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ABSTRACT 
 
COVID-19 has been particularly devastating for those experiencing homelessness. (PEH) While 
suffering disproportionate death and disease, they are unable to self-isolate due to living in 
congregate shelters. To reduce COVID-19 risk for PEH, the City of Albuquerque Department of 
Family and Community Services convened a multi-sector partnership, “Corona Crushers” was 
mobilized in Albuquerque, New Mexico as a public health protection and equity initiative. In the 
context of shared leadership and partnership built on dialogue and trust, the multi-sector 
collaboration used existing data on COVID-19 to rapidly adapt evidence-based interventions to 
improve COVID-19 patient outcomes. This included expedited COVID-19 testing, quality 
improvement of the adherence of PEH to quarantine and isolation, and a 75% decline in 
outbreaks at the state’s largest homeless shelter in Albuquerque, New Mexico. These pandemic 
interventions, however, placed a significant burden on already under-resourced shelter and 
healthcare systems. In this paper, we describe the partnership’s ability to decrease COVID-19 
outbreaks by task-shifting interventions traditionally conducted by health professionals — such 
as COVID-19 testing, screening — to healthcare workers with lesser training. These include 
community health workers, medical students, and shelter staff. Task-shifting not only enhanced 
the quality of our equity intervention, but has the potential to expand the healthcare workforce in 
order to address future inequities. 
 
KEYWORDS: SARS-CoV-2, COVID-19, homeless shelter, congregate shelter, BinaxNOW, 
antigen testing, quality improvement, public health, community-based participatory research 
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BACKGROUND:  
 
Challenges for COVID-19 Outbreak Control in Homeless Shelters 
    People Experiencing Homelessness (PEH) are at disproportionate risk for SAR-CoV-2 
(COVID-1919). PEH face significantly higher rates of long-term health conditions and substance 
use disorders (30) than the general population, and are at greater risk of infection due to 
malnutrition, overcrowding, and the lack of public hygiene facilities (1, 2). One study found that 
even with a low incidence of COVID-19 in the general population, PEH had a statistically higher 
rate of COVID-19 (3). Other studies show increased rates of illness, hospitalization, and 
mechanical ventilation use (4). 
      
    Rapid spread of COVID-19 due to overcrowding in these congregate settings (12) sheds light 
on a critical human resource and organizational challenge in settings with limited resources. In 
addition to securing supplies such as Personal Protective Equipment (PPE), shelters also require 
additional staffing to implement interventions such as symptom screening, testing, isolating of 
COVID-19 cases, quarantining of contacts, and supporting social distancing, mask wearing, 
increased disinfecting of surfaces, and handwashing (7). Shortage of trained and accessible 
healthcare professionals during the COVID-19 pandemic has been well-documented. This 
represents an additional health equity threat to the care of vulnerable populations PEH (15). As 
public healthcare and social service systems struggle to respond to COVID-19 outbreaks, task-
shifting strategies which move healthcare tasks to less specialized healthcare and non-medical 
workers can make a critical difference in interventions to prevent outbreaks and care for 
vulnerable populations.  
 
Community Based Participatory Approach to Task Shifting 
     Task-shifting requires training, organizational structures, and support (15).  A promising 
approach to addressing health inequities is the use of community-based participatory research 
(CBPR). A recent reframing defined CBPR as any multi-stakeholder strategy that uses data to 
create knowledge and take collective action to improve health equity, and expand operational 
applicability to community and organizational development (21, 22). CBPR approaches also 
contribute to health and health equity (23), such as increased community support and 
empowerment (24), sustained partnerships (25), healthier behaviors (24), policy changes and 
transformed conditions (26). The power of CBPR lies in the systematic approach to facilitate 
equitable collaboration of partners in order to develop programs based on community priorities 
and strengths (25).  
 
    This paper illustrates the use of the CBPR conceptual model as a framework for facilitating 
task-shifting required to respond to a COVID-19 surge in homeless shelters in Albuquerque, 
New Mexico from October to December of 2020. First, we describe the multi-sector 
collaborative partnership, Corona Crushers, led by the City of Albuquerque. This includes their 
use of the CBPR Conceptual framework as a guide for aligning the partnership to implement 
interventions to achieve the equity outcome of decreasing COVID-19 for PEH. In the Methods 
Section, we then describe a large COVID-19 outbreak at the shelter, which resulted in two 
strategies with outcomes that subsequently decreased the spread of COVID-19. However, they 
required significant task-shifting: 
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1) Use of rapid antigen testing to identify cases and contacts for quarantine and isolation for 
outbreak control in the shelter as a rapid response strategy 

2) Use of rapid quality improvement surveys to improve conditions for quarantine and 
isolation.  

We conclude with learned lessons on task-shifting in the context of the CBPR Model as an 
equity tool for the implementation of COVID-19 practices and response. 
 
A Multi-Sector Partnership for Addressing COVID-19 For PEH 
     Before there was even a COVID-19 positive case in the homeless shelters, an existing 
partnership between the City of Albuquerque, State and Regional Department of Health (DOH), 
the Medical Reserve Corps (MRC), nonprofits working with PEH, local hospitals and clinics, 
and the University of New Mexico later (UNM) mobilized under the name of “Corona 
Crushers”. This was to reduce COVID-19 risks for PEH as a health equity initiative in March 
2020. Having previously worked together using a Community Based Participatory Research 
(CBPR) Model as a planning and evaluation tool, the partnership was able to rapidly reassess 
their original goal of decreasing 911 calls and improving access to care. The goal was updated to 
an issue of health equity; to prevent the spread of COVID-19 for PEH.  
 
