COMMITTEE ON THE DISCHARGE OF HOMELESS PERSONS WITH TB
Report to the New York State AIDS Advisory Council
Executive Summary

June 8, 1984

New York has became the center of yet another epidemic, tuberculosis (TB). Like HIV
and closely reiated to it, New York City is the focal point for this disease. In 1893, in New
York City, 3,235 new cases of active TB were reported for a case rate of 44.2 per 100,000
population; this is more than four times the national average. TB is accurately described as
a disease of poverty; it is a serious iliness occurring regularly in individuals whose immune
systems are compromised due to HIV infection, intravenous drug use, other alcohol/substance
use, malnutrition, advanced age or certain other medical conditions such as cancer. TB
unevenly affects New York's communities of color; in 1992, 54.5% of all cases occurred
among African-Americans and 27% among Latinos.

Where TB was once considered easily curabie with inexpensive prescribed medications,
it is no longer. The populations with TB disease have become poorer and more difficuit 1o
treat because of more complex social and medical problems. Increases in homelessness,
substance use, and HIV-iliness coupled with severely reduced disease control efforts during
the 1970's and 80’s within Federal, State and local public health agencies have resulted in

increases in the number of people with active TB and decreases in the proportion successfully
treated.

Incomplete therapy {which has been statistically correfated with homelessness and
addiction) not only leads to repeated hospitalizations for those with active disease but 10
multi-drug resistant bacterial strains (MDR-TB). When compared to ordinary TB, the mortality
rate of MDR-TB increases dramatically, the combination of drugs required to treat MDR-TB is
more than twice as expensive and the length of required treatment often doubles.

Homeless New Yorkers and those wha are HIV-positive are among those at highest risk
for deveioping active TB. Those who are both HIV-positive and homeless face an enormous
risk. Of all persons with active TB, the City Health Department estimates that 15 - 25%
percent are homeless and at least 40% are HIV-positive.

Among the homeless living in sheiters, as many as 60% are estimated to have TB
infection and between 15 - 30% are estimated to be HIV-positive; the proportion who are
dually infected is not known. For those living or working in congregate settings, particutarty
for those who are HIV infected, untreated or inappropriately treated TB disease within the
environment presents a serious threat.

Despite identifiable accomplishments which have been made in TB control in NYC, the
Committee agreed that much more remained to be done to assure that homeless persons with
TB receive all services necessary to assist them in being successful in maintaining and
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improving their heaith. The major problems that the Committee identified were;
- inconsistent application of methods to identify people with possibie infectioys T8,

removal of them from congregate settings, and assurance of rapid medicai evaluation
and approgriate treatment;

- an unacceptably high proportion of cases not treated to completion;

- use of preventive therapy in far fewer pecpie than could be expected to benefit from
it;

- under-identification by hospitals of those patients who are homeless and those who
are marginally housed;

- severe limitations, particularly for those not known to be HIV-positive, in the
availability of supported housing programs as alternatives to shelter placement;

- challenges to effective communication and other linkages between hospitals and
community-based providers; and,

- a poor definition of the role of community-based housing and social service agencies

in TB control efforts coupled with inadequate training and resources to encourage their
participation.

Recommendations

The Report makes nineteen specific recommendations to address these problems.
These are summarized below: '

] Increase efforts by public and private providers of services to the homeless to
identify homeless persons who may have infectious TB and obtain an
expeditious medical evaluation. A two-step process of cross-matching clients
with the TB Registry and administering a standardized questionnaire about TB
history and current symptoms should be consistently used at intake as well as
periodically during the refationship with the client.

L] Evaluate all existing arrangements for provision of medical services lincluding
laboratory services) to homeiess populations to assure that TB protocols and

services are adequate and that Directly Observed Therapy is the standard of
care.

. Expand efforts to identify individuals appropriate for preventive therapy and
provide Directly Observed Preventive Therapy to them.

* improve efforts within hospitals to identify individuals with TB who are
homeless or marginaily housed so that comprehensive discharge plans can be
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made,

Enhance linkages between hospitals and community service providers: by
developing systems to assure that: homeless persons being discharged arrive
at their heusing placements; by providing a weeks worth of medications to

patients at discharge; and by providing compiete infarmation to the community-
based providers prior to discharge.

