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Covid Testing and Screening in Health 
Care Settings » 
A Science-Driven Approach to Protecting Patient, 
Health Care Worker, and Public Health
More than 15 months into the Covid-19  
pandemic, the coronavirus is still spreading 
in communities across the United States and 
around the world. As of June 11, 2021, the U.S. 
Centers for Disease Control and Prevention 
(CDC) reports that nearly 80 percent of  
counties have moderate, substantial, or high 
levels of Covid-19 transmission and that more 
than 300 people continue to die each day  
from Covid-19.1

Prevention of Covid-19 transmission within 
health care facilities requires multiple mea-
sures, including case detection and isolation, 
ventilation, respiratory protection, vaccines, 
and more. Even as Covid-19 vaccination rates 
increase, testing and screening programs 
remain important to detect and isolate cases  
in health care facilities. 

Covid vaccines are important public health 
tools, but no vaccine is 100 percent effective. 
Even with high rates of vaccination, workplace 
protections in health care settings, including 
Covid testing and screening, remain vital to 
protect patient and health care worker health 
and safety.

This issue brief outlines the science-driven 
approach to protecting patient, health care 
worker, and public health. Section 1 details 
what testing, screening, and isolation protocols 
should be in place to prevent Covid-19 trans-
mission within health care facilities. Section 2 
provides the scientific evidence and rationale 
for the protocols in Section 1.

SECTION 1: TESTING, 
SCREENING, AND ISOLA-
TION PROTOCOLS FOR 
HEALTH CARE FACILITIES

Identification and isolation of all SARS-CoV-2 
infections — among patients, visitors, and 
staff — is paramount to preventing transmission 
within health care facilities. Approximately 
half of all transmission events are from asymp-
tomatic cases and those not yet experiencing 
symptoms (asymptomatic or pre-symptomatic 
transmission).2,3 Diagnostic tests are necessary 
to identifying Covid cases but diagnostic tests 
by themselves are not perfect; false negatives 
can occur (See Section 2 for additional rationale 
and scientific evidence). Therefore, a precau-
tionary approach to testing and screening for 
SARS-CoV-2 in individuals entering health care 
facilities is necessary.

Section 1 has three parts »
A. SARS-CoV-2 Precautionary Testing  

and Screening for Patients
B. Visitor Screening and Testing
C. Health Care Worker Testing  

and Screening
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A. SARS-COV-2 PRECAUTIONARY 
TESTING AND SCREENING FOR 
PATIENTS

All patients should be assessed for SARS-CoV-2 
infection prior to entrance or admission to the 
facility. There are three criteria that should 
inform an assessment of whether a patient is 
considered confirmed, possible, or a non-Covid 
case (Table 1).

Table 1.   Patients: Precautionary Testing & Screening for SARS-CoV-2

Criteria for Testing and Screening for 
SARS-CoV-2

Assessment of Confirmed, Possible, or Non-Covid 
Status

(1) Diagnostic test for SARS-CoV-2. + If a diagnostic test for SARS-CoV-2 is positive, 
then the patient should be classified as a  
confirmed Covid-19 patient.

- If a diagnostic test for SARS-CoV-2 is negative, 
then assess criteria (2) and (3).

(2) Screening for Covid-19 symptoms. + If one or more Covid-19 symptoms is reported by 
a patient, then the patient should be classified as 
a possible Covid-19 patient. 

- If diagnostic test for SARS-CoV-2 is negative 
and no Covid-19 symptoms are reported by the 
patient, then assess criteria (3).

(3) Screening for previous 14-day 
exposure history to Covid-19.

+ If exposure to a known Covid-19 case in the 
previous 14 days is reported by a patient, then 
the patient should be classified as a possible 
Covid-19 patient.

- If diagnostic test is negative, no Covid-19 symp-
toms are reported, and no exposure to a known 
Covid-19 case in the previous 14 days is reported 
by a patient, then the patient should be classified 
as a non-Covid patient.



3  »  National Nurses United  »  Issue Brief: Covid Testing and Screening in Health Care Settings  June 2021

Covid-19 and Non-Covid-19 Zones
Health care facilities should establish sepa-
rate, dedicated zones for confirmed, possible, 
and non-Covid-19 patients. When non-Covid 
patients are mixed with confirmed and possible 
Covid patients on the same unit or same patient 
care assignment, the potential for transmission 
of the virus to both staff and patients increases 
significantly. Separate zones are necessary in all 
areas of the hospital, including inpatient units, 
emergency departments, labor and delivery, 
and procedural areas.

