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Background: Many of the largest COVID-19 outbreaks in the United States have occurred at 

carceral facilities. Criminal legal system (CLS)-involved individuals typically face structural 

barriers accessing medical care post-release. Improving COVID-19 testing and education for 

CLS-involved individuals could improve health outcomes for this vulnerable population and the 

communities to which they return. Community-based organizations (CBO) and community 

health workers (CHWs) fill care gaps by connecting CLS-involved individuals with essential re-

entry services. The MOSAIC study will: 1) test an onsite CHW-led SARS-CoV-2 testing and 

education intervention in a reentry CBO and 2) model the cost-effectiveness of this intervention 

compared to standard care.  

Methods: We will recruit 250 CLS-involved individuals who have left incarceration in the prior 

90 days. Participants will be randomized to receive onsite Point-of-Care testing and education 

(O-PoC) or Standard of Care (SoC). Over one year, participants will complete quarterly 

questionnaires and biweekly short surveys through a mobile application, and be tested for SARS-

CoV-2 quarterly, either at the CBO (O-PoC) or an offsite community testing site (SoC). O-PoC 

will also receive COVID-19 mitigation counseling and education from the CHW. Our primary 

outcome is the proportion of SARS-CoV-2 tests performed with results received by participants. 

Secondary outcomes include adherence to mitigation behaviors and cost-effectiveness of the 

intervention. 

Discussion: The MOSAIC study will offer insight into cost effective strategies for SARS-CoV-2 

testing and education for CLS-involved individuals. The study will also contribute to the 

growing literature on CHW’s role in health education, supportive counseling, and building trust 

between patients and healthcare organizations.  
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1. Background 

 

United States (U.S.) prisons and jails play an important role in severe acute respiratory 

syndrome coronavirus 2 (SARS-CoV-2) transmission,1,2 accounting for many of largest single-site 

U.S. outbreaks.3,4 Because 95% of criminal legal system (CLS)-involved individuals return to their 

communities,5 and CLS-involved individuals face high rates of homelessness with many living in 

other congregate settings post-incarceration, elevated SARS-CoV-2 risk while incarcerated, 

coupled with the likelihood of living in congregate settings after incarceration,6,7 create high risk 

conditions for SARS-CoV-2 transmission.  

SARS-CoV-2 screening procedures have varied among carceral institutions,8 and typically 

during the early stages of the pandemic, testing was inconsistent within and across facilities.9,10 

Moreover, greater than 50% of individuals have asymptomatic infections in carceral settings.11,12 

National recommendations include symptom-based and asymptomatic testing in carceral facilities. 

This includes those who are incarcerated and have exposures in order to ensure early identification 

of infections (e.g. testing at intake and prior to transfer to another facility);13 however, there are no 

recommendations regarding testing CLS-involved individuals in the transition to the community, 

a process that may be rushed without adequate discharge planning, particularly during pandemic 

peaks.14  

Addressing asymptomatic infections, which increase broader SARS-CoV-2 transmission 

risk,15-17 requires effective prevention and mitigation strategies, such as routine testing, masking, 

social distancing, and vaccination. Knowing whether one is a SARS-CoV-2 carrier could enhance 

CLS-involved individuals’ ability to prevent transmission. Additionally, mitigation strategies 

require adherence to be effective.18,19 Uptake of these strategies among CLS-involved individuals 



may be limited due to medical mistrust,10,20-22 poor access to personal protective equipment and 

vaccines,8,22 limited access to testing and testing fatigue,10 and inability to socially distance due to 

living in congregate settings,8,20 among many others. Given the potential for community viral 

transmission, research is needed into tailored prevention and mitigation strategies.  

Community-based organizations (CBOs) provide critical services to people coming home from 

carceral settings. Nearly 400 CBOs in the U.S. provide services such as employment training, 

housing assistance, and linkage to medical care or other social services.23 Some CBOs have 

provided SARS-CoV-2 testing24 and vaccine education,25 suggesting these sites could provide both 

testing and education more broadly to improve mitigation of COVID-19 and other infectious 

diseases among CLS-involved individuals. Because CLS-involved individuals underutilize 

conventional healthcare services due to factors like medical mistrust and competing priorities (e.g., 

homelessness), interventions are needed to bring SARS-CoV-2 testing directly to them.26-30 

Similar to point-of-care (PoC) HIV and hepatitis C (HCV) testing, SARS-CoV-2 PoC testing at 

CBOs among CLS-involved individuals could increase uptake and may be cost-effective.31,32 

