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Small Fraction’ of SNFs Received COVID-19 Test Results Back in Less than a Day, 
Analysis Finds 
 
One of the most critical steps in reducing the spread of COVID is the testing of those that may have been 
exposed to an active strain of the virus. As research is starting to provide concrete results, we are 
finding that only a small percentage of facilities are receiving testing results in an actionable time frame. 
 
Written by: James M. Berklan 
 
11/2/2020 
 
Despite the federal government supplying every eligible nursing home in the country with COVID-19 rapid-testing 
equipment, only a small fraction of them were taking advantage of it, a team of researchers revealed Friday. 

Even in “hot spot” counties where the Department of Health and Human Services had delivered point-of-care 
devices by mid-August, less than 17% of providers posted testing turnaround times of less than 24 hours as of 
late September.  

“Lots of facilities are not even using the test,” study lead Brian McGarry, Ph.D., of the Division of Geriatrics and 
Aging, Department of Medicine, at the University of Rochester, told McKnight’s. “They receive them and they’re 
just sitting on a shelf someplace. And then the ones who are using them, it appears that it’s not their primary 
means of testing. It’s kind of like an add-on.” 

McGarry and three Harvard-affiliated researchers posted their findings in a research letter in JAMA Internal 
Medicine on Friday.  

Test turnaround was three days or longer for 55% of skilled nursing facilities for the first week of September. It 
decreased to 40% by Sept. 27. Epidemiologists consider a 24-hour or less turnaround “essential” to preventing or 
containing COVID-19 outbreaks. 

The rapid tests can produce results in roughly 15 minutes, but feedback option used by federal regulators was 
“less than 24 hours,” researchers explained. 

https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2772656?guestAccessKey=9f7b7437-72cf-448b-98d5-3b1fceb87400&utm_source=For_The_Media&utm_medium=referral&utm_campaign=ftm_links&utm_content=tfl&utm_term=103020#247418674
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“It’s fairly obvious: They’re just not using these test kits,  in a major way,” researcher David Grabowski, Ph.D., a 
Harvard health policy professor, told McKnight’s on Friday. “This is a call to arms. [Adoption rates] will improve 
over time on their own, but there are some steps that providers and government can do to hasten that. Rapid 
testing has to be a part of the solution.” 

McGarry said that the testing and turnaround is “a bottleneck” that must be overcome as quickly as possible. 
“We’ve seen other countries have more success with contact tracing and isolation and quarantine protocols, 
usually done on the back of a robust testing system that can turn around results rapidly.” 

 

SOURCE: JAMA Internal Medicine, published online Oct. 30, 2020 
 
There are several reasons why providers are either reluctant or unable to use the rapid tests. Some believe that 
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the false-negative rate, which has been estimated at about 20%, is too high, while McGarry pointed out that such 
rapid antigen tests are “primarily good” at ruling COVID in or out when the test subject is symptomatic. 

“There’s a lack of trust in these test kits to a certain extent,” he said, noting that one state (Nevada) went as far 
as briefly discontinuing their use before federal officials stepped in to compel otherwise. “There’s a disconnect 
where people are getting these test kits and saying this isn’t suited for the purpose we need them for right now.” 

Cost-benefit considered 

The researchers noted that despite the Centers for Medicare & Medicaid Services offering certain teaching 
resources on how and when to use the devices, providers are looking for more. Operators also note they need to 
have workers available to process results, and report them to authorities, as is required of all testers. 

“Some feel they would have to pull nurses or aides to do some of this, but because they feel the tests aren’t 
perfect, they view it as another layer of time costs,” McGarry said. “It’s a tough situation. Each nursing home 
needs to decide individually. 

“It looks like lots of facilities are sort of voting with their feet and not using these kits because they’re not finding 
them valuable, based on the costs they need to invest in getting them up and running,” he added. 

