenance of preventive therapy. 

Shelter workers' perception of the effectiveness of 

the system in maintaining preventive therapy overall is that 

the system is in general effective and working well. The 

shelter workers acknowledge the difficulties in working with 

a transient population but feel the system is accomplishing 

its goals. Overall, the shelter workers state the system is 

helping to improve maintenance of preventive therapy with 

homeless shelter residents. Shelter workers identified 

adequate communication among members of the health services 

network. They expressed the opinion that close monitoring 

was being done, and rules and regulations were enforced at 

the shelter to help control TB infection. Education and 

outreach strategies were perceived by the shelter workers as 

an effort from the shelter and health department to help 

improve maintenance of preventive therapy with homeless 

shelter residents. 

Some (n=9) shelter workers' perception of the system 

to help homeless shelter residents maintain therapy is that 

the system does not have to change. Other (n=5) shelter 

workers state that the system does have to change in order to 

help shelter residents maintain preventive therapy. No 
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change in the system is seen as necessary by those shelter 

workers who consider the system effective, with adequate and 

competent communication between agencies. There is close 

monitoring performed by the health department. The 

established rules at the shelter are ensuring that all 

residents are getting tested and taking their medications. 

The shelter workers who perceive the system as 

needing changes to help shelter residents maintain preventive 

therapy describe the shelter residents as uninformed of the 

seriousness of TB and the great need for education. 

Inadequate control, inadequate follow-up, and the dynamics of 

working with a transient population were all system issues 

that must be addressed for shelter workers to help the 

residents maintain preventive therapy (Figure 1). 

Summary 

This chapter began with the description of the 

sample. An overview of results of content analysis of 

shelter worker interview data was presented, followed by the 

findings in relation to each of the research questions. 

Shelter residents' interview data specific to shelters were 

examined to identify meaningful phrases providing examples of 

similarities or contrasts with the findings from the shelter 

workers' interview data. Finally, the relationships among 

the findings were described and presented in a model. 
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The purpose of this study was to answer the question: 

What are shelter workers' perceptions of: (a) their role in 

assisting homeless shelter residents on preventive therapy 

for TB, and (b) factors related to homeless shelter 

residents' adherence to preventive therapy for TB infection? 

The relationship of findings to the conceptual orientation 

and the literature reviewed, implications for nursing 

practice, limitations of the study, and recommendations for 

further research are presented in this chapter. 

Relationship of Findings to the Conceptual Orientation 

The conceptual orientation for this study was derived 

from the Health Belief Model (HBM) by Rosenstock (1974) and 

Becker (1977) and guides the interpretation of the major 

findings of this study on health-related behaviors. 

Components from the HBM provided three major categories into 

which data were coded: Benefits, Barriers and Cues to 

Action. From the major categories, subcategories were 

developed to further specify themes emerging from the data. 

The conceptual orientation was applicable for the findings of 

this study, reflected in the major categories and 

corresponding subcategories. 
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Findings of this study described the relationship 

between the shelter worker's role and benefits, barriers and 

cues to action in maintenance of preventive therapy. 

Benefits of maintaining preventive therapy were possible for 

the shelter residents through the shelter workers' role in 

providing education, liaison, care, and clerical tasks. 

Barriers to the shelter workers' role in maintaining 

preventive therapy were inconvenience, system ineffectiveness 

and transience of the shelter residents. Cues to action as 

an aspect 

preventive 

regulations 

of the shelter worker's role 

therapy were facilitated by 

of the shelter and by the 

interest in eradication of TB. 

in maintaining 

the rules and 

shelter workers' 

