
Testing in Nursing Homes 

How can public health jurisdictions prioritize testing across nursing 
homes when resources are limited? 
 
Generally, nursing homes are recommended to test: 

• Residents and healthcare personnel (HCP) with signs or symptoms of 
COVID-19 

• Residents and HCP who are asymptomatic in response to an outbreak in 
the facility (i.e., a new SARS-CoV-2 infection in any HCP or any SARS-
CoV-2 infection in a resident) 

• All residents and HCP once and serially test HCP who are asymptomatic in 
facilities without an outbreak as required by CMS  

Health departments should have a plan on how to prioritize facilities when testing 
capacity is limited. 

If testing capacity is limited for SARS-CoV-2, the virus that causes COVID-19, 
prioritize testing (1) of residents and healthcare personnel (HCP) with signs or 
symptoms of COVID-19 and (2) asymptomatic residents and HCP in response to 
an outbreak in the facility.  When testing capacity is limited or test turnaround 
times are >2 days, testing HCP who are asymptomatic in facilities without an 
outbreak should be considered lower priority. 
 

Is there an optimal frequency for testing residents and HCP who 
previously tested negative in nursing homes as part of an outbreak 
response? 
 
As part of an outbreak response, CDC recommends 
that residents and HCP (who have not had a prior infection in the last 90 days) 
have viral testing (e.g., RT-PCR or antigen) immediately after the first new 
COVID-19 case is identified at the facility. Then the facility should perform serial 
testing of all residents and HCP who previously tested negative every 3–7 days 
until no new positive tests have been identified for 14 days. In nursing homes 
with outbreaks, most cases are identified within the first two weeks of diagnosing 
the first new case. These early cases likely occur among people who were 
previously exposed or were infected before more infection prevention and control 
(IPC) measures were implemented in response to the outbreak. 

For this reason, if testing capacity allows and does not divert staff and resources 
away from performing other critical IPC measures (e.g., ensuring effective 
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implementation of Transmission-Based Precautions for infected and potentially 
exposed residents), the facility should consider testing more frequently (e.g., 
every 3 days) for the first two weeks of the outbreak, then test less frequently 
(e.g., every 7 days) thereafter until no new cases are identified for 14 days. As an 
example, testing would occur on day 0 (day the first case is identified), days 3, 6, 
9, and 12, and then on days 19, 26, etc. 

This increased frequency of testing might not be possible in many facilities (e.g., 
lack of testing supplies or diversion of resources from other patient care 
activities). A minimum frequency of testing every 7 days is recommended until no 
new positive tests have been identified for 14 days. The effectiveness of 
increased frequency of testing is substantially diminished if IPC measures are not 
maintained. Facilities should ensure adherence to appropriate IPC measures in 
outbreak settings, including use of Transmission-Based Precautions for the care 
of all residents (even those who have negative tests) on affected units (or facility-
wide, if cases are widespread). Facilities should also ensure rapid turnaround 
time of less than 2 days from specimen collection to test result. 
 

Should residents in nursing homes who are asymptomatic be tested 
in non-outbreak settings? 
 
Unrecognized SARS-CoV-2 is most often introduced into a nursing home by 
asymptomatic healthcare personnel (HCP) or visitors with COVID-19 who work at 
or visit the nursing home, rather than residents. Recommendations for testing of 
residents who are asymptomatic in nursing homes is generally reserved for 
situations such as response to an outbreak in the facility (i.e., a new SARS-CoV-
2 infection in any HCP or any SARS-CoV-2 infection in a resident) or evaluation 
of a resident who has had close contact with someone with confirmed SARS-
CoV-2 infection. 

Regular testing of asymptomatic residents can result in false-positive results and 
potentially result in additional unnecessary testing. If testing capacity allows, 
consideration could be given to regular serial testing of residents who are 
asymptomatic and who frequently leave the facility for medical treatment and 
then return (e.g. residents who receive regular hemodialysis, including those who 
are dialyzed at an onsite facility that treats nursing home and community 
patients), especially in communities where there is moderate to substantial 
community transmission. Such residents might be at higher risk for SARS-CoV-2 
infections because of their frequent exposures outside the nursing home. These 
exposures can be from community patients, staff members during ambulatory 
care or during transportation; however, the benefit of serial testing of residents is 
not known. 
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When should an antigen test be considered a false positive? 
 
In general, the specificity of antigen tests and RT-PCR tests are reported to be 
similar and high; these numbers are generally from research studies and results 
might differ in regular use. However, false-positive results may occur with any 
test even when sensitivity and specificity are very high, depending on a variety of 
factors. 

A point-of-care test should be considered a possible false-positive when a 
positive test result appears inconsistent with the clinical situation (e.g., a positive 
antigen test in an asymptomatic person who does not have risk factors and 
resides in a community with lower COVID-19 prevalence). When a false-positive 
test is suspected, nursing homes and health departments should also review and 
gather the following information: 

• Review the FDA EUA  and instructions for use of the point-of-care antigen 
test to ensure correct use. For instance, the use of viral transport medium 
has been shown to produce false-positive results and should not be used 
for some antigen platforms (including BD Veritor and Quidel Sofia 
platforms). 

