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COVID-19 in Nursing Homes: Calming the Perfect Storm
Joseph G. Ouslander, MD* and David C. Grabowski, PhD†

The pandemic of viral infection with the severe acute respira-
tory syndrome coronavirus-2 that causes COVID-19 disease
has put the nursing home industry in crisis. The combination
of a vulnerable population that manifests nonspecific and atyp-
ical presentations of COVID-19, staffing shortages due to viral
infection, inadequate resources for and availability of rapid,
accurate testing and personal protective equipment, and lack
of effective treatments for COVID-19 among nursing home
residents have created a “perfect storm” in our countryʼs nurs-
ing homes. This perfect storm will continue as society begins to
reopen, resulting in more infections among nursing home staff
and clinicians who acquire the virus outside of work, remain
asymptomatic, and unknowingly perpetuate the spread of the
virus in their workplaces. Because of the elements of the perfect
storm, nursing homes are like a tinderbox, and it only takes
one person to start a fire that could cause many deaths in a sin-
gle facility. Several public health interventions and health pol-
icy strategies, adequate resources, and focused clinical quality
improvement initiatives can help calm the storm. The saddest
part of this perfect storm is that many years of inaction on the
part of policy makers contributed to its impact. We now have
an opportunity to improve nursing homes to protect residents
and their caregivers ahead of the next storm. It is time to
reimagine how we pay for and regulate nursing home care to
achieve this goal. J Am Geriatr Soc 00:1-10, 2020.
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THE PERFECT STORM

The pandemic of viral infection with the severe acute
respiratory syndrome coronavirus-2 (SARS-CoV-2) that

causes COVID-19 disease has put the nursing home industry
in crisis.1 Viral infection and COVID-19 disease are preva-
lent among older nursing home residents. The U.S. federal
government has begun to report the number of cases,2 but
these data underestimate the magnitude of the pandemicʼs
impact in the nursing home setting. Twenty-one percent
(21%) of 7,424 nursing homes had at least one COVID-19
case in one study published in the Journal of the American
Geriatrics Society (JAGS).3 In a second study published in
JAGS, 35% of 341 nursing homes from a large chain and
21% of 3,016 facilities in 12 of the same states had at least
one positive viral test. The median prevalence of viral posi-
tivity was 19.5% in 64 of this chainʼs nursing homes that
underwent universal testing.4 The Centers for Medicare &
Medicaid Services (CMS) reported 142,231 confirmed and
90,600 suspected COVID-19 cases and 38,518 COVID-19
deaths as of July 12, 2020,2 suggesting that only slightly over
10% of nursing home population has had either confirmed
or suspected COVID-19. Among 26 states reporting data
through the second week in May, 50% of COVID-19–related
deaths occurred in long-term care facilities.5 An average of
44% to 45% of COVID-19–related deaths nationwide occur
in people cared for in nursing homes and assisted living
facilities (ALFs), with substantial variability between the
26 states reporting data through the second week of May.6,7

Although older people living in ALFs have not been a
primary focus of federal efforts to date,8-10 the Centers for
Disease Control and Prevention (CDC) has issued basic guid-
ance for this setting,11 and a report prepared for Congress
involving 11 of the largest ALF operators suggests that the
infection rate among ALF residents is five times the national
rate. Twenty-four percent (24%) of facilities had at least one
virus-positive resident, and 8% had outbreaks of at least
10 cases. Among the viral-positive residents, 43% were
hospitalized and 31% died.12

The national data on viral infection, COVID-19, and
mortality in nursing homes are likely substantial underesti-
mates for several reasons. Nursing homes were not required
to report testing results or COVID-19 disease until recently,
and an ongoing lack of viral testing capability has plagued
most facilities, limiting the number diagnosed.13 Many cur-
rently available viral tests have a relatively high false-negative
rate,14-16 and nasal swab tests may be especially difficult to
perform in the cognitively impaired population, so that even
if tests were available, they may have underestimated the true
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prevalence. In addition, symptoms of COVID-19 are not typi-
cal in the nursing home population; even those with typical
symptoms may not test positive for the virus and have
another respiratory or cardiovascular cause of their symp-
toms.17 Nonspecific symptoms may result in a substantial
number of undiagnosed cases.