Shelters workers' perceptions of barriers to helping 

shelter residents maintain preventive therapy included themes 

in subcategories under barriers and cues to action. Barriers 

to helping shelter residents maintain preventive therapy, as 

perceived by shelter workers, were the transience of shelter 

residents, their forgetfulness, their noncompliance, lack of 

information, inconvenience of the shelter staffing and poor 

funding, and inadequate follow-up. Shelter workers' 

perception of cues to action in helping shelter residents 

maintain preventive therapy were outreach, personal 

experience, care, education, and rules and regulations. 
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Shelter workers' perceptions of the effectiveness of 

the system used to maintain therapy were related to benefits, 

barriers, and cues to action. Benefits were perceived to 

come to shelter residents through system effectiveness, which 

happened through the community health services network, close 

monitoring, and rules and regulations. Perceived barriers to 

system effectiveness were in factors termed system 

ineffectiveness, transience of shelter residents, lack of 

information, and inadequate tracking. Perceived cues to 

action operating in the system and contributing to system 

effectiveness were reflected in the subcategories outreach 

and education. 

Shelter workers' perceptions of the ease of 

continuation of their role in the system for maintenance of 

TB preventive therapy for homeless shelter residents are 

described by benefits and cues to action. Benefits of the 

system were perceived to come to shelter residents through 

the shelter workers' ease in continuation of their role by 

having a supportive staff, an effective system, and an 

adequate community services network. The ease in 

continuation of the shelter workers' role in maintaining 

homeless shelter residents on TB preventive therapy is 

reflected in their cues to action, supported by the systems' 

rules and regulations. 
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Shelter workers' perception of system changes needed 

to help homeless shelter residents maintain therapy are 

described as benefits and barriers. Changes in the system 

were perceived as those needed to combat existing barriers to 

maintenance of TB preventive therapy. Those barriers were 

the lack of education of both shelter workers and residents, 

inadequate control, transience of shelter residents, 

inconvenience, inadequate follow-up, and lack of information. 

Potential system changes that were perceived to have eventual 

benefits were advocacy/referral, factors supporting system 

effectiveness, close monitoring, rules and regulations, and 

community health services network. Some {n=6) shelter 

workers stated they saw no changes necessary for the system, 

and felt the system was effective for maintaining preventive 

therapy. 

Relationship of Findings to the Literature Reviewed 

From the results of this study, shelter workers' 

perception of a factor that can be considered to benefit 

shelter residents' maintenance of preventive therapy was 

education. This finding was consistent with previous 

research in which the intervention of education with persons 

who had TB contributed to successful adherence to TB therapy 

{Morisky et al., 1990; Vredevoe et al., 1992). Shelter 

workers perceived transience as a barrier to helping homeless 

residents maintain preventive therapy. It was found that the 
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shelter residents' lifestyles increased the shelter workers' 

difficulty in helping maintain preventive thera y. This 

finding was consistent with the et al. 

(1990), that health care needs of homeless tran ient adults 

are demanding and complicated as compared to dom ciled adults 

and create a challenge for providers working with transient 

populations. As reported by Padgett et al. (1990), the 

majority of homeless persons did not use health care services 

for medical problems even if they were free of charge. This 

was similar to the findings of this study, in which 

preventive therapy for latent TB was free but was not always 

maintained by shelter residents. Shelter workers perceived 

barriers to helping shelter residents maintain preventive 

therapy. Rules and regulations of the shelters are a benefit 

to shelter workers in assisting the ease of continuation of 

their role and the system to help maintain shelter residents 

on preventive therapy for TB. The shelter workers stated the 

homeless shelter residents tend not to use the services of 

the health department for TB skin testing and medications, 

unless there are rules and regulations that enforce TB 

testing and maintenance of preventive therapy. Rules and 

regulations in this case provide the benefit of support of 

preventive therapy. 

According to Warrick et al. (1992), peer health 

workers working with underserved populations were successful 
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in terms of providing health care, education, and advocacy. 

If shelter workers are regarded as lay health workers who are 

part of shelter residents' natural network, the findings of 

this study support Warrick et al.'s findings. The shelter 

workers perceived themselves as providing benefits to shelter 

residents through successful maintenance of preventive 

therapy as the shelter workers' gave care, education, and 

advocacy. 