Community health workers (CHWs) with lived experience of incarceration could also enhance 

COVID-19 prevention and mitigation by providing culturally sensitive care. CHWs are trained in 

health education and health system navigation and share important characteristics with the 

community that they serve.33 Preliminary evidence suggests CHWs can be cost-effective in 

delivering community-oriented care.34 For CLS-involved individuals, CHWs circumvent barriers, 

such as medical mistrust, discrimination, and stigma,35,36 to build trust, provide support and health 

education, and link CLS-involved individuals to healthcare services after incarceration.37-39 Under 

an onsite PoC testing strategy in CBOs, CHWs providing testing and education may be more cost-

effective than standard healthcare services. CHW-led interventions that promote positive COVID-



19 health outcomes among vulnerable populations have been understudied,40-44 particularly among 

CLS-involved individuals.34,44-46  

The MOSAIC study will examine an onsite PoC SARS-CoV-2 testing strategy where a 

trained CHW will provide testing and education at a carceral-focused CBO. We hypothesize that 

our tailored intervention will improve testing uptake, receipt of test results, adherence to 

mitigation behaviors, and will be cost-effective in terms of cost per quality adjusted life year 

(QALY) in comparison to referral for offsite asymptomatic testing. In this paper, we describe the 

study’s rationale, methods, planned analyses, and limitations.   

 

2. Methods 

 

2.1. Study design.  

 

This randomized controlled trial will test an onsite point-of-care testing and education 

intervention (O-PoC) in comparison to Standard of Care (SoC), which is referral to an offsite 

community testing location. We will randomize 250 CLS-involved individuals 1:1 to O-PoC or 

SoC and follow participants over 12 months. Participants will complete quarterly questionnaires 

and biweekly short surveys through a mobile application, and we will collect medical record data 

to assess study outcomes. This trial is registered with clinical trials.gov (NCT04878328) and was 

approved by Albert Einstein College of Medicine’s IRB. 

 

2.2. Conceptual framework  

 



We seek to understand CLS-involved individuals’ acceptance of SARS-CoV-2 testing and 

adherence to mitigation behaviors. Social Cognitive Theory (SCT) informed our intervention by 

highlighting key determinants that affect health behaviors.47 With knowledge as a precondition, 

perceived self-efficacy is central to SCT, meaning that one must believe that they can exercise 

control over their health habits.53 Change occurs when one: 1) recognizes the expected outcomes 

(harms or benefits) that may result from their behaviors, 2) overcomes logistical barriers and 

facilitators, and 3) sets goals, with a strategy to achieve them. SCT also posits that learning 

occurs in a social context with a dynamic and reciprocal interaction of the person, environment, 

and behavior. SCT’s emphasis on social influence, and external and internal social 

reinforcement, supports a CHW-led intervention that will occur at a carceral-focused CBO. The 

O-PoC intervention will address participants’: 1) COVID-19-related knowledge, 2) barriers to 

and facilitators of SARS-CoV-2 testing and adherence to mitigation measures, 3) expected 

outcomes from SARS-CoV-2 testing and mitigation measures, and 4) goals for SARS-CoV-2 

testing and mitigation measure adherence.  

 

2.3. Setting 

 

The trial will be conducted in partnership with The Fortune Society (Fortune), a New York 

City (NYC) CBO that serves individuals returning from jail or prison with the mission of 

supporting successful reentry.48 The NYC jail system is the second largest in the U.S. with 

16,179 admissions in 2021.49 New York State prisons admitted 31,262 individuals in 2021.50 

Fortune serves roughly 10,000 CLS-involved individuals per year.  

 



2.4. Participants  

 

We will recruit adult CBO clients who have returned home from jail or prison within the last 

90 days. Participants must be fluent in English or Spanish and plan to reside within NYC for the 

duration of the study. Full participant inclusion and exclusion criteria are listed in Table 1.  

 

2.5. Recruitment, screening, and enrollment 

 

There will be three main recruitment sources: 1) our CBO-based project coordinator will 

provide active referrals to a research assistant (RA) 2) CBO caseworkers will inform potential 

participants about the study; and 3) Passive recruitment will occur by posting study flyers at 

CBO locations.  

 

The RA will screen interested clients over the phone or in-person and will determine release 

dates by using the NYC Inmate Lookup,51 New York State Incarcerated Lookup,52 and the 

Federal Inmates by Name databases.53 Once determined to be eligible, the RA will schedule an 

in-person enrollment visit to conduct the informed consent procedures.  