      As a planning and evaluation tool, CBPR Model consists of four domains that can be used to 
guide a response for health equity issues (Figure 1).  
 
1) Contexts include social, cultural, economic, political, local, state and national conditions that 
can shape the nature of the partnership and influence how programs are carried out. 
2) Partnership Processes are practices and individual characteristics (skills & attitudes partners 
bring to the partnership), relationships (how partners make decisions, and interact with each 
other to achieve goals), and structural features (who are the stakeholders and what are their 
agreements, values, and guidelines for partnering) that determine the success of a partnership. 
3) Intervention and Research Designs are shaped by the nature of partnership and extent of 
equal contribution of knowledge from different parties, including community members, 
clinicians, health professionals, government officers, and academic scholars.  
4) Outcomes include a range of intermediate system and capacity changes such as new policy 
environments, sustainability of project and partnership, shared power relations, and increased 
capacities. These also include long-term outcomes of community and social transformation, and 
health equity (Wallerstein, et. al; Engage for Equity for more information on the use of the 
CBPR Model). 
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Domains of the CBPR Model in the Corona Crushers Partnership 
    For the Corona Crushers partnership, the CBPR Model provided the building blocks, for 
planning and evaluating a community-engaged approach. These are described below (Figure 2).   
 

 
Figure 2. Corona Crushers CBPR Model for Reducing COVID-1919 for PEH 
 
Context Domain: 
     COVID-19 has highlighted existing health inequities and structural racism in our healthcare 
system. Utilizing community-engaged approaches such as the CBPR model is critical for 
addressing these inequity (18). In the context of New Mexico, PEH, Native American, 
Hispanic/Latino, and Black/African American populations have been disproportionately affected 
with higher rates of COVID-19 cases, hospitalizations, and deaths (19). In this context 
partnership capacity and history of trust have been shown to improve equity outcomes (20). The 
Corona Crushers partners (Fig.2, Partners), ranging from government, community non-profits, 
hospitals, clinics, and university, had a history of trust through a previous collaboration based on 
shared goals and dialogue. Each partner brought different skills and resources to the table 
including medical, logistical, and public health expertise, volunteer capacity, funding, supplies 
and equipment. Additionally, the partnership engaged in practices (20) proven to improve health 
equity outcomes including shared goals and learning, coordination meetings (initially daily and 
then moving to three times per week), and using data to inform action. 
 
Program and Outcome Domains 
     The Westside Emergency Housing Center (WEHC) in Albuquerque, New Mexico is the 
largest shelter in the area, and normally houses a monthly average of 337 residents a night and 
has a capacity of up to 500 residents per day. When the NM governor issued the first public 
health order for a state-wide lockdown on March 13th, 2020 to prevent the spread of SARS-
CoV-2 (COVID-19), there was no isolation or quarantine area in the shelter. Under the 
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leadership of the City of ABQ and in collaboration with UNM’s Office for Community Health 
(OCH), New Mexico’s Department of Health (NMDOH), the Medical Reserve Corp (MRC), 
Albuquerque Healthcare for the Homeless Clinic (AHCH), the First Nations (FN) Clinic, and the 
non-profit Heading Home (HH), the multi-sector partnership brought skillsets and resources to 
quickly develop a program. Using the existing literature and information from the CDC (27), the 
Corona Crushers team developed the evidence-based program interventions for prevention of 
COVID-19 in PEH. 
 
1) Identification of Potential COVID-19 Positive Residents Through Screening and Testing 

a. Screening: Emergency Medical Technicians (EMTs) and nurses did daily symptom and 
temperature screening of all residents.  

b. Testing: Nurses PCR tested all guests with symptoms or contact exposure.  
2)  Quarantine:  

a. All COVID-19 negative contact exposures or symptomatic patients with negative tests 
placed in semi-congregate quarantine area in shelter called the “Blue Pod” (Fig. 3). 

b. Nurses monitored residents in quarantine. 
c. Nurses and providers (nurse practitioners and physicians) worked to provide medications, 

methadone, and suboxone as needed for those in quarantine. 
3) Isolation: COVID-19 positive residents isolated in non-congregate respiratory hotels staffed 
by physicians, nurses, and EMTs (See Figure 3, 4 below) to provide medical monitoring, as well 
as medications, methadone, and suboxone as needed. 

 
Figure 3. WEHC Dorm Map 
The WEHC shelters up to 500 residents/day, but was 
reduced to 340/day due to the pandemic. It has been 
broken down into 11 dorms, 3 of which served as 
COVID-19 quarantine dorms during outbreaks. The 
shelter’s quarantine dorms (in Blue) housed COVID-
19 positive cases. Regular dorms had a maximum 
capacity of 28 to 44 residents, while each quarantine 
dorm held 15-18 residents whose beds are at least 6 
feet apart and separated by curtains. 
 

Figure 4 : Screening, Testing, Quarantine and Isolation of Residents.  
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4) Promotion of COVID-19 Safety Practices: Shelter medical staff promoted social distancing, 
mask wearing, handwashing, frequent disinfecting of surfaces. It also assured bus safety such as 
open windows, spacing with only every other seat occupied, and sanitizer gel and masks before 
getting on the bus.  
 