The situation in nursing homes is a “perfect storm.”
The storm includes multiple ingredients. The nursing home
population is composed of “patients” admitted from hospi-
tals and long-term care “residents” (in this article, we use
the term “residents” for simplicity). With an average age in
the 80s, most have multiple comorbidities and/or an immu-
nocompromised state that predispose them to acquiring
SARS-CoV-2, atypical presentations of COVID-19, and the
adverse consequences and mortality from the illness.
Although admissions from hospitals to nursing homes have
decreased substantially due to the hold on elective surgeries
and other factors, transfers from hospitals have now begun
to increase as more hospitals are performing these surgeries.
Vulnerable older people discharged from hospitals could
carry the virus into the nursing home during the care transi-
tion. Some nursing home residents have end-stage renal dis-
ease and go in and out of the facility two to three times per
week for dialysis. These individuals may be at especially high
risk for acquiring and transmitting the virus.18

Nursing homes are a congregate living setting, and
despite social distancing measures, including no group din-
ing or activities, most nursing homes have a majority of
rooms with more than one occupant and shared bathrooms,
facilitating transmission of the virus. Care includes “high-
touch” activities, like bathing, dressing, and toileting, that
do not allow for social distancing. Many residents with
dementia and other forms of cognitive impairment will not
be able to tolerate wearing a mask or cooperate with social
distancing. Staff and clinicians who come in and out of the
building, many of whom work in multiple facilities,19 can
be presymptomatic or asymptomatically shedding the virus
while passing screening questionnaires and temperature
recordings.

The virus is blind to the quality of the nursing home.
Even the best quality nursing homes can have a substantial
number of COVID-19 cases and deaths. Two studies, cited
above, demonstrate no relationship between Five Star qual-
ity measures and having viral-positive residents in the facil-
ity.3,4 The prevalence of the virus in the surrounding
community was the major factor driving viral infection in
these facilities. In a study published in JAGS involving Con-
necticut nursing homes, the acquisition of the virus was not
associated with quality ratings.20 However, among facilities
with at least one case, the average number of cases was
lower in facilities with higher quality ratings and higher
nursing staffing. This study suggests that better quality
facilities with higher levels of nursing staffing are better
prepared to contain the spread of the virus once it is in the
facility.

Nursing homes have struggled while facing this perfect
storm blindfolded with their hands tied behind their back.
Blindfolded in the sense that many nursing homes have had
a lack of testing capability that has not allowed them to
identify viral-positive residents and staff. Their hands tied
behind their back in the sense that there has also been
widely reported challenges in obtaining adequate personal

protective equipment (PPE) throughout the industry.13

Moreover, federal, state, and county guidance and regula-
tions have contradicted each other, and who will pay for
ongoing staff testing and PPE, where available, is still not
clear.

THE STORMʼS EFFECTS ON NURSING HOME
RESIDENTS AND FAMILIES, STAFF, AND THE
INDUSTRY

The pandemic has had devastating effects for many nursing
home residents and their families, as well as for nursing
home staff and clinicians.21,22 Some nursing homes have suf-
fered through the rapid spread of the virus, multiple
COVID-19 cases, and related deaths like a wildfire through-
out the facility. An article published in JAGS online illus-
trates this graphically and dramatically, describing a
Connecticut nursing home that had limited testing capability
when the pandemic first started.23 On a March 19, 2020,
“heat map,” the facility had 12 residents on one wing with
symptoms possibly related to the virus; they had access to
six viral tests and found one positive in the wing. On an
April 17, 2020, heat map, less than a month later, the virus
had spread to two wings, with 47 symptomatic residents,
11 positive viral tests (there was still a limited supply of
tests), and 30 suspected COVID-19–related deaths. A close
colleague describes a good quality nursing home in which
71 of the 95 residents developed COVID-19, 16 died, and
45 staff tested positive for the virus. This facility has experi-
ence obtaining “do not hospitalize orders” and providing
comfort care, but the situation became so stressful on one
Sunday that 911 was called five times to transfer residents
who were decompensating (personal communication). These
are only two of dozens, or perhaps hundreds of similar
stories that vividly portray the human toll of this pandemic
in the nursing home population and the health professionals
who work in this setting.

Infection control measures required to prevent the virus
from entering nursing homes and spreading within them
have resulted in logistical challenges for facilities with
mostly double rooms and other space constraints. For many
facilities, it is not possible to isolate and/or create quaran-
tine areas for residents with symptoms suggestive of
COVID-19, as well as those admitted from the hospital,
and those known to have positive viral tests.

Isolation can have many negative effects on mood,
cognition, function, and quality of life in nursing home resi-
dents, as well as among staff. It can also be anxiety provok-
ing and emotionally traumatic for families and others who
cannot visit their loved ones.21,22 Most of us have heard of
tragic situations in which families have had to say goodbye
and witness the death of their parent, grandparent, or other
close relative virtually, instead of being there in person.

Although the emerging data cited above suggest that the
quality of nursing homes is not the major factor associated
with the acquisition of the virus, and that even the highest
quality nursing homes can have devastating clusters of infec-
tion, serious illness, and death, the public image of nursing
homes is suffering. At the same time, CMS is intensifying the
survey process and increasing fines for violations of infection
prevention and control recommendations24—even when
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many nursing homes cannot obtain adequate testing or PPE
to implement the recommendations.