In a study by McAdam et al. (1990), findings showed 

homeless shelters in New York City could be responsive to 

residents' needs if they included, as part of their service, 

a program to diagnose and treat TB within the shelter. These 

findings were similar to the findings in this study. The 

shelter workers' perceptions of system changes needed to help 

homeless shelter residents maintain preventive therapy 

included factors to address barriers due to the inconvenience 

of the system. Delay of diagnosing and treating the shelter 

residents for TB infection resulted from having services at 

the health department rather than having the ability to test 

the clients at the shelter. 

Lack of housing was an important predictor for non

adherence in TB therapy, according to Bridney and Dobkin 

(1991). This finding was similar to the findings in this 

study, in which shelter workers perceived that a major 

barrier to the effectiveness of the system was inadequate 
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control of the transient and unpredictable lifestyles of the 

homeless shelter residents. It was found in this study that 

when the residents resided in the shelter, shelter workers 

perceived themselves as making sure the residents adhered to 

their preventive therapy. When shelter residents left the 

shelters, system effectiveness ended due to inability to 

control their maintenance of preventive therapy, as indicated 

by findings from analysis of both shelter worker and shelter 

resident data. However, there were also shelter residents 

who thought some rules and regulations of the shelters 

impeded their adherence to therapy. 

In a study by Nyamathi (1991) a positive correlation 

was found among homelessness and high-risk health behaviors. 

This study's findings were similar in that perceived 

barriers to helping shelter residents maintain preventive 

therapy were the lifestyle of homelessness and the transience 

of shelter residents, which limited shelter workers' ability 

to help shelter residents maintain therapy. The high risk 

health-related behavior in this study is non-adherence to 

preventive therapy for latent TB. 

Menzies et al.'s (1993) study found adherence rate to 

TB therapy was associated with the individual's understanding 

of the seriousness of the disease. This finding was 

supported by the findings of this study. Shelter workers' 

perception of system changes needed to help homeless shelter 
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residents maintain therapy included the elimination of the 

barriers of lack of education and lack of information the 

homeless shelter residents have regarding the seriousness of 

TB and why it is important for them to maintain preventive 

therapy. 

Schluger et al. 's (1995) study findings indicated 

that incorporating a comprehensive medical program for 

homeless persons with TB can achieve high levels of adherence 

with TB therapy through directly observed therapy. These 

findings are similar to the findings in this study. Shelter 

workers stated that, if they had problems with shelter 

residents who were not adhering to their TB medication, they 

would hand it out and watch the residents take their 

medicines. Shelter workers provided care by handing and 

directly observing the shelter resident take the TB 

medication, for example, at suppertime. Shelter workers saw 

this as increasing the residents' adherence rate. 

Implications for Nursing 

Tuberculosis in homeless persons presents many 

challenges for nurses, other health care professionals, and 

shelter workers in helping roles. Homeless persons are 

identified as a high risk group for non-adherence to TB 

therapy. Many factors, including congregate living and 

difficulties in maintaining TB therapy, contribute to the 

incidence of TB in homeless populations. 
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Research findings of this study on the perception of 

shelter workers' roles and factors in assisting homeless 

persons on preventive therapy for TB can be used for nurses 

in various practice settings, particularly in public health, 

where nurses are apt to see homeless persons who are infected 

with tuberculosis. However, nurses in inpatient and other 

ambulatory care settings also have contact with homeless 

clients and need to be aware of factors that may enhance 

successful completion of TB preventive therapy or pose 

barriers to completion. 

On the basis of this study, an important finding was 

that education is needed for both shelter workers and shelter 

residents to provide an effective system for maintaining 

homeless shelter residents on TB preventive therapy. Nurses 

could teach a series of educational classes to both shelter 

workers and shelter residents on the topics of transmission, 

prevention and importance of adherence to TB preventive 

therapy. Education could enhance the motivation of shelter 

workers and shelter residents to support and maintain 

preventive therapy. Through education, knowledge, and 

awareness of TB could improve adherence to TB preventive 

therapy. 