Increase the availability of specialized housing and support services for persons
being treated for TB by extending the Emergency Sheiter Allowance for Persons
with HlV-related illnesses and Their Families, the nutrition and transportation

supplements, and the Comprehensive Medicaid Case Management (COBRA] to
those who are not known to be HIV-positive.

Develop and implement an information, training and technicat assistance

program for community-based housing and social service agencies serving
persons at risk for TB.

For a2 copy of the full report, contact the Policy Unit of the NYS AIDS Institute at 5
Penn Plaza, New York, NY 100C1.
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COMMTTEE ON THE DISCHARGE OF HOMELESS PERSONS WITH 1B
Report to the New York State AIDS Advisory Council
April 19, 1954

New York has become the center of yet ancther epidemic, tuberculosis (TB). Like HIV and
closely related to it, New York City is the focal poirt for this disease. In 1993, in New York City.
3.235 new cases of active TB were reported for a case rate of 44.2 per 100,000 population: this
is more than four times the national average. TB is accurately described as a disease of poverty;
it is a senous illness accurmnng regularty in individuals whose immune systems are compromised
due to HIV infection, intravenous drug use, other alcohol/substance use, mainutntion, advanced
age or certain cther medical conditions such as cancer. TB unevenly affects New York's

communities of color; in 1992, 54.5% of all cases occurred among Afncan-Americans and 27%
among Latinos.

Where TB was once considered easily curable with inexpensive prescribed medications, it is no
longer. The populations with TB disease have become poorer and more difficult to treat because
of more complex social and medical problems. Increases in homelessness, substance use, and
HiV-iliness coupled with severely reduced disease contral efforts during the 1870's and 80's within
Federal, State and local public health agencies have resufted in increases in the number of
people with active TB and decreases in the proportion successfully treated. incomplete therapy
(which has been statistically comelated with homelessness and addiction) not only leads to
repeated hospitalizations for those with active disease but to multi-drug resistant bacterial strains
(MDR-TB). VWhen compared to ordinary TB. the mortality rate of MDR-TB increases dramatically,
the combination of drugs required to treat MDR-TB 1s more than twice as expensive and the
length of required treatment often doubles.

Homeless New Yorkers and those who are HiV-posttive are among those at highest risk for
developing active TB. Those who are both HIV-positive and homeless face an enormous risk.
Of all persons with active TB, the City Health Department estimates that 15 - 23% percent are
homeless and at least 40% are HIV-positive. Among the homeless living in shelters, as many
as 60% are estimated to have TB infection and between 15 - 30% are estimated to be HIV-
positive; the proportion who are dually infected 18 not known. For those living or working in
congregate settings, particularly for those who are HIV infected, untreated or inappropriately
treated TB disease within the environment preserts a senous threat.

These facts have led to a great deal of concem among medical experts and advocates and were
brought to the attertion of the New York State AIDS Advisory Council. The Council estabiished
the Committee on the Discharge of Homeless Persons with TB.  Spedifically, the Committee was
asked to review and make recommendations regarding the adequacy of discharge planning and
the availability of post-discharge services for homeless persons being treated for active TB
(including those who are HIV-positive, HiV-negative and HiViunknown). Chaired by Robert
Newman, MD. the Committee met six times to hear presertations, discuss issues and develop
recommendations.

AB AT N FRITIA | LALITRA TE RS SR s



The Committee met during a period of greatly increasing attention to the problem of TB. Dunng
the course of its deliberations, the public and non-profit sectors were actively working to improve
efforts to: rapidly identify, diagnose, and treat to cure those with active TB; increase the safety
of hospitals and other congregate settings; and extend preventive therapy to more TB infected
individuals. The Committee acknowiedges the accomplishments of both individuals and agencies
which have been working diligertly to address the TB epidemic. In fact, preliminary 1993
statistics released by the City Heaith Department indicate a significart drop in newly reported
cases of active TB and in case rates. Assuming these statistical improvements are sustaineg,
this can and should be seen as a testament to the effectiveness of the actions of many people
and organizations. To acknowiedge all TB achievements would be beyond the scope of this
report, aithough a few seem particulanly noteworthy and germane to the charge of the Commitiee:

. Due to increased environmental controls and vigilance on the part of physicians

and other health care providers, the occurrence of nosocomial transmission of TB
has been reduced.