 

2.6. Intervention 

 

We will train one CHW with lived experience of incarceration to provide SARS-CoV-2 

testing, education, and navigation services. The CHW will deliver the following services: 1) 

COVID-19 education; 2) Onsite SARS-CoV-2 testing with Cepheid Xpert Xpress PCR test54 at 



CBO facilities; 3) Needs assessments for unmet social needs and facilitated access to masks and 

hygiene supplies; 4) Navigation to vaccination sites; and 5) General psychosocial support. If 

participants test PCR positive, the CHW will also provide guidance on maximizing social 

distancing capabilities. GeneXpert results are available in approximately 30 minutes. While 

awaiting results, the CHW will provide COVID-19 education, needs assessments, and supportive 

counseling. Follow-up testing visits will be scheduled every 3 months for one year and will 

follow the same format. Either the CBO-based project coordinator or the CHW will attempt to 

contact clients a total of 3 times if testing and education visits are missed. If no contact is 

established, they will attempt outreach two weeks later for another 3 times. After this, the visit 

will be considered as a missed visit.  

 

The CHW will be recruited by the CBO, and training will be provided by CBO staff as per their 

standard procedures. They will also receive training on HIPAA confidentiality, use of GeneXpert 

and updated information on COVID-19 prevention, testing and vaccination sites in NYC. 

COVID-19-related training will be provided through Fortune’s partnership with the NYC Test 

and Trace Corps.  

 

The comparison arm is Standard-of-Care (SoC). Participants in both groups will receive 

education about the role of asymptomatic testing and be advised to test every 3 months. 

However, the SoC arm will be referred for testing at an offsite testing location using the NYC 

COVID-19 Test Site Finder.55 This can include community health sites, hospitals, urgent care 

centers and street vendors. The CBO project coordinator will help participants in the SoC arm to 

find a convenient offsite location, and will also collect and record the results from offsite testing. 



Similar to the O-PoC arm, the CBO project coordinator will attempt outreach 3 times to remind 

participants to get tested at the community testing site. If no contact is established, they will 

attempt outreach two weeks later for another 3 times, and the test will be considered as missed if 

contact is not established.  

 

2.7. Data Collection 

 

2.7.1 Data Sources  

 

Data sources will include quarterly questionnaires, biweekly short surveys, CBO program logs, 

and healthcare records.  

 

Questionnaires: At quarterly research visits, RAs will administer questionnaires using REDCap 

(Nashville, Tennessee), a web-based data platform.56 Questionnaires will include key 

demographic, socioeconomic, comorbidity, COVID-19-related knowledge variables, and 

mitigation behaviors (e.g., masking, ability to socially distance, and other protective measures) 

(see Table 2). We will also assess health status using the SF-36,57 and ascertain barriers to 

testing, including attitudes toward COVID-19, mistrust of the healthcare system, and perceptions 

of risk.  

 

Brief surveys: Participants will also complete web-based surveys using a mobile application 

(Ethica, Toronto, Canada) on study smartphones every 2 weeks for 12-months (26 total surveys). 

These surveys will take five to ten minutes to complete and include questions about participants’ 



housing, COVID-19-related risk, and mitigation behaviors. Collecting these data between 

quarterly research visits will enhance precision regarding adherence to mitigation behaviors.   

 

CBO program logs: Uptake for individuals in the SoC will be recorded by the CBO project 

coordinator through program logs. Copies of test results will be collected from participants 

getting tested at community testing sites.  

 

Healthcare records: Medical record data will be extracted from medical facilities that 

participants visited 30 days prior to enrollment through the end of their time in the study 

including COVID-19 test results and date of test. Study participants are instructed to share a 

copy of their test results with the research team. Trained research staff will obtain and extract 

medical record data for individuals who are unable to share their test results with the research 

team directly.  

 

2.8. Outcomes measures 

 

2.8.1. Primary outcome  

 

The primary outcome will be a dichotomous outcome of having at least one complete SARS-

CoV-2 test, meaning having a test performed with results received by participants. To measure 

this, we will use program logs and healthcare record extraction. We will also ask participants to 

self-report whether they received the test results. The composite measure of tests performed, and 

results received by participants will be most clinically relevant because receiving test results will 



aid participants in adjusting mitigation behaviors. We will also report the total number of 

complete SARS-CoV-2 tests with up to 5 tests being possible (at times 0, 3, 6, 9, and 12 

months).    