COVID-19 has been devastating for the nursing home
workforce. Nursing homes report that over 500 staff mem-
bers have died from COVID-19 nationally. Certified nurse
aides receive close to minimum wage, and many lack paid
sick leave, health insurance, and other benefits. Staff and
clinicians who work in nursing homes risk their own and
their familyʼs health and lives every day to care for the
most vulnerable U.S. citizens under the most stressful and
underresourced circumstances one could imagine. They
deserve our appreciation and thanks, not sensational head-
lines. That said, facilities that violate federal, state, and
local standards of care should be accountable for their
failures to adequately protect and care for their resident
population.

The storm also has the potential to devastate the finan-
cial viability of many nursing homes. They are facing the
high costs of implementing intensive infection prevention
and control, including isolation and the creation of quaran-
tine areas, viral testing for staff, PPE, as well as other emer-
gency preparedness strategies at a time when admissions and
census have declined substantially.25 Although some federal,
state, and local support has been provided (including Medi-
care and Medicaid coverage of viral testing for residents and
some states support regular testing of staff), much more will
be needed to help support the costs of repeated staff testing
and maintaining adequate PPE over the coming months. The
finances will be especially challenging in the face of reduced
short-stay Medicare-related admissions, and a high number
of deaths among long-stay residents on Medicaid. These cir-
cumstances have the potential for a devastating impact on
the industry as a whole.

THE STORM WILL CONTINUE

Anyone who listens to public health officials and experts,
follows local, state, national, and international data, or wit-
nesses the large crowds at beaches, bars, and other gather-
ings, during which participants do not maintain social
distancing or wear masks to protect others or themselves,
understands that the storm will not go away easily or in the
near future. The balance between protecting the publicʼs
health and “reopening” the country to relieve the psycho-
logical stresses of isolation and facilitate economic recovery
is delicate and tricky. Despite the efforts of federal, state,
and local governments to develop phased plans for
reopening,26 viral infection, COVID-19 disease, and related
complications and deaths are likely to continue for many
months or longer.

As our country reopens, the number of positive viral
tests is increasing in many states, especially among younger
people. Although those younger than 60 years who become
infected are at relatively low risk for COVID-19 disease
and related complications, they do have the potential to
spread the virus to older relatives, coworkers, or, in the case
of healthcare workers, to the patients and nursing home
residents they care for. In a study of COVID-19 in Cana-
dian long-term care facilities, mortality among residents
was associated with viral infection among staff with a
6-day lag period.27 This study highlights the fact that
asymptomatic staff, including clinicians and contractors

who come in and out of the facility, are likely to be the
source of infection that could perpetuate outbreaks in nurs-
ing homes for many months to come. In addition, federal
guidance now allows states to open nursing homes to visi-
tors.26 Although mitigating the psychological effects of the
pandemic and isolation on nursing home residents and their
families is a high priority, adding visitors to the staff,
clinicians, and contractors who regularly go in and out of
nursing homes will further increase the risk of bringing the
virus into the facility unless done carefully.

The ingredients of this ongoing perfect storm make
nursing homes a tinderbox for igniting additional tragic
clusters of infection. A single presymptomatic or asymptom-
atic person who is unknowingly infected and shedding
virus, whether it be staff member, a clinician, a contractor,
or a visitor, could start the fire. Nursing homes must there-
fore not let their guard down, and further intensify efforts
to prevent viral infections and to reduce the spread when
infection does occur. Recent reports suggest that the tinder-
box has already been ignited in many nursing homes in
states with a high prevalence of the virus, such as Florida
and Texas.28,29 Texas, for example, has reported a 60%
increase in COVID-19 cases in nursing homes since the
beginning of July.29

At the same time the number of COVID-19 cases is
increasing, no effective treatments are currently available
to manage this disease in the nursing home setting.14,30,31

Convalescent plasma has shown some promise,32 and
numerous vaccine trials are underway, but large numbers
of nursing home residents are unlikely to be included in
these trials, which will pose a challenge for evidence-based
therapy in the nursing home in the near future. Because
COVID-19 appears to be associated with thrombotic
events,33 many nursing home clinicians are initiating anti-
coagulation for residents with COVID-19. However, a
multi–nursing home study performed in Europe and publi-
shed in JAGS showed no difference in mortality between
nursing home residents with COVID-19 who did versus
did not receive anticoagulation.34 The predisposition to
thrombotic events may result from a combination of the
effects of the virus and the immobility associated with
COVID-19, and anticoagulation may be reasonable to
consider for some residents. However, among residents
with life-limiting illnesses, a person-centered approach
assessing the risks and benefits of this approach in individ-
ual residents is essential.