. Since 1992, the availability of directly observed therapy (DOT) for persons with
active TB has been expanded dramatically in health department clinics as well as
through non-traditional providers of DCT including hospitals, community health
centers, sheiters, scatter site housing, soup kitchens and drug treatment programs.
More than 1,700 people with active TB have been referred to DOT, more than

1,200 are currently participating and more than 250 individuals are reported to
have completed their therapy while enroiled.

. City and State policy guidelines for cortrol of TB in hospitals have emphasized the
vital roles and responsibilities of hospital social work/discharge planning in refemng
homeless people being discharged with a diagnesis of TB to housing which
incorporates social and medical follow-up including but not limited to DOT
Improvements have been noted throughout the system and the findings of the
Greater New York Hospital Associgtion's quarterty surveys are being used to
develop action plans for further improvements in inpatient and follow-up care of TB
patients.

. In a City-State partnership, a new $6.3 million, 326 unit, scatter site housing and
comprehensive support service program for HIV-positive persons with TB has been
established and has very recently begun to serve clients.

Despite identifiable accomplishments, the Committee agreed that much more remained to be
done to assure that homeless persons with TB receive all services necessary to assist them in
Committee identified were:
. Inconsistent application of methods to identify people with possible infectious TB.
remove them from congregate settings, assure rapid medical evaluation and
appropriate treatment

. An unacceptably high proportion of cases nct treated to compietion
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. Use of preventive therapy in far fewer people than could be expected to benefit
from it

. Under-identification by hospitais of those patients who are homeless and those
who are marginally housed

. Severe limitations, particularly for those not known to be HiV-positive, in the
availability of supported housing programs as altemnatives to sheiter placement

. Challenges to effective communication and cther linkages between hospitals and
community-based providers

. Poor definition of the role of community-based housing and social service agencies
in TB control efforts coupled with inadequate training and resources to encourage
their participation.

The Committee heard presentations by representatives of the City and State projectng the
housing needs of homeless persons with active TB at the time of discharge from the hospral
According to the City, using IPRO and SPARCS data, the need for SNF-level care has been met
and there is nc need for additional SNF beds to care for persons with TB. For those who need
housing, however, the picture is different. For 1983, the City projected a need for 1275 - 1414
housing units for persons discharged from a hospital with a diagnosis of active TB (723 - 795
housing units for those who are HiV-positive and 552 - 610 housing units for those HIV-negative
or HiV-unknown). The State was in general agreement with the City's estimates considenng them
slightly low due to the fact that they were based on data derived from hospitalized persons onty

The Commitiee listened to housing providers, medical care providers from a varnety of sethngs

and government officials describe problems in the system as well as new approaches and mooeis
of care for this population with complicated medical and social needs. Members of the Committee
took part in site visits to a number of shelters and supportive housing programs in New York City

The purpose of these visits was to assess how care is provided to persons with TB in the facirty

determine what systems are in place to identify residents with TB and prevent spread of infecoon
within the facility and assess which programs seem best able to meet the needs of homeless
persons with TB. Visits were made to the AIDS Resource Center (supported scatter site). Manon
Hotel (commercial SRO), Foundation House (non-profit emergency, supported group residental).
Mount Eden (non-profit, permanent, supported group residential), the Charles H. Gay Men's
Sheiter (public sheiter), the 30th Street Men's Shelter TB Unit (public shelter with support senvaces
for those with TB), the Franidin Men's Shelter (public sheiter), and Bailey House (non-profit
supported group residential).

To develop recommendations the Committee broke up into three sub-commitiees: Identrficabon
Treatment and Follow-up; Hospital Discharge Planning; and Housing and Community Servces
Sub-committee recommendations were then reviewed and finalized by the whole Commitiee

The following are the final recommendations of the Committee.
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RECOMMENDATIONS

IDENTIFICATION OF TB DISEASE

000

The identification, treatment and follow-up of homeless persons with TB disease, both
previously diagnosed and undiagnosed, is the first prionty.

