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In May 2020, Baltimore City, Maryland, implemented the Lord Baltimore Triage, Respite, and Isolation

Center (LBTC), a multiagency COVID-19 isolation and quarantine site tailored for people experiencing

homelessness. In the first year, 2020 individuals were served, 78% completed isolation at LBTC, and 6%

were transferred to a hospital. Successful isolation can mitigate outbreaks in shelters and residential

recovery programs, and planning for sustainable isolation services integrated within these settings is

critical as the COVID-19 pandemic continues. (Am J Public Health. 2022;112(6):876–880. https://doi.org/

10.2105/AJPH.2022.306778)

As the COVID-19 pandemic

unfolded, susceptibility of popu-

lations made vulnerable because of

structural inequities related to race,

income, and other circumstances

became apparent.1–3 Prior to

COVID-19, housing instability and

homelessness were recognized as

being associated with increased mor-

bidity and mortality.4,5 Living in con-

gregate settings such as shelters

placed an already medically vulnerable

population at high risk of COVID-19

infection3 with the potential for poor

outcomes. In response, jurisdictions

across the United States quickly estab-

lished isolation and quarantine (I&Q)

sites for individuals experiencing

homelessness to prevent COVID-19

outbreaks in shelter settings, reduce

community spread, and provide clini-

cal monitoring for marginalized popu-

lations.6–9 Here we describe imple-

mentation activities and data from the

first year (May 12, 2020, to May 11,

2021) of the COVID-19 isolation hotel

in Baltimore City, Maryland.

INTERVENTION

The Baltimore City Health Department

and the Mayor’s Office of Homeless

Services created a public–private part-

nership with the University of Mary-

land Medical System and the Lord

Baltimore Hotel to open the 300-room

Lord Baltimore Triage, Respite, and

Isolation Center (LBTC) for COVID-19

I&Q support.

PLACE AND TIME

LBTC, located at the historic Lord Balti-

more Hotel, opened on May 12, 2020,

and services are ongoing; here we

present one year of data through

May 11, 2021.

PERSON

Services are designed to meet the

needs of people experiencing home-

lessness or in recovery programs, but

accommodations are open to any indi-

vidual or family in the community

requiring COVID-19 I&Q and are not

restricted to Baltimore City residents.

PURPOSE

LBTC’s mission is to (1) limit the spread

of COVID-19 in high-risk settings and

among medically vulnerable popula-

tions, (2) ensure the safety and well-

being of individuals and families during

their I&Q, (3) provide additional sup-

port to residents in I&Q to ensure a

successful transition after their stay,

and (4) provide a dynamic service that

can adapt to community needs as the

COVID-19 pandemic evolves.

IMPLEMENTATION

LBTC offers clinical support and moni-

toring for individuals and families who

have confirmed COVID-19, who have

COVID-19 symptoms and are awaiting

test results, or who require quarantine

after COVID-19 exposure. Referrals are

accepted seven days a week from hos-

pitals and emergency departments,
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shelters, residential recovery programs

(inpatient substance use treatment

programs and recovery housing), clin-

ics, other community sites, and individ-

uals who self-refer. The Baltimore City

Health Department COVID-19 outbreak

team also conducts contact tracing and

testing and makes referrals to LBTC for

individuals in shelters and recovery

programs. Clinical staff complete a tele-

phone intake with a clinical safety

checklist for all referrals before accep-

tance to LBTC. Medical transportation

is provided to limit community expo-

sure. Residents undergo a security

check to remove weapons and illicit

substances.

Several floors of the hotel are consid-

ered the “hot zone,” which is desig-

nated by physical barriers and includes

a separate entrance and elevator bank.

Staff wear full personal protective

equipment while in the hot zone. Resi-

dents are asked to stay in their rooms

except when visiting the smoking room,

and nonclinical staff are stationed on

each floor to ensure resident safety.

Meals prepared by the Lord Baltimore

Hotel are delivered to residents three

times a day.

Clinical staff perform daily resident

wellness checks, including symptom

screening and checking of vital signs,

and provide over-the-counter medica-

tions and supplies for a comfortable

stay. Staff work with pharmacies and

treatment programs to ensure that

medications are delivered, including

methadone. Clinical staff are on site

24 hours per day for evaluation of

medical needs and triage to the hospi-

tal. Harm reduction strategies include

an alcohol withdrawal protocol with

monitored distribution of alcohol and

opioid overdose prevention strategies

such as same-day buprenorphine

TABLE 1— Characteristics of Individuals Served in COVID-19
Isolation and Quarantine at the Lord Baltimore Triage, Respite,
and Isolation Center: Baltimore, MD, May 12, 2020–May 11, 2021

Characteristic
Individuals Served
(n52020), No. (%)

Age, y

0–18 116 (5.7)

19–30 438 (21.7)

31–50 818 (40.5)

51–59 443 (21.9)

$60 205 (10.1)

Gender

Male 1371 (67.9)

Female 627 (31.0)

Transgender 16 (0.8)

Missing 6 (0.3)

Race/ethnicity

Black or African American 1296 (64.2)

White 419 (20.7)

Latinx, Latin–Black, or Latin–White 105 (5.2)

Other 69 (3.4)

Missing 131 (6.5)

COVID-19 status

Positive 1478 (73.2)

Negative 507 (25.1)

Results missing 35 (1.7)

Housing status on intake

Shelter or residential recovery program 1008 (49.9)

Homeless or unstably housed 329 (16.3)

Housed but unable to isolate 617 (30.5)

Missing 66 (3.3)

Referral source

Residential recovery program 601 (29.8)

Hospital or emergency department 387 (19.2)

Self-referred 373 (18.5)

Shelter 243 (12.0)

Health Care for the Homeless 117 (5.8)

Other community clinic or partner 237 (11.7)

Missing 62 (3.1)

Medical and behavioral health status

At least 1 major medical comorbiditya 919 (45.5)

At least 1 mental health diagnosisb 866 (42.9)

Substance use disorderc 860 (42.6)

Major medical, mental health, and substance use disorder 297 (14.7)

Discharge reason

Completed isolation or quarantine 1580 (78.2)

Chose to leave 265 (13.1)

Continued
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initiation, clinical monitoring after sus-

pected drug use, and naloxone training

for staff.