Area-specific considerations »

 »  Emergency Departments: Emergency 
Departments should take a “universal 
precautions” approach to prevent 
transmission in waiting areas, patient 
care areas, and other spaces. A uni-
versal precautions approach assumes 
each patient has a SARS-CoV-2 infec-
tion until they are ruled out using the 
precautionary testing and screening 
methodology (Table 1). Measures to 
prevent transmission of the coronavirus 
within the Emergency Department 
include rapid screening and testing of 
patients, isolation areas for patients 
with possible or confirmed Covid-19, 
improved ventilation to prevent recircu-
lation of unfiltered air and to reduce risk 
of viral transmission, and staff personal 
protective equipment (PPE), including 
fit-tested, NIOSH-approved respirators.4 

 »  Inpatient Units: Prior to admission to 
an inpatient unit, all patients should be 
screened using the precautionary meth-
odology in Table 1. Patients who are 
possible Covid cases should be treated 
with the same precautions as confirmed 
Covid cases, including being placed in 
a negative pressure isolation room or 
unit and optimal PPE for staff. Mixed 
units and mixed assignments (with both 
Covid-positive and non-Covid patients) 
should not be happening because they 
increase the potential for transmission. 
Optimal PPE includes a powered air-pu-
rifying respirator (PAPR), coveralls that 

are impervious to viral penetration with 
head and shoe coverings, and med-
ical-grade gloves. At minimum, staff 
should wear an N95 filtering facepiece 
respirator, eye protection, a fluid-resis-
tant isolation gown, and medical-grade 
gloves when caring for a possible or 
confirmed Covid patient. 

 »  Surgical and Procedural Areas: Prior 
to a surgical or medical procedure, all 
patients should be screened using the 
precautionary methodology in Table 1.  
If a patient is classified as a possible 
or confirmed Covid-19 case, then the 
procedure should be delayed unless a 
delay would pose an immediate threat 
to the patient’s health or life. One study 
found that patients with Covid-19 who 
underwent surgical procedures were 
more than nine times more likely to die 
and more than seven times more likely 
to develop a serious complication than 
for non-Covid patients.5 

 » Outpatient Areas: Outpatient areas 
should also adopt a “universal precau-
tions” approach to prevent transmission 
in waiting areas, patient care areas, and 
other spaces. A universal precautions 
approach assumes each patient has a 
SARS-CoV-2 infection until they are 
ruled out using the precautionary test-
ing and screening methodology (Table 
1). Measures to prevent transmission of 
the coronavirus within outpatient areas 
include rapid screening and testing 
of patients, delayed appointments for 
patients with possible or confirmed 
Covid-19, isolation areas for patients 
with possible or confirmed Covid-19 
whose appointments cannot be safely 
delayed, improved ventilation to pre-
vent recirculation of unfiltered air and 
to reduce risk of viral transmission, 
and staff PPE, including fit-tested, 
NIOSH-approved respirators.6



4  »  National Nurses United  »  Issue Brief: Covid Testing and Screening in Health Care Settings  June 2021

B. VISITOR SCREENING  
AND TESTING

As many health care facilities are allowing 
visitors to return to inpatient and procedural 
settings, it is vital that visitor screening and 
testing programs are established to prevent 
introduction of SARS-CoV-2 to the facility. 
All visitors should be tested and screened for 
Covid symptoms and recent exposure history 
per the precautionary methodology outlined in 
Table 2 prior to entrance to the facility.

Health care facilities should establish visitor 
sign-in and out procedures to ensure the safety 
of patients and staff. These sign-in and out pro-
cedures should be created in consultation with 
nurses, other caregivers, and their union in the 
facility. Responsibility for monitoring visiting 
hours, visitor adherence to mask requirements, 
etc. should not be placed on the nurse respon-
sible for patient care.

Table 2.   Visitors: Precautionary Testing & Screening for SARS-CoV-2

Criteria for Testing and Screening for 
SARS-CoV-2

Assessment of Confirmed, Possible, or Non-Covid 
Status

(1) Diagnostic test for SARS-CoV-2. + If a diagnostic test for SARS-CoV-2 is positive, 
then the visitor should be considered a con-
firmed Covid-19 case and the visit should be 
delayed until the visitor tests negative twice at 
least 24 hours apart.

- If a diagnostic test for SARS-CoV-2 is negative, 
then assess criteria (2) and (3).

(2) Screening for Covid-19 symptoms. + If one or more Covid-19 symptoms is reported by 
a visitor, then the visitor should be considered a 
possible Covid-19 case and the visit should be 
delayed until all three criteria are negative. 

- If diagnostic test for SARS-CoV-2 is negative 
and no Covid-19 symptoms are reported by the 
patient, then assess criteria (3).

(3) Screening for previous 14-day 
exposure history to Covid-19.

+ If exposure to a known Covid-19 case in the 
previous 14 days is reported by a visitor, then the 
visitor should be considered a possible Covid-19 
case and the visit should be delayed until the all 
three criteria are negative.