R

1. Public agencies serving the homeless. especially the NYC Department of Homeless Services
(DHS) and HRA's Division of AIDS Services (DAS), must routinely do two things: electronically
crossmatch dient names with the New York City Departrment of Health (NYCDOH) TB Registry and
administer a standardized questionnaire regarding TB history and current symptoms. These should
be done both on intake at a sheiter, SRO or drop-in center and peniodically duning the relationship
with the dient. DHS and DAS, in consultation with the NYCDOH, should develop and strictly
adhere to procedures for rermoving the person from the congregate setting and rapidly getting a
medical evaluation should either or both of these identification methods indicate a possibility of
infectious TB.

1a. Programs and fadilities serving the homeless, both public and private, induding sheiters,
SROs, drop-in centers, day treatment centers, etc. must assure that dients are regularly
screened for possible TB (both through electronic crossmatch with the TB Registry and
through a standardized questionnaire) by DAS, DHS or in consuitation with the NYCDOH.
These faciliies need to develop a system which can be camied out in-house for
identification of dients with possible TB, removal from the congregate setting, rapid referral
for medical evaluation and, as appropriate, referral to a hospital or specialized housing
program.

TREATMENT OF TB DISEASE

W

The treatment of TB disease, particularly for popuiations like the homeless where drug
resistance is high, is compiicated. It is, therefore, especially important that this population
receme care by physicians experienced in treatment of TB. Timely-
laboratory services of high quality must be available to support physician treaiment so
that, based on drug sensitivities, correct medication regimens can be selected. Oirectly
Obsavedﬂwerapy(DOﬂshaﬂdbemestandarddm.forvmmmdramwy
recommended for homeless persons with TB. When the provider of DOT is different
ﬁmﬁweproﬂdadnndimlm,ahighlevdcfmﬁnaﬁmnwmmm&ned
bemmnmeMDpaﬁwlaNyarMﬁissmdpaﬁaﬁwTdimandinuenﬁmaﬁmof
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2. In consuitation with the NYCDOH, the DAS and DHS should review ail existing arrangements for
provision of medical services (induding iaboratory services) to homeless populations (eg. n
pubiic/private shelters and SRCs) to assure that TB protocols and services are adequate.  |f
services cannot be improved such that adequate 7B care is provided on-site. all TB treatment
should be handled by an off-site provider with sufficent expertise in TB management.

3 Primary responsibility for DOT should be maintained by the designated outpatient provider of TB
care. The NYCDOH and NYSDOH shouid encourage finkages between outpatient providers and
community-based organizations for DOT if it is determined that this wil lead 1o greater likelinood
of treatrment completion for patents; careful coordination 1o assure continuous care of the patent
is particulary important in this situatton. DOT providers should meet the patient in the hospital
prior to discharge in order o create a fink with the patient, explain the DOT program. develop a
plan for follow-up and reinforce the importance of participating in the DOT program.

PREVENTIVE THERAPY

X0

The identification, preventive treatment and follow-up of homeless persons with TB
infection is the second priority which should be addressed once substantial progress
has been made in control of TB disease. Directly Observed Preventive Therapy (DOPT)
should be the standard of care and routinely recommended for homeless persons with
TB who meet the preventive treatment guidelines and are started on preventive therapy.

PRIIRRREEAAEEE T S

4 Unless a dient has a documented history of active TB or a positive PPD, DAS and DHS should
administer PPD/anergy tests on entry to the system. These should be repeated every six months
for those fourd to be PPD-negative on entry.

4a, Programs and fadilites serving the homeless, both public and private, indluding shelters.
SRCs, drop-in centers, day treatrment centers, etc. must assure that dients are receiving
requiar PPDY¥anergy testing through DAS, DHS or their medical care providers; if not, in
consultation with the NYCDOH, these fadiiities need to develop a system to assure that
their cients are receiving this service. All TB infected individuals who are medicaily
appropriate shouid be offered DOPT.