APPROACHES TO CALMING THE STORM

There are many public health, policy, resource, and clinical
approaches to calming the perfect storm in the nursing home
setting (Table 1). The rapidly evolving nature of the pan-
demic makes it hard to keep up with all of the latest infor-
mation. Several websites provide comprehensive resources
related to SARS-CoV-2 and COVID-19 in nursing homes,
including the American Health Care Association,35 the John
A. Hartford Foundation,36 the Society for Post-Acute and
Long-Term Care Medicine/AMDA,37 and the American
Geriatrics Society.38 In addition, CDC and CMS guidance
provides detailed recommendations on infection control and
prevention in the nursing home setting.39,40
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Public Health

From a public health standpoint, nursing homes must main-
tain intensive infection prevention and control education
and procedures with continuing ongoing screening of all
individuals who enter the facility. CDC guidance on testing
and isolation of patients discharged from the hospital has
recently changed.41 Viral testing is no longer required for
patients with known viral infection and COVID-19. For
COVID-19 patients with mild to moderate illness and who
are not immunocompromised, at least 10 days must have
passed since symptoms first appeared, and at least 24 hours
must have passed since last fever without the use of fever-
reducing medications, and symptoms (e.g., cough and
shortness of breath) have improved before removing the
patient from isolation. For patients with severe COVID-19
symptoms and/or an immunocompromised state, 20 days
must have passed since symptoms first appeared. The

following data form the basis for these new recommenda-
tions. First, the likelihood of recovering replication-
competent virus declines after onset of symptoms. Second,
replication-competent virus has not been recovered from
patients with mild to moderate COVID-19 after 10 days
following symptom onset, or after 20 days for those with
severe symptoms and/or who are immunocompromised.
Third, patients can continue to have SARS-CoV-2 RNA
detected in their upper respiratory specimens for up to
12 weeks, but they do not have detectable replication-
competent virus. The new CDC guidance suggests that for
patients with one negative test, and patients with no symp-
toms and unknown status who meet the nontesting criteria
outlined above, do not need to be isolated. However, it is
still prudent to consider requiring isolation until two nega-
tive tests 24 hours apart within 48 hours of hospital dis-
charge (or one negative test in the hospital and an
additional negative test in the facility) and a period of at

Table 1. Approaches to Calming the Perfect Storm of COVID-19 in NHs

Approach Examples

Public health • Maintenance of intensive infection prevention and control education and procedures and refinement of
emergency preparedness plans

• Ongoing screening of all individuals who enter the facility
• Isolate or quarantine all admissions from the hospital regardless of test resultsa

• Regular viral testing of staff, clinicians, contractors, and residents (see Table 2)
• Slow and careful reopening of NHs to visitors

Health policy • Align federal, state, county, and local guidance, rules, and regulations
• Ensure that rules and regulations address the diversity of the NH population and the disparities in

acquiring the virus, COVID-19, and mortality
• Regular updating of CMS waivers and rules to improve the quality, efficiency, and transparency of NH care
• Continue to reimburse clinicians for telemedicine virtual visits
• Make the survey process more consistent and do not unnecessarily penalize NHs for issues out of their

control
• Protection of NHs from legal liability in the absence of repeated violations or negligent care

Resources • Focus resources on NHs in underserved areas, where health disparities make residents more susceptible
to the virus, COVID-19, and mortality

• Ensure adequate support for and availability of rapid, accurate, and regular viral testing (see Table 2)
• Ensure support for and availability of adequate PPE
• Create backup staffing plans to replace staff who test positive for the virus and consider utilizing staff who

have positive serologic testing for units that have viral-positive or suspected cases
• Strengthen communication, collaboration, and resource sharing between NHs, local hospitals, and health

systems
• Further develop units for viral-positive residents and those requiring quarantine after hospitalization in

wings of existing facilities, dedicated NHs, or utilizing existing locations in the community
Clinical care • Redouble efforts to reduce unnecessary transfers to the emergency department, hospitalizations, and

hospital readmissions using existing strategies, programs, and tools
• Have a high index of suspicion and low threshold for isolation of residents with almost any acute change in

condition because of the nonspecific and atypical presentation of COVID-19 in the NH population
• Provide a combination of virtual and in-person visits, depending on the clinical needs of the residents
• Aggressively attempt to reduce polypharmacy and inappropriate medications, especially in residents with

life-limiting illness, using evidence-based and expert-recommended guidance to reduce adverse events,
staff time in medication administration, monitoring, and documentation, and minimize interactions during
which the virus can be transmitted

• Further enhance advance care planning and obtaining and documenting care-limiting orders in appropriate
residents using available tools that go beyond just “do not resuscitate” (i.e., “do not intubate” and “do not
hospitalize unless necessary for comfort”) and insure adequate comfort care medication in the NH to
manage rapid respiratory decompensation in residents who do not want to be hospitalized