• Review recent control results to ensure accuracy of the antigen test 
machine. If able, perform procedural quality control tests to ensure correct 
operation of the machine. 

• Compare the percent positivity of the samples that were run that day (or 
week) to their previous percent positivity (e.g., their rolling 7-day average 
percent positive). Identifying many positives in one day might indicate an 
issue with the antigen results (either due to operator error or test supplies). 

• Consider the pre-test probability of disease. If testing a population with a 
COVID-19 prevalence of <1% (e.g., screening asymptomatic HCP in non-
outbreak settings) with a single test with 99% specificity, the positive 
predictive value (probability that a positive test is a true-positive) could be 
<40%. If the prevalence is >10% (e.g., testing asymptomatic residents and 
HCP as part of an outbreak response) with that same test with 99% 
specificity, the positive predictive value may be >90%. Therefore, testing in 
low-prevalence populations with antigen or RT-PCR tests might produce 
false positives, but that is less likely in outbreak settings. 

If a nursing home is concerned about a false-positive antigen test 
result, what confirmatory test should be performed? 
 
CDC guidance currently recommends performing confirmatory testing when 
asymptomatic HCP with positive antigen tests results are identified as part of 
facility screening in non-outbreak facilities. 
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If confirmatory testing is performed, facilities can optimize the performance of the 
confirmatory test by doing the following: 

• Use RT-PCR as the confirmatory test. If RT-PCR is not available or has 
delayed turnaround time (>2 days), facilities could consider using a 
different antigen test platform. The utility of repeated tests with the same 
antigen platform is not known and might not be helpful if there are 
concerns about operator error contributing to false-positive results. 

• Optimize sensitivity of the confirmatory test by collecting a high-quality 
sample to ensure the confirmatory test does not produce a false negative 
result 

o Nasopharyngeal (NP) swabs used correctly have a higher sensitivity 
than other specimen sources. Therefore, confirmatory tests should 
be performed using NP swabs. 

o The quality of the specimen can impact sensitivity, which can be 
lower in residents who are not able to follow instructions or those 
who are intolerant of being tested. If the person is unable to tolerate 
a NP swab, then a swab of the anterior nares or mid-turbinate could 
be considered as these specimen types may have similar or slightly 
less sensitivity but may be more tolerable. 

• Select a confirmatory test with high sensitivity. The sensitivity of different 
RT-PCR platforms varies  and the facility can check the FDA EUA  of the 
platform. 

• Perform the confirmatory test within 2 days of the initial test. Tests 
performed >2 days apart should be considered separate tests, and 
discordant results may be due to changes in viral dynamics. 

If a confirmatory test is performed on a person with a potential false-
positive antigen test result or a potential false-negative result, what 
infection prevention and control (IPC) measures should be enacted 
while the result is pending? 
 
When confirmatory testing is performed on a person with a potential false-
positive antigen test result, IPC measures should be maintained pending the 
result.  Additional testing of asymptomatic residents or other close contacts can 
be delayed until results of confirmatory testing are available unless additional 
symptomatic individuals are identified. 

• For HCP, this includes continuing exclusion from work pending 
confirmatory testing. 

• For residents who are asymptomatic, this includes placement 
in Transmission-Based Precautions in a single room or, if single rooms are 
not available, remaining in their current room pending results of 
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confirmatory testing. They should not be transferred to a COVID-19 unit or 
placed in another shared room with new roommates. 

Given the generally lower sensitivity of antigen tests, people with COVID-19–like 
symptoms who have a negative antigen test result should have a confirmatory 
RT-PCR test. Residents with COVID-19–like symptoms should be placed 
on Transmission-Based Precautions in a single room (not on the COVID-19 unit) 
and HCP with COVID-19–like symptoms should be excluded from work until the 
confirmatory test results are available. Despite the potential need for confirmatory 
testing of negative results, the initial use of antigen tests for symptomatic people 
is still preferred if RT-PCR turnaround time is >2 days because a positive antigen 
test would initiate an immediate outbreak response. 
 

What infection prevention and control (IPC) measures should be 
enacted in response to people with a positive result from an antigen 
test followed by a negative result from an RT-PCR test? 
 
Confirmatory RT-PCR testing after a positive antigen test result is not 
recommended in situations where the person being tested has COVID-19–like 
symptoms or had recent close contact with someone with SARS-CoV-2 infection 
(e.g., in an outbreak situation).  If, despite this guidance, RT-PCR testing was 
also performed and was negative, facilities should base their IPC actions on the 
positive antigen test result: 

• If the person is symptomatic, then they should generally be considered to 
have SARS-CoV-2 infection and placed in Transmission-Based 
Precautions on the COVID-19 unit (if a resident) or excluded from work (if 
HCP). Expanded viral outbreak testing of residents and HCP would be 
indicated. 