4b. Persors who are infected with both HiV and TB are a very high prionity for preventive
therapy. in order to identify these individuals, valuntary HIV counseling and testing shoud
be readily accessible to all persons at high risk for HIV and TB. NYCDOH, NYSDOH and
DHS should review the availability of HIV counseling and testing as well as follow-up
services for this population and expand if necessary (aiso see recommendation #2).

5 wsmwcmmsdmmammmi@hmwmwauMn
physicians in their use.

5a. NYS shouid extend Mecicaid reimbursement to include DOPT.

wh
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Sb. NYCDOH should develop a tracking system for follow-up of persons receiving preventve
therapy to assure that preventive treatment is continued wherever patients are found in
the system. The Tacking system shouid also be used to conduct cohort analysis on
preventive therapy completion in order to evaiuate its outcome.

HOSPITAL DISCHARGE PLANNING

S0 A ——

Ninety percent (90%) of TB is diagnosed in a hospital. In addition to assuring
ongoing medical care post-hospitalization, one of the primary issues in discharge
planning for homeless persons with TB is the early identification of those
individuals who are homeless or "at risk’’ for homelessness because their existing
housing arrangements are unstable; marginal housing arrangements often go
unrecognized until the patient is ready for discharge. This is further complicated
by the fact that, as a means of coping with limited staff resources, rather than
assessing each patient some social work departments have established policies
whereby the patients are evaluated based on a "risk" assessment. As a result,
social workers may not see every patient admitted to a particular floor and
frequently rely on the medical and nursing staff to identify problems which require
their int—ervenﬁgg.

8. An assessment shouid be made of NYSDOH's Praiy
oserveg erapy ! 8. xsCh Qe

determine if progress has been N irplementng the ongi

those areas where further follow-up action and coordination are still required.

Gl

7. Each patient with confirmed or suspected TB must recerve a careful housing appraisal to detenmine
the likelinood of homelessness so that acequate dscharge plans can be made. Hospials must
continually reinforce and update, through staff educabon. procedures to assess the stability of a
patient's housing upon admission to the hosortal and penadically during hospitalization. Housestaft
and medical students must also be raned W conduct a housing appraisal as part of the
comprehensive medical/social history.

8. Hospital medical and nursing staffs shoud parbopaee in educational prograrms to famlianze
mmmmmfadiiﬁa‘mdisdwgemwmandﬂﬁMmmofm
treatment resources to assure the prompt vysabon of a social work and discharge pianning
evaluation of patients who may have T8 dsesss.

8a kbsdtalsmstmﬂishdwpdmmmfuiwﬁfymappmpﬁaem
mmmmmmm:smﬁmmm~in-mrwe.
mmmmmmmmmmmmdbymmssm
of Health of New York City.
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10.

11

12.

13

14.

NYCDOH should review the procedures and availability of the medical team evaiuating referrals
to the specialized TB sheiter System (eg. 30th Street Sheiter TR Unit) and streamiine the process
10 prevent hospital discharge delays while at the same time assunng that prospective residents are
dinically cleared for admission to a TB sheiter.

Hospitals, in collaboration with the NYCDOH and the NYSDOH, must devel

assures that at least one week of medications is provided to those Deing
diagnosis of TB.

0P a system that
discharged with a

DHS. DAS and NYCDOH must develop a Gtywide System {0 insure that homeless persons wath
T8 amve at their housing placement following discharge from the hospital.

Hospital stays for persons with TB are often prolonged because of the dearth of appropriate
housing options. Although housing units with ive support services for people with TB
must be rapidly expanded, until this oceurs, individuals should not be kept in hospitals Simply
because support services (those not directty related to the medical treatment of TB) are not

available in the community. U Stays encourage elopement which minimizes
the opportunity for appropriate discharge pianning and impedes TR control efforts.

Toinprcvemdinaﬁmandimematamxmwsofmweasweiasoormunnty-
basedprovidersofhousing, drug treatment and soqal mmhavemeinforrmﬁonmeyneedto
provide  appropriate care hospital discharge planners should develop systerms to notify these
providers when a patient is being discharged to thesr organization. Additionally, the hospital
discharge planner shouid follow-up with the papert o community-based care providers to insure
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HOUSING AND COMMUNITY SERVICES

15.