5) Decreasing Shelter Density: Within the shelter, 
plastic sheets or curtain dividers were put up between 
rows of beds to decrease the density of people within 
each dorm and reduce transmission through air 
particles  
(Fig. 5). To decrease density of the entire shelter, the 
City of ABQ provided resources and support to stand 
up three “Wellness Hotels” as a non-congregate 
shelter to reduce congregate shelter density at the 
WEHC.  Non-congregate shelter intake criteria was 
for people at higher risk of COVID-19 (>60 years old 
and/or high risk medical conditions), as well as families with children.                                                                               
 
Figure 5: Curtains Separate Beds in Quarantine Area 
 
6) Task shifting: When faced with health provider shortages, the Medical Director provided 
support through oversight and training to shift tasks to shelter staff, CHWs, and medical 
students.
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     As the Corona Crushers partnership progressed and these gaps were identified, new partners were included to enhance the impact 
of the work (See Figure 2, Partnership Column, Orange squares). Daily video conference meetings of the team helped keep the 
partnership focused on the shared mission and outcomes. As new challenges surfaced, the partnership used data to inform new actions, 
and other program elements were added to prevent the spread of COVID-19 for PEH (Fig. 2. Program Column, Orange Squares). 
While the partnership had long term outcomes to work towards such as housing, transportation and healthcare homes for PEH, the 
immediate goals revolved around a system of collaborative COVID-19 care, timely data for decision making, and sustained 
partnership (Fig.2. Outcomes Column, Green Squares). 

 
 
Figure 6. Corona Crusher Daily Zoom  
Daily zoom meetings and a clearly developed agenda by the City of ABQ helped 
partners stay on track and make decisions based on local data. Clarity of roles between 
the different partners was essential in defining what roles could be filled by task 
shifting. 
 
 
 
 
METHODS:  
 
Setting: 

From March 13th to September 29th, 2020, the Corona Crusher’s interventions limited outbreaks at the WEHC with only 3 positive 
cases identified. However, on Sept. 30th, 2020, the shelter was informed that 3 other residents who were PCR tested off-site had tested 
positive. At the time, test turnaround time for PCR testing was between 3 to 5 days. By the time the shelter was informed of these 
results, these residents had circulated in three different dorms for 5 days. Due to a surge of COVID-19 in the community, other 
residents in the dorms were most likely asymptomatic cases, and added to the general outbreak. Through mass testing of the entire 
shelter, a total of 131cases were identified.  
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Figure 7: Sept-October 2020 WEHC Outbreak 
 
In this visual, the spread of the COVID-19 virus is depicted by red circles (COVID-19+) and 
black circles (COVID-19-). PCR test results for the initial three cases were delayed due to 3-5 
day turnaround times. Since these tests were done off-site without the knowledge of the 
WEHC medical team, the residents were able to circulate throughout the dorms. As 
demonstrated by this graphic, the 3 cases rapidly spread throughout the entire shelter.  
    
 
The large number of cases at the WEHC caused the shelter to shut down and become a 
quarantine center for COVID-19 positive residents and their contacts for 2 weeks. This 
became a hardship for other PEH, hospitals, clinics and social services that used the WEHC 
for temporary housing. While the initial COVID-19 prevention practices and staffing 

implemented at the WEHC was sufficient for preventing outbreaks, it was not sufficient to handle a sudden surge of COVID-19 
positive residents.  
 
As a collaborative, the Corona Crushers engaged in ongoing problem solving and dialogue based on data collected locally and the 
application of new interventions as COVID-19 science evolved. The questions we asked included: With the continuing surge in 
COVID-19 positive cases in the community, how would we keep the shelter open and prevent further outbreaks? With a lack of health 
professionals available for support, what can we do for medical and public health staffing at the shelter? 
 
To answer these questions, the leadership encouraged and supported a learning environment for adaptive change. This led to 
innovations for COVID-19 outbreak control in the area of testing, quarantining and isolating. This enabled the  WEHC to remain open 
to the community during the COVID-19 surge experienced in November and December of 2020. 
 
COVID-19 Innovations for Outbreak Control: Testing, Quarantine and Isolation 
Below we describe two strategies developed by the Corona Crushers to decrease outbreaks, but required significant task shifting to 
achieve:  
1) Rapid Antigen Testing for outbreak control in the shelter to identify cases and contacts for quarantine and isolation quickly.  
2) Rapid quality improvement surveys to improve conditions for those in quarantine and isolation.  
         Because the shelter is already under-resourced, implementing and evaluating new strategies can place a significant burden on 
healthcare staff. Homeless shelters are typically focused on addressing immediate needs of overnight shelter and transportation rather 
than pandemic response, so additional protocols and staff supports were needed to detect and mitigate the spread of COVID-19. By 
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redistributing duties normally carried out by healthcare or public health professionals to healthcare workers with less training (medical 
students, CHWs, and shelter staff), the Corona Crushers partnership was able to develop and innovate new protocols to decrease 
frequency of outbreaks at the shelter and improve adherence to quarantine guidelines. The task-shifting strategies described here have 
the potential to expand the healthcare workforce so that future inequities may also be addressed (Table 1).  
 