Grabowski noted that 10.4% of providers in hot spot counties were getting less than one-day turnaround in early 
September and the number had risen to 16.4% near the end of the month. “That’s unacceptable,” he said, 
acknowledging the percentage has likely grown further during the past month. 

He recommended CMS take to the field and make sure providers are better educated on the devices. He 
admitted to being wrong about thinking the integration of the tests would be “like flipping a switch.” 

“It wasn’t just about getting some of these rapid tests out but rather providing [operators] with guidance on how to 
use them, when to use them and basically how to report them across different levels,” he explained. “Some of 
this is owned by the facilities, but I also think [there has to be more than] a federal government perspective of, 
‘We supplied these tests. Let’s check a box.’ Well, no, let’s make certain these tests actually fit with the broader 
efforts to protect staff and residents.” 

He said that the research team’s analysis shows that providers are still relying on standard, slower lab testing too 
much and that it “confirms that [all] testing is still too slow.” 

The beginning of what recently appears to be the “third wave” of COVID-19 infections and deaths is a possibly 
ominous sign, he warned. 

“Unfortunately, with the coming spike in the fall here, we’ll start seeing hospitalizations go up and spread, and 
then deaths go up, and then it will all lead into the nursing homes,” he explained. “We’ve seen it twice already, 
first in the Northeast and then in the Sun Belt states. Without rapid testing like we’ve been talking about, without 
PPE, without other factors we’re talking about, we’re destined to see this again.” 

(New article on next page) 
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Don’t Let Up this Fall - A Potential ‘Twindemic’ Awaits 

 
Skilled facilities nationwide need to be cautious as there are will be multiple challenges to face this fall 
including flu season and the COVID pandemic will likely see a resurgence as well. Taking extra 
precautions against both viruses will be paramount in keeping senior healthy.  
 
Written by: Jean Wendland Porter 
 
11/2/2020 
 
The sun is shining, the sky is blue, the leaves are turning and the temperature is dropping. It’s another lovely fall 
day, but what does that mean for those of us in healthcare?  

October is when we expect the flu season to start, and we have to make sure our flu shots are up to date for our 
staff and our clients. In 2020, the expected flu season is coinciding with COVID-19 and the expectation for 
catastrophic infection rates is high. 

When we talk about flu, we are not talking about GI issues or the misnomered “stomach flu.” That’s something 
else. We are talking about respiratory symptoms: coughing, shortness of breath, fever. Sound familiar?  

”Influenza” is an Italian term. It’s short for “Influenza delle Stelle,” or “Pull of the Stars,” a term that dates back to 
1580, when the stars aligned to give Europe the first widely recognized flu pandemic.  

Both the flu and COVID-19 have similar symptoms, but the defining factors are significant and there are few. If 
you have a cough, fever, malaise, fatigue, sore throat or other symptoms, only a test can tell you which virus you 
have. 

An infection from the influenza virus shows up as illness within one or two days of being infected. COVID can 
take two weeks to produce symptoms, or it may not produce observable symptoms at all. 

Viruses are nanoparticles — they’re really small. Smaller than any cell. It would take 400 COVID particles to span 
the width of a hair. Because it’s so small, it can hang in the air where an infected person was for up to three 
hours. 

What happens when both COVID and flu hit at the same time?  

Right now, we know that COVID-19 causes all of the symptoms mentioned, but COVID spreads more readily and 
causes more serious illness than flu. People with COVID-19 can be contagious longer. There’s no vaccine for 
COVID. It can cause sepsis, encephalopathy, cardiac injury, blood clots and other unexpected issues that 
clinicians are still discovering.  

The flu is more of a “hit and run.” 
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COVID + flu = devastation for the immune system. And if you’re infected with one, you’re more vulnerable to the 
other. Having both illnesses at once increases the risk for long-term, permanent damaging effects.   

So what’s the good news? We are all wearing masks. The Southern Hemisphere is just ending its winter months 
and the incidence of flu has been remarkably low. People have been wearing masks and social distancing, so not 
as many are getting the flu.  