 

2.8.2. Secondary outcomes 

 

2.8.2.1. Adherence to mitigation measures 

 

We will measure adherence to mitigation measures in two parts – quarterly research visits and 

biweekly Ethica surveys.  

  

Participants will be asked at their quarterly research visits: Which of the following have you 

done in the last two weeks to keep yourself safe from coronavirus? Worn a mask or other face 

covering; Washed your hands with soap or used hand sanitizer several times per day; Avoided 

contact with people who could be high-risk; Avoided public spaces, gatherings, or crowds.  

 

For the biweekly Ethica surveys, participants will also report their social distancing efforts by 

estimating how frequently they went to places where they could encounter in the past two weeks. 

Participants will be given a list of places (bars, stores, pharmacies, public transportation, 

religious services, offices or other workplaces, etc.) and response items for frequency will be: 

once, a few times, or daily. Participants will also select how often they have worn a mask or face 

covering during these activities in the last two weeks: Always, Most of the time, Sometimes, 

Rarely and Never.  



 

For each data source, quarterly and biweekly, we will measure adherence to each mitigation 

measure as a composite score in which we will calculate the mean followed by the sum score to 

account for missing items. Composite scores will then be calculated for combined adherence 

measures. To do this, we will assign a score with higher adherence to mitigation measures as 

higher scores (from 1 to 14) and create a composite score averaging 2-week questionnaires 

conducted over the course of the last 3 months.  

 

2.8.3. Assessment of intervention fidelity  

 

CBO project coordinator logs will determine testing uptake and the proportion of tests 

performed. The CBO project coordinator will document: 1) all outreach calls made to clients to 

provide education about the importance of asymptomatic testing, 2) appointments scheduled for 

O-PoC, 3) referrals to SoC offsite testing, 4) tests performed, test results, and whether or not they 

were received by the client. Fidelity visits will be conducted by study staff via a uniform 

checklist to ensure protocol is followed and information given to participants is accurate. 

  

2.9. Statistical Analysis 

 

For our primary outcome, we hypothesize that O-PoC (vs. SoC) will result in a greater 

proportion of tests performed and results received. For our secondary outcome, we hypothesize 

that: O-PoC (vs. SoC) will report a greater proportion of mitigation behaviors (described in 

section 2.7.2.1); higher O-PoC intervention dose (i.e., attending more testing visits with the 



CHW) will be associated with better adherence to mitigation behaviors; and O-PoC (vs. SoC) 

will be cost-effective in terms of cost per COVID-19 case identified and averted. 

 

All primary analyses will be intention to treat, including participants lost to follow-up. We will 

also conduct per-protocol analyses to focus on outcomes among participants who received at 

least one SARS-CoV-2 PCR test at the CBO or an offsite community testing site. We will 

conduct additional exploratory analyses on a per-protocol basis to assess other outcomes (e.g., 

mitigation measures). 

 

Our primary analysis will determine the effect of the O-PoC intervention on SARS-CoV-2 tests 

performed and test results received. We will conduct logistic regression with study arm as the 

main independent variable and having at least one complete SARS-CoV-2 test during the 12-

month study period as the dependent variable, which will give the odds of having a test done and 

receiving the results when the O-PoC arm is compared with referral offsite. We will also conduct 

separate bivariate and multivariate Poisson regression models to compare between study arms 

the total number of SARS-CoV-2 tests performed and the number of SARS-CoV-2 test results 

received during the 12-month study period.  

 

Secondary analyses will be conducted using mixed effect linear regression models (SAS Proc 

Mixed). These analyses will be used to determine the association between: (1) O-PoC testing (vs. 

SoC) and mitigation measures; and (2) O-PoC intervention dose and subsequent adherence to 

mitigation measures (O-PoC arm only). Participants’ 26 brief surveys assessing mitigation 

measures over 2-week intervals will be the unit of analysis, however given that there are two 



sources of data collection reporting on the same time-points we will conduct sensitivity analyses 

using the quarterly data and compare the results. In the first model, the primary dependent 

variable will be the composite score reflecting adherence to mitigation measures. The main 

independent variable will be randomization arm (O-PoC or SoC). We will include key baseline 

variables (e.g., sex, race/ethnicity, history of SARS-CoV-2 testing and infections) that are 

unbalanced in the two groups in the multivariate analyses. In the second model, the independent 

variables will be attendance statuses O-PoC visits (0, 3, 6, 9 months), which will be a time 

varying dichotomous variable. The dependent variable will be the corresponding quarterly or 

biweekly summary scores (mean or proportion) of adherences to mitigation measures between 

visits both individually and as a composite score. In addition, we will also conduct linear 

regression analyses to examine the association between the proportion of O-PoC attendance and 

overall mitigation measures over 12 months. 