Table 1. Components of original and adapted COVID-19 response models for PEH 
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1. Task-shifting for implementing and evaluating Rapid Antigen Testing for outbreak control  
 
Rapid Ag vs. PCR Testing for Outbreak Control in a Shelter 
     Two testing methods are currently used for identifying active COVID-19 infections: molecular testing and rapid antigen testing. 
Nucleic acid amplification tests (NAAT), such as RT-PCR, act by detecting viral genetic material. While RT-PCR has a higher 
sensitivity than antigen tests, a test result can take up to 7 days when laboratories are at capacity during a COVID-19 surge. Antigen 
tests are less sensitive, but affordable, and do not require sending a specimen to a lab as they can detect viral antigen in as little as 15 
minutes (9).  Abbott’s BinaxNOW is an example of an antigen test that is instrument-free and simple to perform. Due to immediate 
results, the BinaxNOW rapid antigen test can identify COVID-19 positive shelter residents and immediately move to quarantine them. 
With long wait times for test results eliminated, the rapid tests mitigate frequency of outbreaks by preventing further transmission of 
the virus (6).   
 
Antigen testing was not widely available until October 2020, when the federal government deployed the BinaxNow rapid antigen test 
throughout the U.S. via Departments of Health. Since the NMDOH was part of the multi-sector partnership and worked closely with 
the medical team, training and protocol were set up to test the effectiveness of the BinaxNow Ag test. To determine the effectiveness 
of the BinaxNow against PCR testing, 679 residents were co-tested with both tests to calculate sensitivity and specificity. Despite the 
relatively low sensitivity of the Rapid Ag test of 54%, test specificity was 96.7% with a positive predictive value of 95%, which is 
similar to other studies done comparing Rapid Ag testing with the gold standard PCR (16,17). In the case of the WEHC, the drawback 
of the lower sensitivity was outweighed by the rapid results which led to the immediate isolation of COVID-19 positive residents. As a 
result, the following protocol was developed by Corona Crushers to reduce future outbreaks: 
 

1) Symptom screening of shelter residents, and people coming into the shelter. 
2) Immediate BinaxNOW testing of anyone identified as symptomatic. 
3) Immediate isolation of positive residents, and transfer to isolation hotel for 10 days. 
4) Immediate identification of closest contacts with transfer to quarantine area in shelter for 14 days. 
5) When a positive is identified in any of the 8 dorms sheltering between 30-40 people per dorm, those dorms then undergo 

increased screening and surveillance testing with both BinaxNOw and NAAT on day 1 and 7, and in between, BinaxNOW 
every 2-3 days. 

 
Task Shifting for Implementation of Antigen Testing to Control Outbreaks 
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     However, this protocol required an increase in staff to regularly test and prevent outbreaks. However, the Corona Crushers medical 
team no longer had enough physicians, nurses, and EMTs to do the screening, testing, tracking, and documentation of test results. As a 
result, tasks were shifted from EMTs to shelter staff for entry screening, from the medical director to a program manager for oversight 
of the evolving interventions, from nurses to medical students and a data manager for additional testing, tracking of outbreaks and 
reporting to the DOH. Task-shifting required restructuring of roles and responsibilities of the health professionals from implementing 
program elements to providing oversight, training and support of the shelter staff and medical students who participated as volunteers 
through the Medical Reserve Corp (MRC). Since over 20 medical students participated, the development of a Community Health and 
Engagement (CHE) curriculum and formation of a student organization, the Student Health Corp, coordinated the assignment of tasks 
needed during the COVID-19 surge (See Appendix A. CHE Curriculum). 
 
Task Shifting for Tracking System to Manage Outbreaks 
      Once COVID-19 positive residents were identified, they were immediately notified and transferred to designated non-congregate 
respiratory hotels to isolate for 10 days. Any contacts of COVID-19 positive residents were then transferred to the semi-congregate 
quarantine areas within the shelter (Fig. 3). Ideally, all residents requiring quarantine and isolation would be transferred to non-
congregate sheltering, but since resources were limited, a decision was made to move only positive cases to the hotels.  
     There is currently no interoperable data system that shares information about COVID-19 status across health and social service 
systems. This makes it difficult and time consuming to track COVID-19 patients within and across systems. Subsequently, an internal 
system was developed by the medical team in coordination with the NMDOH to track COVID-19 status of residents, identify contacts 
for outbreak control, and record all necessary laboratory information to the DOH. The developed data tracker is HIPAA compliant and 
includes the name, date of birth, dorm and bed #, COVID-19 test results, type of COVID-19 test (PCR, Rapid Ag or both), and staff 
member who administered their test (Appendix B. Lab Form). This data was then de-identified and placed on a Daily COVID-19 
Update Map created by medical students that tracked COVID-19 status and bed location for contact tracing of positive cases. The 
nurse or program manager then (Appendix C. Intake Form) placed residents in the appropriate isolation or quarantine location. This 
map was created using a Miro Board shown below (Fig 8). 
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Figure 8: WEHC Daily COVID-19 Update Map 
 
2. Task shifting for quality improvement surveys to improve conditions for quarantine and isolation 
     As the number of positive COVID-19 cases increased in the WEHC, the shelter staff discovered that residents were leaving the 
shelter before their quarantine period was over. It has been suggested that adherence to quarantine guidelines among PEH is low 
because many of them fear hospitalization and incarceration, negatively impacting their mental health (8).  In an effort to identify 
reasons for PEH leaving the shelter and risking the further spread of COVID-19, quality improvement surveys were administered to 
shelter residents in order to get direct feedback from PEH. This was done to understand what would make them more likely to stay 
(Appendix D. Quality Improvement Surveys). CHWs, public health students, undergraduates, and medical students have all 
contributed to the staffing of quality improvements surveys in coordination with the Corona Crushers. Through UNM’s Office of 
Community Health (OCH), we had one part-time student coordinator to support COVID-19 response efforts as part of a grant to work 
with students in the health professions. They were able to work with students from June of 2020 to March of 2021 to support 
improvement of quarantine and isolation during COVID-19 response.  
     As part of the CHE class, medical students adapted an existing rapid community assessment to assess barriers to quarantine for 
elderly PEH populations. This interprofessional experience of medical and public health students working alongside shelter staff, 
CHWs and health professionals to engage in quality improvement (QI) gives them real-life experience in community engagement as 
part of the CBPR process. This enables building the foundation for future community engaged work. After redesigning and 
implementing the survey, students analyzed and shared the data with the leadership of the Corona Crushers team, who then took the 
data and created action items to improve quarantine and isolation conditions. 
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OUTCOMES 
 