To prevent a devastating “twindemic” in the coming season, it’s imperative to get those flu vaccines going, wear 
masks and continue all of our efforts to prevent the spread of any viral disease. This is going to get better if we 
just keep doing what we’re doing. 

We can’t give up because we’re tired of COVID. We have to keep going because we’re tired of COVID.  
 

 

 
 

Private Equity-Backed Nursing Homes Log Similar COVID Outcomes as Other Facilities, 
But Less PPE 

 
With about 5% of the nursing facilities logged in a study published on October 28, 2020 recognized as 
private equity funded facilities the effectiveness of prevention methods was thoroughly examined. The 
difference in safety measures was compared to that of other categories of ownership and several of the 
results were shocking.  
  
Written by: Maggie Flynn 

10/29/2020 
A 
Nursing homes owned by private equity (PE) firms had COVID-19 outcomes comparable to facilities with other 
ownership structures, including similar staffing levels, case counts, and COVID-19 deaths — as well as deaths 
from any cause, according to a study published October 28 in JAMA Network Open. 
 
The study examined 11,470 nursing homes in the U.S. to determine whether nursing homes with PE ownership 
performed better or worse during the pandemic, compared with other facilities. 
 
“PE-owned nursing homes did not have significantly higher self-reported rates of COVID-19 cases than non-profit 
or for-profit nursing homes but had 35.5 more cases per 1000 residents than government-owned facilities,” the 
authors wrote. “PE-owned homes did not have significantly higher rates of COVID-19 deaths or of deaths from 
any cause. It is possible that differences in rates of testing among facilities may have obscured differences in 
COVID-19 cases and deaths, but this would not have affected estimates of deaths by any cause.”  
 
The study drew from the Nursing Home COVID-19 Public File from May 17, 2020 to July 2, 2020, and compared 
PE-owned nursing homes with facilities that had for-profit, non-profit and government ownership, with 
adjustments for facility characteristics. 
 
The authors were all affiliated with the Department of Population Health Sciences at Weill Cornell Medical 
College. 

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2772306
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The team measured the self-reported number of COVID-19 cases and deaths, as well as deaths by any cause, 
per 1,000 residents; whether or not facilities had one-week supplies of personal protective equipment (PPE); and 
whether or not there were staffing shortages. 
 
The 11,470 facilities were broken down as follows: 

 7,793, or 67.9%, were for-profit 

 2,523, or 22%, were non-profit 

 511, or 5.3%, were government-owned 

 543, or 4.7% were PE-owned 

 
The researchers identified nursing home acquisitions by PE firms between 2010 and 2020 through various 
sources: the S&P Capital IQ, Irving Levin Associates’ Health Care M&A information, and the Centers for 
Medicare & Medicaid Services (CMS) Nursing Home Compare Ownership databases. 
 
While staffing shortages did not differ significantly between nursing homes owned by PE and those owned by for-
profit or nonprofit entities, PE-owned facilities were less likely than for-profit, non-profit or government owned 
homes to have a 1-week supply of various kinds of PPE. 
 
According to adjusted measures for PPE, for-profit, nonprofit, and government-owned nursing homes were 
10.5%, 15% and 17%, respectively, more likely to have at least a week’s supply of N95 masks, compared with 
PE-owned facilities. 
 
PE-owned nursing homes were also more likely to fall short, compared with for-profit, non-profit, and 
government-owned nursing homes, on having a week’s supply of medical gowns; less likely to have eye 
protection, compared with non-profits; and less likely to have a supply of gloves, compared with government-
owned facilities. 
 
“There were no significant differences in staffing shortages between PE facilities and other types of facilities, 
except that government-owned facilities were 6.9% more likely to have a shortage of nursing staff,” the authors 
noted. 
 