- If diagnostic test is negative, no Covid-19 symp-
toms are reported, and no exposure to a known 
Covid-19 case in the previous 14 days is reported 
by a visitor, then the visitor can be considered a 
non-Covid case and visiting can occur as safe 
and supportive for the patient’s care.
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C. HEALTH CARE WORKER  
TESTING AND SCREENING

Surveillance for SARS-CoV-2 infections among 
health care workers is an important element in 
ensuring both staff and patient safety during 
the Covid-19 pandemic. Early detection of 
cases is vital to preventing further transmission. 
Testing should be made readily available to 
nurses without cost. Nurses and other health 
care workers must be able to get tested regard-
less of whether they have developed symptoms 
or remain asymptomatic. 

Testing and screening for health care 
workers should include »

 » Health care facilities should implement 
routine weekly surveillance testing 
programs for all staff. If surveillance 
testing programs are already in place, 
they should continue regardless of 
vaccination status. If not in place, they 
should be implemented.

 » Health care facilities should proactively 
monitor and prevent all staff exposures 
to Covid-19. Exposure includes any time 
staff has contact with a patient and is 
not wearing full PPE (respirator at least 
as protective as an N95, eye protection, 
coveralls or gown, and gloves). Staff 
should be notified as soon as possible if 
they have been exposed. Any time staff 
is exposed to the virus, they should be 
placed on paid precautionary leave for 
at least 14 days and tested.

 » Health care workers should continue 
to be tested, even after they have been 
vaccinated. Breakthrough infections 
can occur and there are still unan-
swered questions about the Covid-19 
vaccines (See Section 2 for additional 
information).

 » Health care employers should ensure 
that health care workers have non-puni-
tive, paid sick leave when experiencing 
symptoms of Covid-19 or another 
illness. 
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SECTION 2: SCIENTIFIC  
EVIDENCE AND RATIONALE 
FOR PRECAUTIONARY 
SCREENING AND TESTING

This section outlines the rationale and scientific 
evidence underlying the precautionary screen-
ing and testing methodology outlined in Tables 
1 and 2.

Approximately half of Covid-19  
transmission is from asymptomatic  
and presymptomatic cases.
Approximately half of Covid-19 transmission 
events are from cases not currently showing 
symptoms.7,8 That means the only way to effec-
tively know if an individual with no symptoms is 
infected and potentially infectious is via reliable 
diagnostic testing and effective contact tracing. 

Testing for SARS-CoV-2 only when  
an individual has symptoms fails to 
effectively detect cases, leading to 
increased transmission. 
Several studies have examined testing programs 
that only test individuals who develop symp-
toms congruent with Covid-19. These studies 
document failure of symptom-based testing to 
effectively detect Covid-19 cases. For example, 
one study found that symptom-screening 
detected none of the infections identified 
through weekly surveillance testing.9 Contact 
tracing data from Singapore showed symp-
tom-based testing missed 62 percent of Covid 
diagnoses.10

Diagnostic tests are important but  
not perfect; false negatives can occur, 
especially with asymptomatic cases. 
Diagnostic tests for SARS-CoV-2 are a vital 
public health tool to identify potentially infec-
tious individuals. There are two main categories 
for SARS-CoV-2 diagnostic tests: PCR and anti-
gen tests. PCR tests identify viral RNA through 
nucleic acid amplification. Antigen tests detect 
portions of the viral protein. PCR tests typically 
take at least multiple hours to conduct while 

antigen tests are faster and many are designed 
to be conducted at point-of-care.

It is important to note that, while antigen tests 
are very specific for the virus, antigen tests are 
not as sensitive as PCR tests. This means that 
positive results from antigen tests are highly 
accurate, but there is a higher chance of false 
negatives, so negative results do not rule out 
infection. For example, one study compared 
PCR tests and one authorized antigen test for 
SARS-CoV-2 and found that compared to PCR 
tests, antigen tests detected 79 percent of 
symptomatic infections but only 44 percent of 
asymptomatic infections.11 Negative results from 
an antigen test may need to be confirmed with 
a PCR test prior to making treatment decisions 
or to prevent the possible spread of the virus 
due to a false negative.

False negatives are an issue with all diagnostic 
tests. There are several factors that can impact 
diagnostic test results (both antigen and PCR) 
— poor sample collection, swab site, and timing 
of the sample. The virus may not be present in 
high enough numbers at the swab site to regis-
ter as a positive test, even though the individual 
is infected and infectious. Timing of specimen 
collection with respect to symptom onset is 
also important as viral load can change over the 
course of illness. 

Key point on diagnostic tests: positive results 
are useful, but a negative diagnostic test result 
is not reliable by itself in ruling out Covid-19.  