Results of task shifting for outbreak control and improved conditions for quarantine and isolation 
    Like many others struggling to staff-up during COVID-19 surges, the Corona Crushers health professionals were overwhelmed by 
the hundreds of tests, quarantine allocations, and outbreak controls in the shelter. Being able to evaluate the impact of the Rapid Ag 
testing as well as assess barriers and facilitators to adherence to quarantine in real time was critical. Having a partnership in place to 
facilitate leadership with an evaluative mindset, training for task-shifting, and financial support to staff up to implement new 
interventions was also crucial. Below are the findings of the Rapid Ag testing for outbreak control and the quality improvement 
surveys done to improve quarantine and isolation.  
 
Outcome 1: Results of Rapid Ag testing for Outbreak Control in Congregate Settings 
     As a result of task-shifting, a large portion of the testing, data collection, tracking and transfer of residents was allocated to 
program staff and medical students. The medical team was then able to focus their efforts on overall strategy, including the evaluation 
of the impact of Rapid Ag testing protocols for developing new program policy.   
 
Outbreak Control Before and After Rapid Ag Testing 
     The introduction of Rapid Ag testing after October 20th demonstrated a substantial decrease in the severity of COVID-19 
outbreaks at the WEHC. Between September and December 2020, the shelter experienced a total of 17 outbreaks (defined as more 
than two COVID-19+ people in a dorm). After incorporating Rapid Ag testing during second WEHC outbreak  on October 20th, 2021, 
the number of COVID-19 positive individuals was initially reduced by 67%, followed by a reduction of at least 75% during all 
subsequent outbreaks (Figure 9,10, and 11). 
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Figure 9. Frequency of confirmed cases at WEHC by date compared to the 7-day average number of new cases for Bernalillo County, 
New Mexico between September 25th and December 31st of 2020. 

 
 
 

 
 
 
 
 
 

 
 

 
 
 

Figure 10. Total Number of COVID-19+ individuals before and after Rapid Ag Testing Introduced 
 

 
Figure 11. Graphical Representation of cases before BinaxNow Rapid Ag Testing 
(Red Dots: Positive Cases, Black Dots: Negative Cases) 
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     With the above data demonstrating the effectiveness of Rapid Ag testing for outbreak control, the medical team developed the 
protocols and policies for Rapid Ag testing for the shelters. This reduced the overall severity of COVID-19 outbreaks and prevented 
the closure of the largest congregate shelter in New Mexico. Additionally, this information was shared with the CDC, who asked the 
medical team to present nationwide, and added to the growing database and health policy development on the use of Rapid Ag testing 
in congregate settings (9, 28). 
 
Outcome 2. Results of Rapid quality improvement surveys to improve quarantine and isolation experience 

The first survey (n=109) conducted at the WEHC and the non-congregate respiratory shelter identified barriers to completing 
the CDC-mandated 10-day isolation period for COVID-19 positive residents and 14-day quarantine period for those exposed to 
COVID-19. The most common challenges identified included poor food quality and variety (90%), a lack of entertainment (63%), 
limited personal hygiene products (62%), and restricted access to tobacco (61.5%). 

As a result of these findings, the Corona Crushers partnership and staff worked with medical students to introduce specific 
interventions targeted at improving quarantine conditions. These included obtaining a new food supplier, increasing staff training for 
trauma informed care, providing personal hygiene products such as soap and shampoo, increasing access to cigarettes, and increasing 
the amount of socially distanced entertainment options available to the residents (puzzles, coloring books, etc.) The data was also 
shared with residents at the shelter who confirmed the data in a ‘town hall’ discussion where everyone was masked and socially 
distanced. The medical team also shared that a key concern was a lack of understanding the purpose of quarantine and isolation 
amongst the residents. This led to a medical student video project being developed to prepare residents before entering quarantine or 
isolation (Fig. 12). https://youtu.be/-cRKaD9AD38 

 
 

Figure 12. Quarantine and 
Isolation Orientation Video 
Developed by Med Students 
      The second survey (n=49) was 
conducted one month after initial 
changes were introduced. The goal 
of this survey was to assess the 
effectiveness of the previous 
interventions as well as improved 
adherence to quarantine guidelines. 

With regard to meals, administrators changed the food supplier at the WEHC 
and the City paid for three meals a day that increased the number of hot meals served -- which represented a significant resource 
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investment by the City of Albuquerque. The improvement in food quality and quantity led to an increase in reported food satisfaction 
from 10% in the initial survey to 79% in the follow-up survey.  

With regard to personal hygiene products, an expanded collection of products was provided to residents of the WEHC. This 
collection included increased soap, shampoo, and conditioner. This led to an increase in reported personal hygiene satisfaction from 
38% in the initial survey to 75.5% in the follow-up survey. 