Another finding was that shelter workers viewed 

themselves in the role of offering care and giving care to 

homeless shelter residents. As a result of recognizing 
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shelter workers participating in care for shelter residents 

on TB preventive therapy nurses could assist shelter workers 

with supportive measures that would enhance maintenance of 

their role with shelter residents on TB preventive therapy. 

Nurses could offer seminars to the shelter workers on basic 

support of individuals who are in need of help with their 

self-care and continuous therapy for TB infection. 

In this study it was also found that there are 

perceived barriers to helping homeless shelter residents 

maintain preventive therapy. Transience of shelter residents 

and inconvenience were identified as barriers to helping 

shelter residents maintain TB preventive therapy. Nurses are 

in a position to develop programs in shelters to make TB skin 

testing and TB skin test reading more convenient. Nurses 

could explore alternate ways to schedule testing and reading, 

or ways for testing and reading to be done by shelter 

workers. Nurses could also assist the shelters in developing 

programs that would include directly observed preventive 

therapy for TB. Inclusion of these programs within shelters 

would increase the efficiency of the system in maintaining TB 

preventive therapy and increase adherence to TB preventive 

therapy. 

Working with homeless transient persons has been 

found to be a challenge when attempting to help them maintain 

TB preventive therapy. Nurses must be cognizant of the fact 
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that homeless transient persons require specific assistance 

with support from the health department. Nurses who work 

with homeless shelter residents who have TB infection are in 

a pivotal position to elicit their clients' perceptions of 

what would reduce barriers and assist them in maintaining 

preventive therapy. 

Limitations of the study 

One limitation of the study was that some (n=3) 

participants did not answer all the interview questions, 

resulting in missing data. Since a secondary analysis was 

conducted, this researcher was unable to collect additional 

data that might have provided more in depth insight into the 

participants' perceptions of their role and factors related 

to assisting with TB therapy. The percentage of agreement 

for interceder reliability on the categorization of 

meaningful phrases for one of the six research questions was 

less than eighty percent and this was also a limitation to 

this study. Another limitation was the small sample of 

participants. 

Recommendations for Further Research 

Based on the results of this study, the following 

recommendations are suggested for further research: 

(a) Replicating this study with shelter worker participants 

in other settings to verify transferability. 
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(b) Exploratory study comparing perceptions of shelter 

workers' role and factors in assisting homeless persons 

on TB therapy who have TB infection and who have TB 

disease. 

(c) Conducting a study to examine public health nurses' 

perceptions of shelter worker roles in assisting homeless 

persons on preventive therapy for TB infection. 

(d) Conducting a study to examine the perceptions of shelter 

workers interviewed over time, exploring changes in their 

perceptions as related to system changes. 

summary 

The discussion of relationship of findings to the 

conceptual orientation, relationship of findings to the 

literature reviewed, implications for nursing, limitations of 

the study and recommendations for further research were 

presented. 

Shelter workers' perceptions of their role and factors in 

assisting homeless shelter residents adhere to preventive 

therapy for TB infection had not been studied previously. 

The categories derived from the Health Belief Model formed 

the guide in which the meaningful phrases were related. Many 

participants in this study describe education as an 

intervention needed for an effective system to maintain 

homeless shelter residents on TB preventive therapy. The 

findings from this study also demonstrated the need for 
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nurses and shelter workers in helping roles to work together 

to provide an effective system. The findings confirmed the 

need for further study in this area. 
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Phase 1 Interview Guide: Shelter Workers 
Code Number 

Date __ I __ I ~ _ 

Number of interview with this ataff member: 1:1st interview 
2=2nd interview 
3=3rd interview 
4•4th interview 

Interviewer (Circle number): l=HB 
2:SF 
3•KM 
4•BP 
S•RF 
6•FC 

Language of Interview (Circle number): 

Length of Interview (in minutes): 

Demograpb1c Queat1ona: 

