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M ore than half a million people in the USA experience
homelessness nightly.1 Amidst the COVID-19 pan-

demic that has already widened existing health disparities
among vulnerable populations across the country, this number
could worsen with skyrocketing unemployment coupled with
an end to the federal eviction moratorium. At least 1 in 5 of the
13.8 million adults in rental housing report being behind in
rent,2 meaning a potential increase of more than 2.7 million
newly homeless or unstably housed persons in the USA.
Furthermore, medical conditions such as heart and lung dis-
ease that disproportionately affect persons experiencing home-
lessness also place them at risk for high morbidity and mor-
tality from COVID-19. High infection transmission rates in
shelters and a growing population experiencing homelessness
result in increased COVID-19 risk across communities, not
just for people experiencing homelessness. A sudden increase
in the number of people without housing or infections in the
existing homeless population combined with COVID-19’s
current strain on our health care system will greatly reduce
our ability to care for this vulnerable population. There are at
least four aspects of this crisis that need to be addressed to
protect this vulnerable population and, simultaneously, the rest
of the US population.
First, we need immediate improvements to and expansion

of the national shelter system. Currently, it is incompatible
with safety and unable to accommodate a growing homeless
population. In shelters, where overcrowding is common, ad-
hering to the recommended six-foot perimeter is impossible.
Lack of personal protective equipment, such as face masks, for
shelter guests and staff, and inadequate ventilation systems
make transmission more likely. Furthermore, many

individuals have no shelter options. The unhoused population
in the USA, driven largely by unaffordable housing in urban
areas, has grown substantially over the last 10 years. The
situation will become more dire if the federal eviction mora-
torium is not extended. Federal and state relief plans must
allocate funding for additional shelters that are properly staffed
and resourced. Furthermore, the federal eviction moratorium
needs to be extended with rent relief provided upon its expi-
ration or we will suffer from the public health ramifications.
Second, we need to improve ongoing surveillance to pre-

vent outbreaks among persons experiencing homelessness. To
limit transmission, many shelters have instituted symptom
screening protocols that include temperature screens and
symptom recall for cough, sore throat, runny nose, and fatigue.
These have proven to be largely ineffective as a sole means of
prevention because persons with COVID-19 can remain
asymptomatic or have a pre-symptomatic period of conta-
giousness. During a time of high community transmission,
surveillance reports showed that as many as 66% of residents
and staff at homeless shelters in three major US cities were
positive for SARS-CoV-23—orders of magnitude higher than
general population estimates,3 the majority of which reported
no symptoms. Municipalities should consider alternative sur-
veillance techniques tomonitor for outbreaks in real-time. One
possible population-based surveillance technique utilizes mu-
nicipal sewage systems. Waste water–based epidemiology is
the practice of measuring biomarkers in wastewater and is a
source of real-time geolocalized, unidentified personal data.4

Active surveillance of municipal wastewater mapped to home-
less shelters could be used to identify insipient outbreaks. This
is emerging as a potentially low-cost, feasible COVID-19
surveillance method that could be used in low-resource set-
tings such as shelters.
Third, we need to develop a universal approach to testing

and contact tracing. This gap is not unique to this population,
but is one that has especially high barriers for successful
implementation. For testing, lack of sufficient supplies has
led to disproportionate allocation of tests across society, with
more socially disadvantaged individuals encountering more
challenges in accessing tests. Where universal testing is not
available, random sampling at shelters on a scheduled basis or
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the pooling of samples could be used. For contact tracing,
many new methods being deployed rely on the assumption of
stable housing, secure internet, or cell phones with application
capabilities. A majority of this population own or have access
to a mobile phone, but most do not have smartphones that
could support app-based programs and the overwhelming
majority do not have an annual contract, meaning contact
tracing programs may not be effective.5 We need a dedicated
investment in contract tracing in this population; otherwise,
expanded testing will be for naught.
Fourth, we need to provide places for persons with inade-

quate housing and without a permanent home to isolate once
diagnosed with COVID-19 and not meeting criteria for
skilled-medical care. Only one-quarter of the US population
live in housing that is suitable for isolation and quarantine,
including having sufficient bedrooms and bathrooms.6 Shel-
ters are largely not equipped to convert entire floors into
COVID-19 isolation or quarantine units. In Boston, we
opened recuperation units and converted wards to accommo-
date this population and offload the skilled-medical system,
but this required significant resource and personnel invest-
ments.7 There is a need for innovative approaches to help this
vulnerable population attain a space to recuperate and limit
spread, such as temporary lodging in hotels and university
dormitories. Roadmaps and blueprints for these temporary
locations exist, but there needs to be community-wide pressure
to create the political will necessary for their implementation
in places where outbreaks exist and readiness (e.g., financial
resources, staffing protocols, space allocation) in places with
outbreak potential.
As a nation, we have, thus far, done little to protect persons

experiencing homelessness from COVID-19 disease. In the
short term, we need funding for the expansion and improve-
ment of our shelter systems, development and implementation
of innovative strategies for active surveillance of outbreaks,
rapid deployment of more COVID-19 tests coupled with a
comprehensive contact tracing strategy, and expanded space
for recuperation for this population. For a long-term effect, we
need to extend the eviction moratoria and to use the pandemic

as an opportunity to expand affordable and low-income hous-
ing and establish pathways to regain housing. Continued
neglect of this vulnerable population will most certainly lead
to considerable strain on the already stretched healthcare sys-
tem during times of SARS-CoV-2 surge, increased transmis-
sion and mortality from SARS-CoV-2, and a widening health
disparity gap.
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