Expanded entertainment activities included coloring books and a cornhole game. At the time of the follow-up survey, 11/49 
(22.4%) participants had used the coloring books, 10 of whom reported being satisfied with the activity. 6/49 (12.2%) participants had 
played cornhole, 5 of whom reported being satisfied with the game (Table 4). 

Additionally, improved and consistent cigarette distribution led to overall tobacco satisfaction rising from 38.5% in the initial 
survey to 91.7% in the follow-up survey. (Table 2).  
 
Table 2. PEH satisfaction with WEHC quarantine conditions 

Intervention % satisfied first survey % satisfied second survey 

Meals 10 79 

Personal hygiene products 38 75.5 

Coloring books N/A 90.9 

Cornhole N/A 83.3 

Cigarette Distribution 38.5 91.7 

 
     The responsiveness of the City of Albuquerque as a partner in addressing survey findings by making the changes and investments 
to improve quarantine and isolation was also critical to this outcome. 
 
 
Outcome 3: Health Professions Education Outcome 
      In addition to supporting the health equity goal of the Corona Crushers through task-shifting, medical students meaningfully 
participated in supporting community identified needs within a CBPR Model (Table 3). While health professionals are well-versed in 
providing quality individual healthcare, a stronger educational focus on population health interventions and partnering practices for 
multi-sectoral policy and action is needed for the health workforce to respond to community priorities  (29). Task shifting with 
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medical students demonstrates the benefit of training health professionals in participatory, evidence-based frameworks such as the 
CBPR Model. This helps develop future professionals who have had real life experiences in community engagement and equitable 
power-sharing partnerships. Task shifting also increased the quality of the deliverables and learning done by the students. As part of 
their course, students presented their work to the Corona Crushers leadership and saw their data being put to action within the context 
of CBPR and community engagement. Many students in the course as well as the newly formed Student Health Corp continue their 
participation with the Corona Crushers (Fig. 13). 
Fig. 13. Medical Students Setting up for Testing at the WEHC 

   
Table 3. Medical student volunteer hours during the COVID-19 response: September 2020- April 2021 

Activity  # of students participated  Total Hours  

Training  36 40 

COVID-19 Hotels  72 508 

Vaccination Campaigns  18 164 

Mass Testing  7 70 

Pre-Med data entry  5 52 

Survey and Data Analysis 7 37 
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Quarantine and Isolation Video 2 42 

TOTAL 147 913 

 
Discussion 
      The COVID-19 pandemic has resulted in a global shortage of trained and accessible health professionals. In our experience, task-
shifting time-consuming yet important public health tasks such as testing, data collection, data cleaning, contact tracing, and data 
analysis from health professionals to non-medical staff and medical students can distribute the high workloads generated by a COVID-
19 surge. In addition, this type of task-shifting allows for real time data analysis and support staff in answering the Corona Crusher’s 
surge questions:  
 
1. With the continuing surge in COVID-19 positive cases in the community, how would we keep the shelter open and prevent further 
outbreaks?  
 
The WEHC experienced fewer outbreaks and was able to stay open by using updated Rapid Ag testing protocols and daily contact 
tracing of residents from the Daily COVID-19 Map.  
 
2. With a shortage of health professionals available for support, what can we do for medical and public health staffing at the shelter?  
 
By staffing up and training non-medical positions such as a project manager and data manager with additional funding from the City 
of ABQ, and working with medical students who volunteered their time to support testing, quarantine and isolation, and data analysis, 
there was sufficient staff to complete the key interventions developed by the Corona Crushers.   
 
       The Corona Crusher task-shifting experience demonstrates the power of multi-sector partnerships to achieve health equity 
outcomes. In the fast-paced world of COVID-19, rapidly translating science into effective implementation can be challenging. 
Because of a long-standing partnership and shared leadership, the Corona Crushers were quick to respond to the evolving pandemic. 
Additionally, the use of the CBPR framework to guide the overall work enabled the development of clear roles within program 
activities needed for effective task-shifting. The ability to respond to local data and adapt effectively to healthcare workforce shortages 
resulted in achieving multiple outcomes such as decreasing the spread of COVID-19 in PEH, decreasing outbreaks, changed program 
policies for testing, and the development of increased partnership capacity in the healthcare workforce pipeline (Fig. 14. Achieved 
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Outcomes outlined in Purple).  The CBPR model of partnership can leverage the skills and resources of multiple partners to support 
task-shifting from health professionals to medical students, shelter staff and CHWs. This can serve as a model for addressing future 
health equity issues and creating more inclusive and collaborative solutions for underserved and under-represented populations. 

 
    
   Figure 14. Achieve Outcomes in the CBPR Model 
   In the outcome column, the areas outlined in purple represent the achieved shared health equity    goals of the Corona Crushers team. 
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Appendix A.  Community Health and Engagement Block Curriculum 
 
Course Director: Laura Chanchien Parajón, MD, MPH 
                              Dept. of Family & Community Medicine, lparajon@salud.unm.edu 
Community Co-Directors from Office of Community Health 
Virginia Sedore, MPH, Pathways Program Specialist, vsedore@salud.unm.edu 
Venice Ceballos, Director Community Health Worker Initiatives (CHWI), vceballos@salud.unm.edu  
 
Background for the Community Health and Engagement Block (CHE): The WHY 
      
Purpose: CHE program is designed to help increase the capacity of health professionals to take action on the social determinants of 
health and equity in their communities.  
 