• Use technology (e.g., virtual visits and programs) to mitigate the effects of loneliness and isolation from
families and loved ones

Abbreviations: CMS, Centers for Medicare & Medicaid Services; NH, nursing home; PPE, personal protective equipment.
aUpdated Centers for Disease Control and Prevention guidance now differs for transfer of patients with known COVID-19 and those with one negative test
or unknown testing status.41
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least 3 days with no symptoms and no fever (in the absence
of antipyretics) for hospital patients transferred to nursing
homes. This isolation period adds another measure of
protection, because a hospitalized patient could acquire the
virus between the time of testing in the hospital and
transfer, and there is a possibility that only one negative test
can be a false negative. Nursing home residents who have
not been viral positive who go to the emergency department
(ED) and return without hospital admission, as well as
those who go in and out of the facility for dialysis,18 should
be isolated as well because of potential acquisition of the
virus.

In addition to intensive infection control procedures,
regular viral testing of staff, clinicians, and contractors who
come in and out of the facility is essential to calming the
storm. As discussed above, these individuals will be the
major source of new viral infections in nursing homes,
assuming that there is strict adherence to procedures for
new admissions as well as after ED and dialysis visits. Issues
around testing are complicated and evolving, and there is
no consensus on many testing recommendations. Table 2
summarizes some of the key issues and recommendations
related to viral and serologic testing.

Multiple studies suggest that point prevalence surveys in
nursing homes can identify asymptomatic COVID-19 cases,
inform infection control practices, the need for isolation, and
guide prioritization of local health department resources.42-45

Unidentified cases are more commonly found in facilities that
already have at least one known positive test.45 Experienced
nursing home clinicians and medical administrators advocate
for frequent testing of staff.46 The American Health Care
Association has published a detailed algorithm related to
testing in the nursing home setting.35 CDC guidance now
recommends viral testing of staff weekly, but individual
states, counties, health systems, and nursing home organiza-
tions are taking varying approaches. Some states are provid-
ing support for testing staff every 1 to 2 weeks. In addition,
the federal government is now providing equipment and sup-
port for equipment and weekly rapid antigen tests that can
be performed in nursing homes that have completed a modi-
fied Clinical Laboratory Improvement Amendments certifica-
tion process and go through online training.47,48 This rapid
point-of-care test is an antigen test with a sensitivity that
may be as low as 80%, but with a specificity of 100%. Thus,
if it is positive you can be certain the individual is infected.
However, additional testing is necessary to have a high
degree of certainty that staff with a negative antigen test are
truly virus free.

Testing of staff with a high-sensitivity, noninvasive
method as often as twice per week would be the safest
approach, because staff could acquire the virus within
hours of leaving the facility and shed the virus asymptomat-
ically within 24 to 48 hours when back at work. Thus, to
prevent one individual from igniting the tinderbox, this fre-
quency of testing may be necessary. However, frequent test-
ing will be challenging given an ongoing lack of highly
accurate rapid tests and related supplies, the cost of the tests
and the staff time to administer the tests and track and fol-
low up on the results, and the discomforts of repeated test-
ing (especially when nasal and nasopharyngeal tests are
used), potentially prompting many staff to refuse. Less
onerous testing, such as saliva and oral swabs, may make

frequent viral testing more acceptable and feasible for fre-
quent testing. The role of serologic testing is controversial,
because it is unknown if antibodies detected are protective,
and if so for how long.49,50 Some scientists argue that dur-
ing this pandemic, we cannot await definitive findings and
we have to presume that otherwise healthy people who
tested positive will have some degree of immunity.50 Thus,
it may be reasonable to request staff who test positive for
antibodies to serve in COVID-19 units, with the under-
standing that it is not 100% certain that they are immune.

Federal regulations now enable nursing homes to allow
visitors in the facility.26 These regulations are critical to mit-
igating the psychological effects of isolation noted above,
but visitation policies must ensure the safety of all involved,
especially in areas with a high community prevalence of the
virus, because of the potential for viral transmission during
these visits. Several states are proceeding with outdoor
visits, with social distancing and masks, which is a balanced
and reasonable approach—guidance from the state of
Colorado is one example.51

Health Policy

Alignment and consistent messaging of key federal, state,
county, and local guidance, rules, and regulations will be
helpful, recognizing that some flexibility is necessary because
of the size and heterogeneity of our country and the local fac-
tors that may play a role in the most effective and efficient
care. Rules and regulations should address the diversity of the
nursing home population and workforce, as data suggest that
there are disparities between people of different races as well
as between females and males in relation to acquiring the
virus, experiencing COVID-19 disease, and mortality.3,4,52-54