 

2.10. Cost effectiveness analysis  

 

We will evaluate the cost-effectiveness of O-PoC (vs. SoC) in terms of cost per case identified, 

cost per direct transmission event averted, and cost per quality adjusted life year (QALY) gained. 

Costs will be collected from the perspective of the healthcare sector. We will assume an 

intervention time horizon of one year, and account for cases averted within that year, but project 

the long-term impact in terms of QALYs gained per infection averted in the intervention year 

over the lifetime of the cohort. 

 



We will evaluate costs using an ingredients-based costing, identifying unit costs for each 

resource used by study participants. O-PoC testing involves set-up costs and intervention 

delivery costs, including materials, consumables, and staff and CHW time for onsite testing, 

education, counseling, and patient navigation. SoC involves the cost of referral offsite and 

implementation of offsite tests. As well as costs of testing, we will account for ED visits, 

hospitalization costs, and other healthcare required for COVID-19 cases. 

 

Resource use per individual will be recorded in study data (such as visits attended, supplies 

distributed, etc.), and through time and motion studies. Unit costs of consumables per activity or 

per month will be gathered from study and CBO expenditure records. The cost and resource use 

of COVID-19 treatment/hospitalization will be gathered from medical records and through 

reimbursement records. 

 

The total and per study participant difference in cost between the O-PoC intervention and offsite 

testing will be compared to the difference between cases identified in the two arms to calculate 

the incremental cost per case identified of O-PoC intervention vs. SoC. Health status will be 

evaluated using the SF-36 questionnaires57 conducted at research visits, and converted into 

QALY weights.58 Regression analysis will be used to evaluate associations between QALY 

weight, COVID and other health status (including vaccination status), study arm, and participant 

demographics. Incremental cost effectiveness ratios (ICERs) will be used to compare cost per 

QALY gained for the O-PoC program compared to SoC. This will account directly for any 

improvement in quality of life achieved through engagement with healthcare, knowledge of 

COVID-19 status, and counselling received. The intervention will considered cost-effective if 



the cost per QALY is less than the willingness to pay threshold of $104,000 per QALY (in 2019 

USD).59 

 

We will use a mathematical simulation model (Markov model) to estimate the cost per QALY 

gained and cost per direct transmission event averted between the O-PoC and SoC model. The 

model will assume a potential for transmission of COVID-19 from infected cases to close 

contacts (secondary attack rate) as reported in the literature through contact tracing and 

observational studies.60,61 We use a short time horizon of one year for the intervention, and do 

not account for the dynamics of further onward transmission due to uncertainty the severity and 

frequency of seasonal outbreaks going forward. For a lifetime horizon impact of QALYs gained 

per infection averted, we will also incorporate projections of QALYs gained per infection 

averted, based on life table methods, adjusted for the age of the population and comorbidities.62 

We will explore the impact of vaccination reducing transmission risk and disease severity in 

sensitivity analysis.  

 

2.11. Power analysis  

 

Recruiting and enrolling 250 participants (125 per arm, assuming a 1:1 ratio) will provide 

sufficient power to detect significant differences in testing uptake and receipt (primary outcome) 

and mitigation measures (secondary outcome). Conservatively, accounting for a 15% attrition, 

we will have a sample size of 212 (106 per arm). For our primary outcome, this will allow us to 

detect a 19% difference (70% vs. 51%) between arms in percentage of participants with at least 

one test performed and results received with at least 80% of power at a significant level of 5% 



(two-sided test). With our first secondary outcome, the sample size can detect a moderate 

difference of 0.3 (Cohen’s d) in mitigation measures 80% of the time with a more stringent 

condition (i.e., personal level intra class correlation (ICC)=0.6). Additionally, with our second 

secondary outcome hypothesis (O-PoC will improve adherence to mitigation measures), we will 

have 90% power to detect a moderate difference of 0.3 (Cohen’s d) in mitigation measures 

between participants attending one or more O-PoC visits vs. those who do not when ICC=0.4 

and two-tailed alpha=0.05. Since O-PoC attendance is a time-varying variable, the power will be 

greater when ICC is greater. 

 

2.12. Missing data.  

 

We will conduct multiple imputations using Markov Chain Monte Carlo imputation methods for 

missing continuous data. To satisfy the missing at random assumption required for this method, 

the imputation models will include interventions and baseline demographic variables. Based on 

the method proposed by Rubin,63 we will pool analytic results from the multiple imputed data 

sets into a single result. Alternatively, we will apply full information maximum likelihood 

approach to treat missing data. 