18.

17.

W

A homeless person being treated for TB needs a stable housing setting to
maximize completion of treatment. Emergency, temporary and/or interim housing
placements for those who are homeless are frequent occurrences; as each move
incraases the chances that the person being treated for TB will be lost to follow-up
and reduces the likelihood of cure, expediting placement in permanent housing
must be the short-term rather than the iong-term goali.

The supply of supported housing units for those who are non-infectious,
particularly for persons with TB who are HiV-negative or HIV-unknown, must be
increased. As there is no one best model for meeting the housing needs of peopie
with TB, the development of a continuum of housing options ranging from rental
assistance, to scatter site apartments, to supported group residential facilities, to
residential substance abuse and mental health treatment centers, as well as to
small specialized shelters is important. Priority shouid be given to expanding
supported scatter site and group residential facilities within the voluntary sector.

M

NYS should extend the Emergency Shelter Allowance for Persons with HiV-related llinesses and
Their Families to homeless persons with TB who are HIV-negative or HIV-unknown in order that
these individuals have the opportunity to secure non-shelter housing. Assuming that adequate
support services have been made available, efigibility for the subsidy and its continuance shoud
be connected to adherence to a TB treatment regimen. A transition period after completion of 8
treatment should be included in the subsidy program to permit the assisted individual to arange
alternative housing (or a method to afford the existing housing).

15a. NYC should extend the nutriion and transportation supplements now available to those
who are HIV-positive to homeless persons with TB who are HiV-negative or HIV-unknown.

Anassasn‘erﬂtodﬁaﬂmamﬂsaﬂcereedsmmmetedbefuemmimm
TB is assigned to housing. W'er'everppssibie‘ahasingpla@frentshoqdbebasedmu'\e

msmmmamnmmtsmmaa;smsuwmmmmmm
exists or when the individual ex;ﬂidﬁyirﬂicat&sapreferemeforﬂistypeofhoc&ng._ Persons with
TB shouid be placed oniy in those commerdial SRO's where DOT is available on-site.
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18.

19.

17a.  Sufficent resources shouid be made available to the NYCDOH and other providers to
extend DOT to all individuals being treated for T8 who are residing in SRO's.

17b.  The agency making a referal for housing must also make other necessary senvices such
as mental health and substance abuse treatment avaiiable.

NYS shouid extend Comprehensive Medicaid Case Management (COBRA) to all persons with TB
as a means of finanang a system of care coordination to assure continuation of the TB treatment
regimen, adequate and continuing linkages between the hospital and community-based providers
of post-discharge senvices, and periodic re-evaluation of service needs. Ary new program of TB
case management must be dosely coordinated with the NYCDOH.

NYCDOH and NYSDCH should develop and implement an information, training and technical
assistance program for community-based housing and social service agencies sering persons at
nsk for TB. Emvironmental standards, employee heaith, and support to the dient wath TB are areas
of particular interest and concern.  NYCDOH and NYSDOH should aiso. assess the need for
resources needed by community-based housing and socal service agenaes to implement
recommendations regarding environmental standards, empioyee health and dient support. These
resources must be made availabie.
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Appendix

ﬂwefdiMrgindWMsmn*ermeesoftreComntteeonmeDésdxargeofHonﬂasPersonsmbﬁTB.
Although the Committee achieved consensus on its findings and recommendations, not every individual
participated in every meeting nor necessarily agreed with everything in the final report.