CMS has put into place many waivers and rules that
address important concerns of the nursing home industry,
residents and families, and health professionals, ranging from
waiving physical environment requirements and the 3-day
hospital stay, to waiving training and certification require-
ments for newly hired nursing aide staff, to allowing delega-
tion of required physician visits to advance practice
clinicians.55 Reimbursement for telehealth visits has changed
the way many clinicians are practicing, and can improve not
only routine visits, but be helpful for evaluating acute
changes in condition with high-quality equipment and
trained telepresenters and preventing unnecessary hospital
transfers that are associated with lack of on-site clinicians.
Ongoing updates of these CMS waivers and rules to improve
the quality, efficiency, and transparency of nursing home
care will be an important component of calming the storm.

CMS has also focused the survey process on infection
control,24 which should be helpful if it is consistent across
the United States and does not penalize unduly poor
resourced facilities that have lacked PPE and testing. In
addition, nursing homes should have reasonable protection
from legal liability for simply having COVID-19 cases and
mortality, as it is clear that even high-quality nursing homes
with sound infection control practices can have these
occurrences.3-5,20

In addition to federal policies, several major organiza-
tions have issued policy briefs and position statements and
offered recommendations on health policy strategies that
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Table 2. Key Issues Related to Testing for SARS-CoV-2 in Nursing Homes
General

• The federal government has delegated testing to the states, which are taking varying approaches

• The availability of testing and how it is paid for is highly variable, costly, and evolving

� Medicare and Medicaid now support testing of residents

� Some states are mandating and supporting every 2 wk or more often testing of staff and clinicians

� The federal government is providing equipment and a limited number of rapid point-of-care viral tests to nursing homes in communities with a high prevalence of the
virus

▪ These facilities must go through modified CLIA certification and online training, and test staff weekly

• Testing should not replace intensive infection prevention and control education and interventions

� Guidance from the CDC and CMS is available and should be used when developing strategiesa

• Optimally, viral tests approved by the Food and Drug Administration with a minimum sensitivity of 95% and specificity of 90% should be used

� Some tests have false-negative rates as high as 30%

� Nasopharyngeal swab tests are currently the most sensitive test

• Nasal swab testing, especially nasopharyngeal testing, can be uncomfortable and difficult to perform, especially in residents with dementia, and is probably too uncomfortable
to administer to staff on a regular basis

� Tests based on oropharyngeal swabs and saliva are becoming available and are not as uncomfortable as nasal and nasopharyngeal swab testing, and may be more
feasible for regular testing

• Viral testing of staff is likely to identify asymptomatic viral-positive individuals, which will result in the need for:

� A backup plan to provide adequate staffing while test-positive staff are in quarantine

� A sound communication plan for residents, families, and the community

• If access to viral testing is limited, priorities for testing should include facilities that:

� Have a known infection in one or more residents or staff

� Are located in communities with a higher prevalence of viral-positive tests and/or COVID-19 disease

• The timing of viral testing is critical:

� One-time testing only provides a snapshot of a single point in time

� Once an individual is infected, symptoms take several days to develop

� Asymptomatic viral shedding can start in as few as 1–3 d; thus, frequent testing (weekly or even more often) is necessary to identify all new active infections in
asymptomatic staff and clinicians

• Antibody testing is not helpful to diagnose active infection, and the use of antibody testing to inform infection control strategies and staffing is controversial. It can be
considered, with understanding of several caveats:

� The level of antibodies that are protective against COVID-19 is not known

� The duration of immunity to COVID-19 from antibodies presumed to be protective is not known

� Antibodies do not start developing until 6–7 d after infection; thus, the timing of the test is important

� Older residents with comorbidity and/or who are immunocompromised may not have a robust antibody response to viral infection
Strategies for testing residents, staff, and cliniciansb

• Where accurate tests are available, universal viral testing can be helpful in establishing a baseline of how many residents and staff have the virus, and for developing a
staffing and isolation/quarantine plan

• Requirements for testing of residents, staff, and clinicians vary state by state

� Some states and nursing homes are now requiring that residents, staff, and clinicians who refuse testing are considered viral positive and be placed in quarantine
for 14 d

• Frequent viral testing (once a week per CDC recommendation) may not be feasible for many facilities due to test availability, will result in more isolation and PPE use, and is
expensive—but is essential to prevent further outbreaksc

For residents

• New admissions from the hospital should optimally have two negative viral tests at least 24 h apart with the latest no longer than 48 h before hospital discharge; and no fever
(without acetaminophen) and no symptoms for at least 3 dd

� Regardless of testing status, all new admissions from the hospital should be isolated for 10–14 d, as the virus can be acquired between the time of testing and
hospital discharge, and tests can be falsely negatived

• Residents already in the facility should be monitored at least every shift for a change in condition