 

2.13. Data safety and monitoring plan 



A Data and Safety Monitoring Committee (DSMC) will comprise clinicians and researchers 

from Albert Einstein College of Medicine unaffiliated with the research study. The DMSC will 

meet prior to enrollment and vote on approval of the protocol prior to initiation. All adverse 

events and protocol deviations will be recorded consistent with institutional and federal 

guidelines and will be discussed at DSMC committee meetings. The investigative team and the 

DSMC will meet every 6 months until the end of study to review of data and findings. 

 

3. Discussion 

 

In this study, we seek to reduce COVID-19 spread among recently incarcerated 

individuals by offering routine CHW-led SARS-CoV-2 testing and education at a carceral-

focused CBO. This trial draws on past studies that increased HIV testing uptake by offering 

testing services onsite at community-based programs,64,65 and increased HCV testing through 

peer-delivered counseling and education.66-68 If successful, this intervention could provide a 

strategy to improve COVID-19 mitigation among CLS-involved individuals and deepen 

understanding of CBOs and CHWs’ potential roles in improving public health interventions for 

hard-to-reach populations.  

We chose to incorporate CHWs into our intervention to address barriers, such as medical 

mistrust, discrimination, and stigma, which CLS-involved individuals face in accessing 

healthcare services.35 CHW interventions are well studied in HIV care,69-71 and post-

incarceration models in which trained CHWs build trust and provide support to improve 

engagement in healthcare.37-39 For this intervention, we are training the CHWs to use PCR 

machines for SARS-CoV-2 tests, and this approach could have broader salience for HIV, HCV, 



or STI testing in settings servicing persons at risk that cannot afford to hire medical providers. 

Rigorous data collected on communications between the CHW and participants will contribute to 

the literature on the expanding role for CHWs in the U.S.  

To inform the potential to scale this intervention, we will also determine its cost-

effectiveness in preventing excess COVID-19 cases. Past studies have demonstrated that referral 

for offsite HIV and HCV testing is less efficient and less cost-effective than strategies employing 

onsite O-PoC testing.31,72 Previous studies examining the cost-effectiveness of COVID-19 testing 

strategies have modeled levels of testing under different transmission scenarios in a hypothetical 

general population.73,74 Here, we examine a real-life intervention and consider the benefits of 

ongoing screening for COVID-19 for an at-risk population. 

The study may have limitations. First, lack of blinding could introduce bias; however, we 

will follow a set protocol for participant outreach and conduct fidelity visits to assess 

intervention performance. Second, having one CHW could diminish a personal fit between some 

study participants and the CHW; however, this decision was made in collaboration with the 

partner organization due to the candidate’s prior experience with providing individualized 

COVID-19 education to a large number of clients and to allow for consistency in education, 

demeanor, and interactions across all onsite participants. Third, our participants will come from 

one CBO which may limit generalizability to CBOs in suburban, rural or other urban areas 

outside of NYC. Fourth, adherence to mitigation behaviors will be self-reported and we cannot 

objectively determine participants’ social distancing, masking, or other mitigation behaviors. 

Fifth, we are not pairing serologic assessment alongside PCR testing. While this approach could 

add data on SARS-CoV-2 exposure and vaccine uptake in the context of changing serostatus, we 

decided against it because conducting blood draws could risk clients disengaging from the 



nasopharyngeal testing and education offered through the study. Lastly, our intervention does not 

include carceral staff, such as officers, who come from and return to their communities daily. 

Due to their probable role in carceral-community SARS-CoV-2 transmission, carceral officers 

should be considered for future interventions.75 Despite these potential limitations, our study will 

expand the knowledge base on ways in which communicable diseases such as COVID-19 can be 

effectively mitigated among CLS-involved and other vulnerable populations. 

  In summary, interventions to reduce COVID-19 spread among CLS-involved individuals 

are needed and improving uptake of surveillance testing and mitigation measures may be one 

important strategy. Future studies could use this as a framework to develop other interventions to 

test for and educate on SARS-CoV-2 and other infectious diseases to mitigate transmission among 

CLS-involved individuals and other marginalized populations. This novel strategy in which CHWs 

will provide testing, education, and patient navigation for COVID-19, may also impact policy by 

providing an evidence base for a cost-effective strategy to reduce the impact of future pandemics. 
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