• If the person is asymptomatic but was tested after having close contact 
with someone with SARS-CoV-2 infection or as part of a response to an 
outbreak (e.g., facility has a resident with nursing-home onset COVID-19 
or a HCP with COVID-19), then they should also be considered to have 
SARS-CoV-2 infection and managed as described above. 

o In the context of facility-wide testing in response to an outbreak, 
facilities might be more likely to consider the antigen test to be 
falsely positive if, for example, only a single positive result was 
identified in an resident who was asymptomatic and did not have 
close contact or reside on the same unit or floor where the person 
with COVID-19 was identified. 
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If confirmatory RT-PCR testing is performed in response to a positive antigen test 
and results are discordant (e.g., antigen test is positive, but the RT-PCR test is 
negative) the response should vary depending on the scenario: 

• Note that people who are asymptomatic at time of testing should continue 
to be monitored for symptoms. If an asymptomatic person with discordant 
test results begins to exhibit COVID-19–like symptoms in the subsequent 
week after testing, that person should be considered to have COVID-19 
and placed in a COVID-19 unit under Transmission-Based Precautions (if 
resident) or excluded from work (if HCP). Repeat testing is not 
recommended in this situation. 

• If the person is asymptomatic and is not a known contact or part of a 
facility response to an outbreak, then the discordant test results could 
indicate a false-positive antigen test result. In this situation (particularly in 
lower prevalence areas), it is reasonable to continue symptom 
screening and test residents and HCP with COVID-19–like symptoms, and 
not institute the control interventions (e.g., facility-wide testing, excluding 
HCP with discordant results from work, moving resident with discordant 
results to a COVID-19 unit).  

If discordant test results suggestive of a false positive antigen test are identified, 
facilities and health departments should notify the test manufacturer and the FDA  
 

Should residents or HCP who have a positive antibody test for SARS-
CoV-2 be tested as part of facility-wide testing? 
 
Yes. To determine if residents and HCP have a current infection, they should 
have a viral test (e.g., reverse-transcriptase polymerase chain reaction [RT-
PCR]) regardless of their antibody test result. A positive antibody test result 
shows that an individual has antibodies from an infection with the virus that 
causes COVID-19, or possibly from infection with a related virus from the same 
family of viruses (called coronavirus), such as one that causes the common cold. 
We do not know yet if having antibodies to the virus that causes COVID-19 can 
protect someone from getting infected again or, if they do, how long this 
protection might last. Therefore, antibody tests should not be used to diagnose 
COVID-19 and should not be used to inform infection prevention actions. 
 

How should facilities approach residents who decline testing? 
 
Residents, or their medical powers of attorney, have the right to decline testing. 
Clinical discussions about testing may include alternative specimen collection 
sources that may be more acceptable to residents than nasopharyngeal swabs 
(e.g., anterior nares). Providing information about the method of testing and 
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reason for pursuing testing may facilitate discussions with residents and their 
medical powers of attorney. 

If a resident has symptoms consistent with COVID-19, but declines testing, they 
should remain on Transmission-Based Precautions until they meet the symptom-
based criteria for discontinuation. 

If a resident is asymptomatic and declines testing at the time of facility-wide 
testing, decisions on placing the resident on Transmission-Based Precautions for 
COVID-19 or providing usual care should be based on whether the facility has 
evidence suggesting SARS-CoV-2 transmission (i.e., confirmed infection in HCP 
or nursing-home onset infection in a resident). 

Only residents who have a confirmed positive viral test should be moved to 
COVID-19-designated units or facilities. 
 

How should facilities approach HCP who decline testing? 
 
If HCP with symptoms consistent with COVID-19 decline testing, they should be 
presumed to have COVID-19 and excluded from work. Return to work decisions 
should be based on COVID-19 return to work guidance at the discretion of the 
facility’s occupational health program. 

If asymptomatic HCP decline testing, work restriction, if any, should be 
determined by the facility’s occupational health and local jurisdiction policies. All 
staff should be trained in proper use of personal protective equipment, including 
universal facemask policies, hand hygiene, and other measures needed to stop 
transmission of SARS-CoV-2. 
 

If HCP work at multiple facilities, do they need to receive a viral test at 
each facility? 
 
No, HCP do not need to be tested at each facility. If documentation of the test 
result is provided to each facility, the results from one setting are adequate to 
meet the testing recommendations at any facility. Each facility should maintain 
appropriate documentation of test results and have a plan to evaluate and 
manage HCP. HCP should be encouraged to tell facilities if they have had 
exposures at other facilities with recognized COVID-19 cases. 
 

Should asymptomatic HCP who are tested as part of facility-wide 
testing be excluded from work while waiting for test results? 

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-recommendations.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-responding.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/nursing-homes-testing.html
https://www.cdc.gov/coronavirus/2019-ncov/testing/diagnostic-testing.html
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/long-term-care.html


If HCP remain asymptomatic, they may continue working while awaiting test 
results, unless work restrictions have been implemented by the occupational 
health program because of an exposure warranting exclusion from work. 
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