National guidelines are followed to

determine release from I&Q. A dis-

charge planner ensures a safe dis-

charge location, including arranging

placement at a shelter or recovery pro-

gram if needed. In September 2020,

LBTC opened a co-located shelter to

provide an additional safe discharge

location for homeless residents com-

pleting I&Q. Residents in the shelter

receive ongoing housing case manage-

ment and clinical case management

services with the goal of securing

housing.

EVALUATION

Clinical information and outcome data

were prospectively tracked in a secure

REDCap database administered by the

Baltimore City Health Department for

the purposes of clinical monitoring dur-

ing I&Q. Descriptive statistics are pre-

sented for residents served in I&Q in

LBTC’s first year of operations.

From May 12, 2020, to May 11, 2021,

a total of 2020 residents were served in

I&Q (Table 1). Of these individuals,

1337 (66.1%) were experiencing

homelessness, were unstably housed,

or were living in a shelter or residential

recovery program setting. The main

sources of referrals were residential

recovery programs (n5601; 29.8%),

hospitals or emergency departments

(n5387; 19.2%), self-referrals (n5373;

18.5%), and shelters or Health Care

for the Homeless (n5360; 17.8%). Fig-

ure 1 shows the number of residents

admitted per month by referral source.

During the study period, the peak num-

ber of residents was 93 (data not

shown), and LBTC never reached full

capacity.

A total of 1478 individuals (73.2%)

had a positive COVID-19 test result,

and the remainder were either symp-

tomatic but tested negative or quaran-

tined after an exposure and remained

COVID-19 negative. Medical and behav-

ioral health comorbidities were com-

mon; 919 residents (45.5%) had at least

one major medical condition, 866

(42.9%) had a major mental health

diagnosis, 860 (42.6%) had a substance

use disorder, and 297 (14.7%) had all

three. The majority of individuals com-

pleted I&Q at LBTC (n51580; 78.2%).

Only 6.1% of residents (n5124) were

transferred to a hospital; 265 (13.1%)

chose to leave early, and 15 (0.7%)

were discharged for unsafe behavior.

Fifty residents (2.5%) transitioned to liv-

ing in our on-site shelter after comple-

tion of I&Q.

ADVERSE EFFECTS

There was one death that was not

related to COVID-19.

SUSTAINABILITY

LBTC was designed and implemented

within weeks of the COVID-19 pandem-

ic’s initial impact on Baltimore, when

the length and scope of the pandemic

were unpredictable. Federal COVID-19

emergency funds have been used for

this project, and these funding mecha-

nisms will dissipate as the country tran-

sitions to recovery planning. LBTC

emergency-level operations are not

sustainable at the current scale. Strong

partnerships between agencies serving

people experiencing homelessness,

health departments, and clinical part-

ners are needed to develop smaller-

scale, long-term isolation services

modeled on successful LBTC

components.

PUBLIC HEALTH
SIGNIFICANCE

LBTC has provided safe and effective

I&Q services for Baltimore City and

beyond. Clinical support and hospitality

services tailored to meet the needs of

individuals who are experiencing

homelessness and have a substance

use disorder led to 78% of people com-

pleting I&Q and only 6% being trans-

ferred to a higher level of care, rates

that are comparable with those of

other isolation sites.7 On the basis of

prevalence estimates of secondary

household infections, LBTC has likely

TABLE 1— Continued

Characteristic
Individuals Served
(n52020), No. (%)

Hospital transfer 124 (6.1)

Administrative discharge 15 (0.7)

Deceased 1 (0.1)

Other 22 (1.1)

Missing 13 (0.6)

aIncludes diabetes, hypertension, hyperlipidemia, HIV, hepatitis C, chronic obstructive pulmonary
disease, asthma, or history of cancer, blood clots, stroke, or myocardial infarction.
bIncludes depression, anxiety, bipolar disorder, schizophrenia, and dementia.
cIncludes reported active illicit use, use of medication for opioid use disorder, and currently in a
recovery house or substance use disorder treatment program.
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prevented thousands of COVID-19

infections within shelters and recovery

programs.10 Isolation services that

remove infectious individuals from

shelter settings are effective in prevent-

ing disease transmission and reducing

costs,11 ultimately improving health

outcomes and preventing deaths.

Key elements of the LBTC model

such as clinical monitoring, infection

prevention measures, and harm reduc-

tion strategies could be modified and

implemented in existing shelter or resi-

dential recovery program settings

where individual room occupancy is

available. Models for integrated clinical

and shelter services exist12 and should

be expanded as many jurisdictions

move toward noncongregate hotel-

based shelter care. Integrated on-site

clinical services, including infectious dis-

ease isolation, medical respite, primary

care, and behavioral health services,

could prove effective in providing

person-centered care to people

experiencing homelessness.
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FIGURE 1— Number of Residents Admitted per Month at the Lord Baltimore Triage, Respite, and Isolation Center,
by Referral Source: Baltimore, MD, May 12, 2020–May 11, 2021

Note. ED = emergency department.
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HUMAN PARTICIPANT
PROTECTION
No protocol approval was needed for this
research because secondary data were used.
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