PPE issues for nursing homes as a whole have improved since the start of the pandemic, but facilities across the 
country have reported shortages of some kind, with some states faring much worse than others. 
 
The reasons for PPE shortages at PE-owned properties are not clear; though they could have been caused by 
cost-cutting strategies at the PE-owned facilities, but that raises the question of why staffing levels were not 
lower, the authors said. 
 
They also noted that six other studies examining outcomes of for-profit nursing homes with other kinds of homes 
have been inconsistent, though “no previous research that we are aware of has examined PE ownership and 
outcomes associated with COVID-19.” 
 
The pandemic has thrown a harsh spotlight on conditions in nursing homes, and several studies have already 
begun to examine various factors that lead to worse COVID-19 outbreaks in facilities. 
 
Some specifically dove into the issue of ownership: One report from a financial reform advocacy group found 
that facilities in New Jersey with private equity ownership had higher rates of COVID-19 infections and deaths, 

https://skillednursingnews.com/2020/10/parkinson-cares-act-will-keep-nursing-homes-above-water-in-2020-but-closures-loom-in-2021/
https://skillednursingnews.com/2020/04/amid-shortages-using-ppe-according-to-cms-guidelines-could-cost-nursing-homes-10k-a-day-or-more/
https://skillednursingnews.com/2020/04/ppe-prices-jump-more-than-1000-for-nursing-homes-with-markup-on-some-masks-exceeding-6000/
https://skillednursingnews.com/2020/10/nursing-homes-in-every-state-reports-ppe-shortage-with-up-to-60-lacking-a-weeks-supply/
https://skillednursingnews.com/2020/08/private-equity-owned-nursing-homes-had-higher-covid-19-infection-fatality-rates-report/
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and a study from researchers at the University of Pennsylvania’s Wharton School, NYU-Stern, and the University 
of Chicago found declines in a variety of nursing home metrics after private equity takes over. 
 
Even before COVID-19, private equity in SNFs was coming under scrutiny; several lawmakers demanded 
answers from firms on their ownership of nursing homes in the last months of 2019. 
 
That interest was noted by the authors of the JAMA study. 
 
“The distinction between PE and non-PE for-profit facilities is important because policy makers have expressed 
concerns that PE-owned nursing homes may have different incentives and provide lower quality care compared 
with for-profit as well as non-profit homes,” they wrote. 
 
 

 
 

‘People and Not Objects’: Nursing Home Leaders Share a Vision for a Post-COVID 
Future 
 
Three top leaders in the industry weigh in on where the future of SNF operations and how the upcoming 
election may affect policy and regulation changes after we recover from the pandemic. As we push 
forward to deal with a new normal, these leaders think about their ideal environment for senior care. 
 
Written by: Alex Spanko 
 
10/27/2020 
 
With a presidential election less than a week away and a pandemic still raging out of control in many parts of this 
country, the post-acute and long-term health care landscape finds itself on the brink of what could be both a 
brutal and potentially transformative winter. 
 
A shift in power in Washington could bring new rules, investigations, and oversight. COVID-19 spikes could 
stress regional health care systems to the breaking point yet again. And seniors and frontline caregivers remain 
at the center of the danger. 
 
During SNN’s virtual Rethink conference earlier this month, we asked a wide swath of leaders from the space 
how they would change the operational landscape if given carte blanche. The answers were diverse, touching on 
topics from payments to enforcement to wages, and any actual reforms will likely look significantly different from 
these suggestions. 
 
But starting today and continuing into next month, SNN will present the answers to a simple but bedeviling 
question: If you could change the state of post-acute and long-term care in the United States, how would you do 
it? 
 
First up, a pair of operators — Cascadia Healthcare CEO Owen Hammond and Genesis HealthCare (NYSE: 
GEN) CEO George Hager — and Sabra Health Care REIT (Nasdaq: SBRA) CEO Rick Matros. 
 