1. Age: __ years 

2. Gender: !:female 
2=male 

1:aEnglish 
2•Spanish 
3•Spanish with translator 
4•Both 1&2 
S•Other 

132 

3. What is your ethnicity? (in own words) __________________________________ _ 

l:Hexican, Mexican-American, Hispanic, Latino 
2=Anglo, caucasian, White non-Latina 
3=African-American, Black non-Latina 
4=Native American, American Indian 
S•Asian 
6=other 

4. Current job title=-------------------------------------------------------------

5. Highest level of education: l=Less than high school 
2=Completed high school 
J:Post high school courses 
4=Associate degree 
S•Bachelor's degree 
6:Graduate courses 
?=Graduate degree 

6. Length of time employed at this shelter: a. 
or b. 
or c. 

years 
months 
weeks 

7. Length of experience with shelter residents with tuberculosis: 
a. years 

or b. months 
or c. weeks 
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Phase 1 Interview Guide: Shelter Workers 

Interview Questions: 

8. What do you do (as part of this study)? 

9. [As part of this study~, how many shelter residents have you helped to stay 
in touch with the tuberculosis clinic? 

10. What are the major problems you face in trying to help people on 
tuberculosis medication stay in contact with the tuberculosis clinic? 

11. How effective do you think the system (used in this study] is in locating 
and keeping people in contact with the tuberculosis clinic? 

12. How easy would it be to continue involvement of shelter workers, using this 
system on a regular basis? 

13. What changes would you make in the system of using shelter workers to help 
keep people in contact with the tuberculosis clinic? 

14. What else would you like to add about your experience (with this study) or 
the topics we have discussed? 



Phase 1 Interview Guide: Client 

Client Code Humber (left blank by interviewer) 

Date I I 2. 

Client interview number: l=lst interview 
2:z2nd interview 

Interviewer (Circle number): l=MB 
2=SF 
3=KM 
4=BP 
5= 

Language of Interview (Circle number): 

Length of Interview (in minutes): 

!=English 
2=Spanish 
3=Spanish with translator 

Client clinic visit number: 
(Circle number) 

O=lst visit to clinic 
l=lst month visit 
2=2nd month visit 
5=5th month visit 

1 . What is your age? 

2. Gender: l=female 
2=male 

3. How long have you lived in Tucson? _____________________ _ 

[years= __ • _; or months= or days= __ ) 

4. How long have you been homeless? ______________________ _ 

[years=_ or months= or days=_ _ ] 

5. How long have you been in contact with the TB clinic? __________ _ 

(years=_ or months= _ ; or days= __ ] 

6. What is your ethnicity? (in own words) ___________________ _ 

(Circle number) !=Mexican, Mexican-American, Hispanic, Latino 
2=Anglo, Caucasian, White non-Latino 
3=African-American, Black non-Latino 
4=Native American, American Indian 
5= 
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Client Code Number (left blank by interviewer) 
Date __ I /9 

7. Are you staying at a shelter? l=yes 
2=no 

If yes, which shelter? (in own words if different from list) 

(or circle one): OO=Salvation Army 
01=Primavera 
02=Gospel Rescue Mission 
03=Gateway LARC 
04=Spanish Trail Lutheran Church 
05=Rehab 
06=Hospitality House 
07= 
08= 
09= 
10= 

8. At some time were you told you had a positive test for tuberculosis? 
1=yes 
2=no 

If yes, when were you told? I_ I 9 

9. Are you now taking tuberculosis medication? 
1=yes 
2=no 

10 . Are you able to read a newspaper in English? 1=yes 
2=no 

11. Are you able to read a newspaper in Spanish? l=yes 
2=no 

12. In your opinion, getting transportation to the TB clinic is/will be: 
1=easy 
2=somewhat difficult 
3=very difficult 

13. Are you planning to stay in Tucson for the next six months? 
1=yes 
2=no 
J=don't know 

If not, where will you be going? 

t4. We would like to know how you feel about the clinic so far. On a 1-5 
with 5=excellent and l=very poor, how would you rate: 