Health equity means that everyone has a fair and just opportunity to be as healthy as possible. To achieve this, we must remove 
obstacles to health -- such as poverty, discriminination and deep power imbalances -- and their consequences, including lack of 
access to good jobs with fair pay, quality education and housing, safe environments and health care.  

 
Social Justice: A matter of life and death 
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     According to the World Health Organization (WHO), “Social justice is a matter of life and death. It affects the way people live, 
their consequence chance of illness, and their risk of premature death.” This course focuses on developing the skills, strategies, and 
support for tackling health inequities over the long haul. We hope that the concepts and skills you learn in CHE will enhance your 
lifelong journey as a health professional towards gaining specific concrete skills to help address health inequities by responding to a 
community need, which in this case is the COVID-19 Pandemic. 
Corona Crushers Collaborative: A Response to a Community Need 
     While the pandemic has significantly impacted medical education worldwide, COVID-19 also offers a unique opportunity for 
medical and other health professional students to significantly contribute to the mitigation of the COVID pandemic. The Corona 
Crushers Collaborative is a  partnership between the government, community, and the university that came together to address the 
problem of how to help prevent the spread of COVID-19 for people experiencing homelessness(PEH), who have higher rates of 
mortality and morbidity than the general population and are therefore more at risk for poor outcomes of COVID-19. 
     Since the pandemic hit, various health professions students including medical, public health, undergraduate students have 
contributed to improving health systems and policy projects with the Corona Crushers group.Through participation with the 
community to address their priorities, we hope you will begin to be able to practice concrete skills for engaging in health equity.  
      
I.Course Elements: The WHAT 
There are primary learning components to CHE:  

• Community based participatory research (CBPR) Project 
• Service Experience 
• Community Engagement Reflection Sessions 

    In CHE, your “classroom” will be the community response to COVID-19, which is a combination of participating in the 
Participatory Didactics to learn the basics of CBPR, CBPR Project, and the Service Experience.  
 
Component A. COVID Service Experience: (8 hours/ week + 2 hrs/ week for independent learning) 
     During the COVID service experience, you will learn how to respond to the “on-call” component of the COVID-19 medical 
response, and use your skills of health coaching. Friday mornings from 8 AM - 9:30 AM, you will be paired in learning groups to 
review learning issues identified during the week with a community preceptor. 
     For your service components, you may choose to split your service between the COVID Isolation Hotel and the COVID Hotline, or 
do just one of these locations. You will need to come in person to each of these sites. In either case, you will be learning from a great 
team of interprofessional providers who have come together to respond to a great community need: 
.  
SITE 1: Isolation/Quarantine Shelter: You will be participating as part of a team of health professionals including physicians, 
nurses, EMTs, social workers, and site coordinators at the only isolation hotel in Albuquerque. This hotel provides a place for people 
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experiencing homelessness, or as overflow from isolation hotels in NM, especially from Navajo Nation and varios pueblos throughout 
the state. There are three levels of healthcare professionals at the hotel who participate in the intake and medical surveillance of hotel 
residents. 
Group 1: Physicians or Advanced Practice Clinicians 
Group 2: Other Healthcare Professionals (Nurses, EMTs) 
Group 3: Medical and Nursing Students 
    Since students are not allowed to be in contact with COVID+ patients, you will be providing phone surveillance, but not in person 
care. You will be trained and supported by the entire team at the hotel in COVID phone triage and care. Many of the patients at the 
hotel have underlying illnesses such as hypertension, diabetes, behavioral health or substance use disorder. 
SITE 2: COVID Hotline: You will join some of your third and fourth year fellow medical students in providing support for the 
COVID Hotline for calls to respond to community members needing more information on COVID. The COVID hotline calls are done 
with an interprofessional team of nurses, and pharmacists, and you will be supported by a team of people in the COVID hotline 
 
Component B. Community based participatory Research Project (8 hours/ wk including course time) 
     The CBPR Project will serve as the primary classroom for how to practice health equity in the context of the COVID-19 pandemic. 
Two big research needs that have been identified by the Corona Crushers are: 1) mask wearing and 2) equity with regards to the 
COVID-19 Vaccine when it comes out. 
     Using a global health methodology for community responsive health promotion called Barrier Analysis, students will participate 
alongside CHWs and community staff in supporting this project to identify barriers and facilitators for a COVID-19 response. 
The following components of CHE are the same as the PIE group: 
    
II.Community Health and Engagement Objectives: The HOW 
In this course, the HOW of our approach to communities (i.e. values-based, ethics, cultural humility, empowering methods, listening, 
collaboration, reflective social mission, etc.) is just as important as the WHAT of evidence based interventions (i.e. COVID Care, 
Isolation, Quarantine,  etc). Below are the objectives that describe both what we will be learning and how we will be learning it. We 
will be using our work in the community as the real life “case” upon which we learn to work collaboratively using an empowerment 
approach to address the increasingly complex social and health problems in our world. 
 