� Almost any acute change should prompt immediate isolation and viral testing (including an asymptomatic roommate if there is one) because the symptoms of
COVID-19 can be nonspecific or atypical

� Residents going in and out of the facility for dialysis are at especially high risk, and should be monitored carefully for new symptoms and considered high priority for
viral testing

For staff and clinicians

• Where accurate testing is available, staff and clinicians not known to have been previously viral positive should undergo viral testing at least weekly, and if possible twice per
week given the rapid shedding of virus after it is acquired

� This is especially important as states initiate plans to open more businesses, schools, etc, which will potentially expose staff and clinicians more frequently to the virus

� Staff and clinicians who work in multiple health care facilities should be a high priority for repeated testing

� A backup plan to maintain adequate staffing levels is essential as some staff will test positive and need a 10–14 d period of quarantine

Note: The American Health Care Association and National Center for Assisted Living have developed an algorithm and recommendations with relevant links
that provide detailed recommendations for testing under various circumstances.35

Abbreviations: CDC, Centers for Disease Control and Prevention; CLIA, Clinical Laboratory Improvement Amendments; CMS, Centers for Medicare &
Medicaid Services; PPE, personal protective equipment; SARS-CoV-2, severe acute respiratory syndrome coronavirus-2.
aThe CDC and the CMS websites provide relevant guidance from the federal government.24,26,40,41,68
b“Staff” includes all of the nursing, other professional staff, and contractors and vendors who are regularly on-site; “clinicians” includes physicians, nurse
practitioners, physician assistants, psychologists, and other health professionals who see patients/residents in the facility.

cViral tests can be falsely negative and infection can occur between tests, and shedding can occur as early as 24 to 48 hours after infection, so that even
weekly testing where available has limitations.
dUpdated CDC guidance now differs for transfer of patients with known COVID-19 and those with one negative test or unknown testing status.41 However,
the nontesting strategy for patients with no history of COVID-19 and unknown status could result in transmission of the virus into the facility (see text).
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should be helpful to nursing home efforts in their efforts to
manage through this crisis.7,9,35,37,56-59

Resources

We will not calm the perfect storm unless those most vulner-
able to infection and related adverse events have adequate
protection. Nursing homes should therefore be a priority for
federal and state governments in providing adequate testing
capability and PPE, especially nursing homes in underserved
areas, where health disparities make residents more suscepti-
ble to the virus, COVID-19, and mortality. The federal gov-
ernment has now allocated over $15 billion to assist nursing
homes in managing the pandemic, but industry experts sug-
gest that much more is necessary to help support ongoing
testing, PPE, and staffing shortages.

As more testing capability and the requirements for
testing increase, nursing homes must create backup staffing
plans to replace staff who test positive for the virus and
consider utilizing staff who have positive serologic testing
for units that have viral-positive or suspected cases.
Strengthening communication, collaboration, and resource
sharing between nursing homes, hospitals, and health sys-
tems is another approach to making more resources avail-
able to calm the storm in the nursing home setting. There
are examples of this type of collaboration in the United
States as well as other countries.60-64

Further development of units for viral-positive residents
and those who require quarantine after hospitalization in
wings of existing facilities, dedicated facilities, or repurposing
existing locations in the community is essential.65-68 Without
this capacity, we may not be able to manage additional
waves of COVID-19 that may occur (and are already occur-
ring in some states), as well as for the surge in other respira-
tory illnesses that will add to the need during the upcoming
fall and winter. Many organizations have developed geo-
graphically separate COVID-19 units within facilities with
separate entrances and exits and dedicated staff. These
units can accept newly admitted patients from the hospital
who require a period of 10 to 14 days of isolation or quar-
antine, as well as have a separate section for residents
known to be viral positive. Such units are not feasible in
many facilities, and some states are designating entire facil-
ities in certain areas to serve this purpose. Other
approaches, such as repurposing large spaces for tempo-
rary use, as was done early during the pandemic, may be
necessary in some areas.67,68

Clinical Care

The pandemic affords us opportunities to improve the
clinical care provided in nursing homes. First, we should
redouble efforts to reduce unnecessary ED transfers, hospi-
talizations, and hospital readmissions using existing strate-
gies, programs, and tools.69,70 Not only will this prevent
complications from hospital-acquired conditions and reduce
overall health expenditures, it will reduce the need to isolate
residents when they return from the hospital for 10 to
14 days, repeated viral testing, and use of PPE. Nursing
home residents should have vital signs taken at least every
8 hours to monitor for changes in condition. Nursing home
staff and clinicians must have a high index of suspicion and

low threshold for isolation of residents with almost any
acute change in condition, because of the nonspecific and
atypical presentation of COVID-19 in this population.17

Clinicians should provide a combination of virtual and in-
person visits, depending on the residentsʼ clinical needs.
Although it is appropriate to take advantage of Medicare
reimbursement for telehealth visits, as well as remote moni-
toring technology that is increasingly available, there is no
substitute for in-person visits when making difficult deter-
minations about further evaluation and the potential need
for hospital transfer.