(circle one number for each answer) 
How long it took you to get here: 1 2 3 4 5 
How long you had to wait: 1 2 3 4 5 
The time the clinic staff spent with you: 1 2 3 4 5 
The explanation you received about TB treatment:! 2 3 4 5 
The respect you received from the clinic staff: 1 2 3 4 5 
The friendliness of the clinic staff: 1 2 3 4 5 

scale, 
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Client Code Number (left blank by interviewer) 
Date __ ! __ /1 9 __ 

15. Please rate on a 1-5 scale, with 5=very much (4=quite a bit; 3=medium; 2=a 
little) and 1=none: 

(circle one number for each answer) 
How much is Tb a threat to your life? 1 2 3 4 5 
How much is Tb a threat to your health? 1 2 3 4 5 
How much is Tb a threat to getting shelter? 1 2 3 4 5 
How much is Tb a threat to your travel? 1 2 3 4 5 
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16. In your life, what have you heard from others, not clinic staff, about 
TB/tuberculosis? 

17. In your life, have you known someone who had Tb/tuberculosis? 
1=yes 
2=no 

If yes, tell me about that person: 

18. What makes/might make it difficult to take your tuberculosis medication? 

19. What makes/might make it easy to take your tuberculosis medication? 

20. What makes/might make it difficult to stay in contact with the tuberculosi!l 
clinic nurse? 

21. What makes/might make it easy to stay in contact with the tuberculosis 
clinic nurse? 



Client Code Number (left blank by interviewer) 
Date __ ! __ /1 9 __ 

137 

22 . Do/will other people help you stay in contact with the tuberculosis clinic 
nurse? 
l=yes 
2~no 

If yes, who are these people? 

23. How helpful are/will other people be in assisting you to stay in touch with 
the tuberculosis clinic nurses? 

24. Do you think you need their help? 
l=yes 
2=no 

Why/why not? 

25. Would you like more ~elp than you are getting? 
l=yes 
2=no 

26. What else would you like to add about your experience with the tuberc~losis 
clinic or what we have talked about? 



APPENDIX B 

INFORMED CONSENT 

138 



139 

INFORMED CONSENT FOR SHELTER WORKERS 

Nursing Intervention for Homeless Infected with M.Tb. 

You are invited to participate in a study of a new way for 
helping people to continue taking their tuberculosis medications. 
The purpose of this research is to evaluate the effectiveness of 
having people as helpers for people taking tuberculosis 
medications. 

If you agree to participate, you will be asked to help 
monitor some homeless clients to stay on their tuberculosis 
medication and to help the tuberculosis clinic staff stay in 
touch with people who are on tuberculosis medications. As part 
of the study, the nurse researchers or their assistant also will 
ask to meet you at a time and place convenient for you, to ask 
questions about your part in helping the clinic stay in touch 
with people on tuberculosis medications. The questions are about 
how the system is working and any problems or suggestions you 
want to discuss. It will take about 30 minutes to answer the 
questions. The interview will be audiotaped and the tapes will be 
erased after the interview answers have been copied in writing. 
You may choose to not answer some or all of the questions. You 
may ask questions or stop at any time without affecting your 
relationship with the staff of the tuberculosis clinic. Your 
identity will be kept confidential. Your name will not be on the 
answer sheets. Your answer sheets will be seen only by the nurse 
researchers and their assistant. 

There are no known risks or costs except the time it takes 
to answer the questions. There are no known benefits for you 
except the chance to help people on tuberculosis medications and 
share your ideas in this research, which may help others. 