Philip W. Brickner, MD.
Chaimman. Department of Comrmunity Medicine
St Vincertt's Hospital & Medical Center

Karen Brudney, MD.
Assistart Clinical Professor of Medicine
Colurmbia Presbyterian Medical Center

Howard Burchman
Pariner
Burchman Terio Urban Consuitants

Linda Campbeil
Executive Director
Minority Task Force On AIDS

Keith Chirgwyn, M.D.
Assistant Professor of Medicane
SUNY Heaith Science Center at Brookiyn

David |. Conen, MD.
Medical Director
Bellevue Hospital Center

Barpara Conanan, RN., M.S.
Program Director, SRO/Homeless Program
St Vincent's Hospital & Medicai Center

Anne Dudley
Director, TB DOT Program
South Brookiyn Health Center

Jerome Emst, MD.
Chief of Respiratory Diseases
and Associate Director of Medicine
Bronx Lehanon Hospital Center
Jean Ford, MD.
of Medicine
Harlem Hospital
Spencer Foreman, M.D.
Presidert
Montefiore Medical Center
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Robert Gumbs
Executive Director
Healith Systerns Agency of New York City

David Hansell, MD.

Deputy Executive Director, Policy & Communications
Gay Men's Health Crisis

Diai Hewdett. MD

Chief of Infectious Diseases
Lincoln Hospital

Michael Katch, Ph.D.
Director, AIDS Day Treatrnernt Program
Jewish Board of Family and Children's Services

John McAdam M.D.

Director of Homeless Clinic
Department of Community Medicine
St. Vincent's Hospital Medical Center

Portia McCormack. MSW
Corporate Director, Sodial Work Services
New York City Health & Hospitals Corporation

Gaetana Manuele, MSW
Manager of Social Work for AIDS
St. Vincent's Hospital & Medical Center

Jacqueline Messite, M.D.
Executive Director, Committee on Public Health
The New York Academy of Medicine

Robert G. Newman, M.D.
Fresident
Beth Israel Medical Canter

Regina Quattrochi
Executive Director
AIDS Resource Center

Beth Raucher, MD. .

Hospital Epidermiclogist

Beth israel Medical Center

Hila Richardson, RN., Ph.D.

Study Director

Center on Addiction and Substance Abuse
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Edwina Thompson, RN
Assodiate Vice President, Professional Affairs and Quality Assurance
Greater New York Hospital Association

Nancy Wackstein
Executive Director
Lenox Hill Neighborhood Assodiation

The following people served as resource people to the Committee, were invited to each meeting and {0
particpate fully in the discussions. As above. not every individual partiapated in every meeting nor
necessarily agreed with everything in the final report.

Bruce Agins, M.D.
Acting Medical Director
New York State Departrment of HealthVAIDS Institute

Elien Anderson
Director of the Bureau of Long Term Care Services
New York State Department of Health

Bruce Biumenthal
Special Assistart
New York State Div. of Housing & Community Renewal

Peter Brest

Acting Assodiate Commissioner

Office of Housing & Adult Services

New York State Department of Social Services
(represented by Lynn Stone)

Umberto Cruz
Director, Division of HIV Health Care
New York State Department of HealttVAIDS institute

Trilty de Jung
AIDS Program Manager ||
New York State Department of HealtVAIDS Institute

Harry Feder
Senior Vice President
(represerted by Craig Keyes, MD)

Steve Fisher
Adult Services Administration, HRA
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Tom Freiden, M.D.

Director, Bureay of TB Control

New York City Department of Health
(represented by Gail Caims and Pam Keliner)

Nilsa Gugerrez, MD.
Director
New York State Department of HealtVAIDS Institute

Brian Hendricks

Executive Deputy Director, Office of Health System Management
New York State Department of MHeaith

Sue Klein

Acting Director, Division of Epidemiclogy
NYS Department of Health

Joan Malin

Commissioner

NYC Department of Homeless Services
(represented by Pat Hogan)

Eileen Tynan
Owrector, Policy Unit
New York State Department of HealtVAIDS Institute

In addition. the following people who are no longer working in the Mayor's Office participated in the earter

stages of the Committee's work

Ellen Alpert
Army Dorin
Michele Lord

Staff support to the Committee was provided by

Ellen

Rautenberg
Executive Director, Office for Spedial Population Projects
New York Acaderny of Medicine

Ellen Parish, RN, MPH
Heaith Policy Spedalist, Office for Special Population Projects
New Yoark Acaderry. of Medicine

Theresa Jackson
Administrative Assistant, Office for Special Population Projects
New York Acaderny of Medicine
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