An important opportunity during the pandemic is to
implement strategies to reduce polypharmacy and inappropri-
ate medications, especially in residents with life-limiting ill-
nesses using evidence-based and expert-recommended
guidance.71-73 Reducing polypharmacy will not only reduce
adverse events, it will also reduce staff time in medication
administration, monitoring and documentation, and minimize
interactions during which the virus transmission can occur.

Another opportunity is to further improve advance care
planning by obtaining and documenting care-limiting orders
in appropriate residents using available tools that go beyond
just “do not resuscitate” (i.e. “do not intubate” and “do not
hospitalize unless necessary for comfort”). Several tools are
available for this purpose.74-77 Care-limiting orders can be
specific for the period of the pandemic to avoid transfer of
residents who rapidly deteriorate into respiratory failure due
to COVID-19 in whom care in an intensive care unit would
be unnecessarily burdensome and most likely futile. Palliative
care specialists should be involved where available to assist
with challenging discussions.78 Nursing homes that pursue
these care-limiting orders must insure that adequate comfort
care medication is available in the nursing home to manage
rapid respiratory decompensation in residents who do not
want to receive hospital care.

Finally, technology helps mitigate the effects of loneli-
ness and isolation from families and loved ones. In addition
to using various videoconference applications, it is possible
to deliver some evidence-based interventions, such as games
and music virtually.79

LEARNING FROM THE CRISIS AND RESHAPING
THE FUTURE

The COVID-19 pandemic has highlighted the lack of
resources many nursing homes have to handle a crisis of
this magnitude. Ideally, this crisis will lead us to reshape
how we pay for services, how we regulate nursing homes,
and how we can ensure that the industry is better prepared
to withstand the next crisis.

The model of paying huge margins for Medicare short-
stay residents while underpaying for long-stay Medicaid
residents is broken. This was true before COVID-19 but
became magnified once hospitals reduced elective proce-
dures and there were no lucrative short-stay residents. It is
time to align better payments and costs across Medicare
and Medicaid residents. Ideas include federalizing payment
of long-stay residents and ensuring that payments for short-
stay residents more closely mirror costs.

We need more staff in nursing homes, and we need to
pay them better. Minimum staffing standards are one direct
way that nursing homes have better staffing. We also need
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to ensure that more of the public dollars paid to nursing
homes support the staff providing the services. Many nurs-
ing home staff are making close to minimum wage, and
nursing homes around the country were experiencing staff
shortages even before COVID-19.80 We also need to make
certain that increases in payments go to direct caregivers
through approaches like wage floors or wage pass through
programs. Moreover, staff need to have full benefits like
health insurance and nonpunitive sick leave.

A related problem is that many nursing homes lack clini-
cians who are on-site, especially for long-stay nursing home
residents. Several models have begun to emerge that provide
clinical services on-site, such as Medicare Advantage Institu-
tional Special Needs Plans and nursing home–led account-
able care organizations.81 Unlike other value-based payment
models that are largely focused on cutting short-stay nursing
home care, these models actually increase dollars for clini-
cians and help bridge the disconnect between long-term care
and clinical services.82,83

Nursing homes need our help with payment moving
forward, but we also need to hold them accountable in
being good stewards of those public payments. Certain
nursing homes have not put resources into direct care. The
use of medical loss ratio requirements is one approach to
ensure a floor in terms of direct care spending. Some nurs-
ing homes have also had egregious cases of neglect and
abuse of residents, and we must ensure that these “bad
apples” are held accountable for these actions. Data
regarding care quality need to be transparent to regulators,
families, and potential residents.

Finally, several other investments that policy makers can
make will help ensure that we are better prepared to with-
stand the next “perfect storm” of this type. In this article, we
have largely focused on nursing homes, but strong invest-
ment in home- and community-based services will lessen the
number of individuals relying on nursing homes for their
care. We also could invest in smaller, more person-centered
models of care, like the Green House model.84 Strategies that
will help nursing homes of all sizes improve infection control
and prevention, including intensive education and the
requirement of a full-time infection prevention specialist, will
help prevent the devastation we have seen in some facilities
from COVID-19 from happening in the future.

The saddest part of this perfect storm is that many
years of inaction on the part of policy makers contributed
to its impact. It did not have to be this way. We now have
an opportunity to improve nursing homes to protect resi-
dents and their caregivers ahead of the next storm. It is time
to reimagine how we pay for and regulate care to achieve
this goal.
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