Signature: __________________________________ _ Date ________________ __ 

If you have any questions, please contact: 

Sandra Ferketich, PhD, RN, FAAN 
Professor, College of Nursing 
The University of Arizona 
Telephone: ( 520) 626-6220 

or 
Kathleen M. May, DNSc, RN,C 
Assistant Professor 
College of Nursing 
The University of Arizona 
Telephone: (520) 626-2707 

Chris Fox, BSN, RN 
Tuberculosis Control 
Pima County Health Dept. 
Telephone: (52 0) 7 40-84 07 
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HUIJal\ Subjects Committee 

Sandra Ferketich, Ph.D. 
College of Nursing 

ORIGINAL APPROVAL 

THE UNIVE.RSrTY Of 

ARIZONA. 
HEALlli 5atNCES C!.NrER 

"iJL 
Arizona Health Sciences Center 
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1622 E. Mabel St. 
Tucson. ArizoN 8Sn4 

15 Ma~2lf~~~ 

RE: HSC A93.64 NURSING INTERVENTION FOR HOMELESS INFECTED WITH Mtb 

Dear Dr. Ferketich: 

Dr. Kathleen May, via telephone 11 May 1995, clarified questions as outlined in 
our 14 December 1994 letter to you as generated in response to your 10 December 
1994 memorandum (and accompanying revised consent forms (4]) for your above 
cited project. Consent form changes for volunteer locators reflect decrease in 
amount of time for interview to approx 15 min vs. 30 min, allow subject to 
select item from available incentives upon completion of an assignment and 
option of not signing consent form; also public health nurses consent now 
indicates they will be accompanied by a nurse researcher for observation in the 
field; -and the clients consent adds that photos to be taken by clinic staff [ 1 
given to subject, other 3 kept in clinic for potential location for purpose of 
continuation of medication] and time interval for interview now listed as approx 
15 min; and lastly, shelter workers consent indicates amount of time for 
interview as about 15-20 min (note: UA College of Nursing has subcontract for 
NINR grant based on this project; thus consent forms stored at site of contract, 
Pima County Health Department]. Approval for these changes is granted effective 
15 May 1995. 

The Human Subjects Committee (Institutional Review Board) of the University of 
Arizona has a current assurance of compliance, number M-1233, which is on file 
with the Department of Health and Human Services and covers this activity. 

Approval is granted with the understanding that no further changes or addit~ons 
will be made either to the procedures followed or to the consent form(s) used 
(copies of which we have on file) without the knowledge arid approval of the 
Human Subjects Committee and your College or Departmental Review Committee. Any 
research related physical or psychological harm to any subject must also be 
reported to each committee. 

A university policy requires that all signed subject consent forms be kept in 
a permanent file in an area designated for that purpose by the Department Head 
or comparable authority. This will assure their accessibility in the event that 
university officials require the information and the principal investigator is 
unavailable for some reason. 

Sincerely yours, 

-~~ 
William F. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:rs 

cc: Departmental/College Review Committee 



APPROVAL OF REVISION 1 

Hum.1n Subjecn Committ~ 

June 14, 1993 

Sandra Ferketich, Ph.D. 
College of Nursing 

THE. UNIVERSITY or 

·ARIZONA 
HEALTH 5CIENC£..S CENTER 

~ 

Arizona Health Sciences Center 
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1690 N. Wunn (Bldg. 5268) 
Tucson. Arizonll asn-1 
(6021 626-o7:1 or &26-7575 

RE: HSC A93. 6-4 lfURSING INTERVENTION TO- r.OcATE TB POSITIVE HOMELESS 
):'<?PULATioN·_:: . · · . . 

Dear Dr. Ferketich: 

We received your above-referenced research ·proposal. The procedures 
to be followed in this study pose no more than mini::lal risk to 
participating subjects. Regulations issued by the U.S. Department 
of Health and Human Services ( 45 CFR Part 4 6. llO (b) } authorize 
approval of this type project through the expedited review 
procedures, with the condition(s) that subjects' anonymity be 
maintained. Although full Committee review is not required, a brief 
summary of the project procedures is submitted to ~he Committee for 
their endors~ent and/or comment, if any, after adJ:I.inistrative 
approval is granted. This project is approved effective l4 June 
1993 for a period of one year. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this·· activity. 

Approval is granted with the understanding that no further changes 
or additions vill be made ei~,er to the procedures followed or to 
the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your· 
College or. Departmental Review Committee. ·My research related 
physical or psychological harm to -any subject must al~a be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Depar~ent Head or comparable authority . . This will assure 
their accessibility in the event that university officials. require 
the information and the principal investigator is unavailable for 
some reason. 