Community Health Objectives 

1. Identify the key elements of pandemic response for COVID for people experiencing homelessness in the ABQ area (Training 
in the Key Elements: Initial PowerPoint) 

2. Demonstrate skills for identifying different types of COVID status (PUI, COVID +, Contact Exposure)and isolation and 
quarantine protocols for each type of COVID status. (Training for Patient Care in Hotel Setting) 
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3. Demonstrate skills in the care of COVID patients in an isolation hotel: identifying signs of danger vs. usual care (Patient care 
in the hotel setting or COVID Hotline calls) 

4. Demonstrate patient-centered care, including respect for patient autonomy and patient confidentiality (Patient care in the hotel 
setting, or COVID hotline calls) 

5. Collaborate with other members of a healthcare team in caring for PUIs and COVID patients with Substance use Disorder, 
Diabetes, Hypertension, Depression and Anxiety  (Patient care in hotel settings) 

6. Use health coaching skills to empower patients regarding sheltering in place for the identified time of their quarantine (Both 
Sites) 

7. Apply skills for written and oral presentation of patients seen in the isolation hotel (Write ups of patients in Hotel or COVID 
Hotline) 

8. Identify gaps in knowledge and resources to close the gap (Write ups of learning issues) 
9. Demonstrate professional values of cultural humility, accountability, respectfulness, altruism and integrity as part of your role 

as medical student in a community practice. (Reports from Preceptor on site) 
10. Practice health coaching skills of action planning or setting the agenda with patients on a weekly basis. (On COVID or Hotel 

calls) 
 

Community Engagement Objectives 
1. Describe the major principles of CBPR and how they are relevant to medical health equity practice (From CBPR Training: 

Principles of CBPR) 
2. Identify key partnering practices and how you would apply it to your professional life (From CBPR Training and Discussion 

on Partnering Practices) 
3. Understand health equity as both a process and an outcome and apply this to the COVID-19 response to people experiencing 

homelessness (From CBPR Visioning Guide and Reading on Health Equity) 
4. Using the COVID experience, identify key barriers to using a health equity approach to providing healthcare services to 

populations (From CBPR Training: Discussion on Contexts, Partnership, and Programs) 
5. Identify situations where power or privilege affected health equity and discuss what concrete steps you would take to begin to 

address this in your own practice (From CBPR Training: Partnering Practices: Identifying times when you had power and did 
not have power, and how you were able to transform that power; Community Empowerment talk and activity) 

6. Identify the key components of the CBPR Conceptual model as a tool for addressing health equity and demonstrate how the 
use of the model in moving towards health equity outcomes 

7. Explain how you would integrate the practice of CBPR into a medical practice  
(Week 4: How would you utilize this practice? Who would do this in a medical office? 

8. Communicate observations with clarity and humility to community partners related to a health issue   
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9. Identify key components of the CBPR Barrier Analysis survey and process 
10. Understand and execute the key components of a CBPR continuous quality improvement survey for improving health equity: 

Piloting, implementation, analysis, and dissemination of data to stakeholders to take action 
11. Understand how to share data in different settings: community, stakeholders, donors, decision-makers 
12. Demonstrate skills for managing community projects and roles by developing a community work plan using a Gantt Chart 

 
Every week: 

• You are expected to work five days a week 
• Service Experience: Complete at least 2 half days in either the Hotel of Hotline site and one patient / community issue writeup 

with 3 learning issues; 
o You are expected to sign up for SHIFTS at the beginning of the course; if you are unable to make a shift, you are 

responsible for contacting Virginia Sedore, Community Course Director. 
o Every Friday, you will be meeting in small groups with CHE mentors for 1.5 hours to discuss an issue of importance 

that you identified during the week. There will be between 4-6 people per group; each person will be expected to 
present at least one case/ issue/ situation for discussion during the course.  

o At least one of these cases should be written up in the SHOWeD methodology that will be taught during the course. 
The SHOWeD method is a methodology used in health professions education throughout the world for training health 
professionals at scale, and is a health equity tool. 
 

III.CBPR Health Equity Project:  Each of you will be assigned one of three CHW teams where you will be expected to work 
alongside and learn with  your community CHW partner. Below is the schedule of activities:  

o WEEK 1: CBPR TRAINING and PILOTING SURVEY: Before engaging in the survey response, students will be 
trained in the basics of CBPR, develop partnership guidelines for working together, and participate in piloting the 
barrier analysis survey for COVID-19 vaccine. 

o WEEK 2: SURVEY IMPLEMENTATION: Students will do surveys in the community at different sites in the shelter 
system 

o WEEK 3: SURVEY ANALYSIS: Students will participate in survey analysis with the CHWs and Staff and work on 
Data Visualization poster/ charts for dissemination 

o WEEK 4: SURVEY DISSEMINATION: Students will be able to share the results of the survey first with community 
organizations, and then with key stakeholders in the City of ABQ and State DOH 

 
IV. Course Guidance: 

1. Attend each class. If you are unable to attend a class, contact Virgina Sedore  via email at vsedore@salud.unm.edu 



 

27 

2. Read—Actively. There will be a few readings for the course. Please complete the readings before class. Rather than simply 
skimming the readings, think about the ideas expressed and how they apply to your own experiences in and out of  this class. 
Take notes, write questions and comments—do whatever you need to do to fully engage with the text.  

3. Come prepared. Come to class with your questions and comments and ready to engage in a discussion.  
4. Listen attentively. Try to really listen to the thoughts and experiences of others before interjecting with your own thoughts.  
5. Participate actively. Contribute to group discussion. Share your own thoughts and experiences in a respectful way.   

    
6. Commit to living in the tension of learning about new content that may be contrary to your current belief system or 

worldview, leaning into conversations and content that may be challenging or evoke feelings of discomfort/require 
vulnerability.  

  

 
   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 2. Lab Form for Tracking of Test Results 
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Appendix 3. Intake Forms 
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Appendix 4. Quarantine Quality Improvement Survey 
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