Recent exposure history is key context 
for interpreting negative diagnostic  
test results.
Studies have found that false negative diagnos-
tic test results for SARS-CoV-2 are more likely 
among patients with recent exposure history 
to a known Covid case.12 For example, a study 
from Massachusetts General Hospital found 
that nearly half of patients with false negatives 
had recent contact with a known Covid case. 
Patients with false negatives required two to 
four diagnostic tests to reach a Covid-19 diag-
nosis. False negatives were often due to: test 
being performed too early in disease course 
for viral detection, test being performed too 
late in course of infection when upper respi-
ratory tract viral burden declines, and due to 
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nasopharyngeal swabs being a less reliable 
sample site for some patients than lower respi-
ratory tract samples.13 This study underlines 
the importance of considering recent exposure 
history to known Covid cases when assessing 
patients for possible SARS-CoV-2 infection.

Vaccines are an important public  
health tool to combat the Covid-19  
pandemic, but no vaccine is perfect. 
Protections, including testing and 
screening, should remain in place 
regardless of vaccination status.
Vaccines are a very important element to reduc-
ing the spread of Covid-19, but we cannot rely 
on vaccines alone to stop transmission of Covid. 
It is clear that Covid-19 vaccines are effective 
at preventing severe Covid-19, hospitalizations, 
and deaths, but no vaccine is 100 percent effec-
tive and there are many unanswered questions 
about the Covid-19 vaccines, including how long 
protection will last, what protection against 
mild and asymptomatic cases looks like, and 
how effective vaccines will be against variants 
of concern that are or may become resistant to 
vaccines. 

It is also important to note that, as of June 
11, 2021, only 42.6 percent of the U.S. popula-
tion has been fully vaccinated for Covid-19.14 
Additionally, Covid-19 vaccines are currently 
authorized for adults and adolescents aged 
12 years and older. Children under the age of 
12 years comprise 15 percent of the country’s 
population and currently have no access to 
Covid-19 vaccines.15

More transmissible variants that may be or 
may become resistant to vaccines make 
measures to reduce and stop transmission 
of Covid important to maintain even as 
vaccine roll out continues. Read more at 
https://www.nationalnursesunited.org/
nnu-urges-cdc-to-revise-its-mask-guidance. 

Additionally, infections among fully vaccinated 
individuals have been reported— “breakthrough 
infections.” The CDC published a report on vac-
cine breakthrough infection data gathered from 
January 1 through April 30, 2021. Among 10,262 
breakthrough infections reported, 10 percent of 
patients were hospitalized and 2 percent died. It 
is notable that these percentages are similar to 

those reported for unvaccinated individuals.16,17,18 
Measures that reduce and prevent exposure to 
the virus remains important after vaccination.

Dedicated and separate Covid and  
non-Covid units are essential to  
preventing transmission of the virus 
within health care facilities.
We have learned that the virus spreads via 
aerosol transmission—when an infected person 
breathes, speaks, coughs, or sneezes they 
release aerosol particles containing infectious 
virus.19 These aerosol particles can travel long 
distances through and stay suspended in the air. 
An overwhelming amount of scientific evidence 
indicates that aerosol transmission is the pri-
mary mode of transmission for this virus.20 

Studies have also documented extensive 
environmental contamination of health care 
environments where Covid-19 patients are cared 
for.21 While the role of contact transmission in 
the spread of Covid-19 remains unclear, studies 
have shown that the coronavirus is capable of 
surviving for long periods of time on a variety 
of surfaces, depending on environmental 
conditions.22

Units where both Covid-positive and non-Covid 
patients are housed pose a risk of transmission 
to patients and staff. One study detected virus 
in the hallway outside a Covid patient’s room, 
despite the room being under negative pressure 
for airborne infection isolation, likely opening 
and closing the door led to mixing with hallway 
air.23 

There is clear evidence that establishing 
dedicated, separate zones for Covid-positive 
and non-Covid patients is safer for staff and 
patients. A study from Taiwan documented the 
effectiveness of establishing separate, desig-
nated Covid-positive, suspected Covid, and 
Covid-negative zones in health care settings at 
preventing nosocomial transmission of the first 
SARS coronavirus in 2003.24 Additionally, one 
study looked at data from 447 hospitals in 55 
countries and found that cancer patients who 
underwent surgery in facilities where operating 
rooms and inpatient units were separated by 
Covid-status had better outcomes than patients 
who underwent procedures in facilities that had 
mixed Covid-status operating rooms and/or 
inpatient units.25

https://www.nationalnursesunited.org/nnu-urges-cdc-to-revise-its-mask-guidance
https://www.nationalnursesunited.org/nnu-urges-cdc-to-revise-its-mask-guidance
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