Sincerely yours, 

~ ~ ''"---.l-
William F. ~enny, M.D. 
Chairman 
Human Subjects Committee 

WFD:rs 

cc: Departmental/College Review Committee 



APPROVAL OF REVISION 2 

Human Subjects Committee 

.July 20, 1994 

Sandra Ferketich, Ph.D. 
College of Nursing 

THE UNIVERSfTY OF 

ARIZONA. 
HEAL 1H SCIENCES CENTER 

9kQd 

Arizona Health Sciences Center 

143 

1622 E. Mabel St. 
Tucson, Arizona 8Sn4 
(602) 626-6271 

RE: BSC A93. 64 NURSING INTERVENTION FOR HOMELESS INFECTED WITH MTb 

Dear Dr. Ferketich: 

We received your and Dr. May's 13 July 1994 memorandum and 
accompanying revised client and shelter worker interview guides for 
the above referenced project. Cli'.!nt Interview Guide has been 
expanded to enable the interviewer to obtain additional data, and 
the Shelter Worker Interview Guide revised to include number of 
years of education; also, use of incentives for the volunteer 
locators has been reinstated. Approval for these changes is granted 
effective 20 July 1994. 

The Human Subjects Committee (Institutional Review Board) of the 
University of Arizona has a current assurance of compliance, number 
M-1233, which is on file with the Department of Health and Human 
Services and covers this activity. 

Approval is granted with the understanding that no further changes 
or additions will be made either to the procedures followed or to 
the consent form(s) used (copies of which we have on file) without 
the knowledge and approval of the Human Subjects Committee and your 
College or Departmental Review Committee. Any research related 
physical or psychological harm to any subject must also be reported 
to each committee. 

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose 
by the Department Head or comparable authority. This will assure 
their accessibility in the event that university officials require 
the i~formatian and the principal investigator is unavailable for 
some reason. 

Sincerely yours, 

litUMw.te~ 

William P. Denny, M.D. 
Chairman 
Human Subjects Committee 

WFD:rs 

cc: Departmental/College Review Committee 
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ORIGINAL APPROVAL FOR STUDY 

APPROVAL FOR REVISIONS 
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July 27. 1995 

Ms. Justine R. Conlino. USN,RN 
College of Nursing 
University of Arizona 
Tucson, AZ 85721 

Denr Ms. Contino: 

ORIGINAL APPROVAL 

THE. UNIVE.ItSrTY OF 

ARIZONA .. 
HE.ALTH SCIENCE.$ CENTER 

145 

' llll'~tlfl, Ariltlll ,l !l"i721 
("i211) (•2h-hi<;.J 
rAX (~20) fo2(.-2211 

Your request to complete a seconJary dat..1 analysis of the data collected by Or. SanJr:.1 Fcrkctid1. Dr. 
Kathleen M. May. Jan Nusbaum, and Chris fox has been approveJ by the Office of Nursing 
Research. 

We wish you success with your research. 

Sincerely. 

dtuij)/ ~~~t«;/--" 
Carolyn Murdaugh. PhD. RN. FAAN 
Director of Clinical Research 

l'M/ms 



APPROVAL OF REVISION 

THE UNIVERSITY OF 

Co llt>~t· ol :\ urs o n~ ARIZONA~ 
HEALTH SCIENCES CENITR 

August 4, 1995 

Ms. Justine R. Contino, BSN, RN 
College of Nursing 
University of Arizona 
Tucson, AZ 85721 

Dear Ms. Contino: 

Your request to expand your secondary data analysis to review of the "Client 
Interview Guide" has been approved by the Office of Nursing Research. 

vVe wish you success with your research. 

Sincerely, 

~~ Jtd!:?///1m,/ / 
Carolyn Murdaug~~ ~~N 
Director of Clinical Research 

CM/wo 
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Tucson. Arizonil R5721 
13:!t)) o:!tt-615-1 
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