(Article continued on next page) 
 

https://skillednursingnews.com/2020/03/covid-19-brings-private-equity-investment-in-nursing-homes-into-the-spotlight/
https://skillednursingnews.com/2019/11/citing-quality-concerns-senators-demand-answers-from-major-private-equity-owners-of-nursing-homes/
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Owen Hammond, CEO, Cascadia Healthcare 
 
I think there’s some some good, thought-provoking conversations that are continuing to happen in the industry 
now, but for me, I think it comes back to the heart of what we do. I think we need to have a better dialogue with 
CMS and stakeholders in this industry, and we need to band together and talk about how we can get nurses to 
actually do nursing care, instead of regulatory compliance. Most of the nurses nowadays are spending most of 
their time documenting, and managing policies and procedures — and especially now, with all the different 
infection control surveys coming in there during this. 
 
They’re in this quandary, because they’re trying to manage all of the patient aspects, and then all the outside 
influences trying to maintain some compliance. I think we need to go a little bit further away from the policing 
state that it feels [like] in our industry, and really start to come to the table and have a dialogue about what we’re 
really doing in this industry — and allow our people to do what they do best, and that’s patient care. 
 
Sitting down with them and figuring out how we can loosen the burdens to let our nurses, specifically, and CNAs, 
actually give that care and find a way where we can build that trust up with the community at large, so they are 
not going to be looking at our industry in a poor light. I feel like as an industry, we’ve got to all get off the sidelines 
and stand up and start advocating for the great people that work in it, and the residents that we care for. 
 
This is a vulnerable population. I feel like the dialogue might be different if this adversely affected young children 
as opposed to the elderly, and I think that there might be different policies put in place and different urgency set 
aside for this. 
 
I just want to remind everybody how important these elderly residents are. They are the ones that have helped 
build this nation. They’re the ones that have paid into the the social contract that we [built] in the ’50s. They are 
active members of the community, even if they’re inside of our walls. We need to make sure that we are building 
a continuum of networks that are out there that really view them as people and not objects. 
 
I’ll get off my soapbox on that. But I think as we continue to have that dialogue and go further ahead, we need to 
get away from the rhetoric and we need to sit down with CMS. We need to sit down with the other providers in 
the communities and figure out that gap. Right now, we spend more time documenting and figuring out how we’re 
going to be in compliance — children at a playground are more free to do things than elders in our facilities. I 
think that’s just backward, and I think that we need to have a real dialogue about that, and I hope that people will 
speak up and start joining … myself and others within the industry to really bring that conversation to life. 
 
As we continue to look at the needs of the future generations that will be using our services in this industry, I 
think we need to take a hard look at the CON, the certificate of need regulations within different states. And I 
know that’s a touchy subject, but if we are having barriers to being able to open new facilities with different types 
of rooms and settings, we’re going to run into a real issue. Most of the buildings are 50, 60 years old; they were 
built for a specific population at the time, more of a convalescent home. 
 
That has changed: The acuity has risen, and we continue to be more acuity-focused in most of our facilities, and 
the needs of the people that are coming to use these services are higher and different. If we are restricted from 
being able to build these facilities across the nation, we’re going to find ourselves in a real pinch when the 
tsunami comes across. 
 
We continue to look to build — we built two [facilities], we’re going to be building two more — and we look for 
new and innovative ways to adapt our footprint. But we run in, continually, to the cost barriers and regulatory 
issues with CON states, and I think that needs to be addressed as well. 
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George Hager, CEO, Genesis HealthCare 
 
I think one of the things this pandemic has done is it’s validated that the skilled nursing industry is a critical 
component of the health care delivery system. It’s so necessary as patients are triaged and required to transition 
from the acute care setting, ultimately into the community safely, which is our objective for the most part. But we 
also serve a chronically ill population that is typically funded by the state Medicaid programs, and for the most 
part, the state budgets have not allowed the state Medicaid systems to adequately fund the needs of the long-
term care industry. 
 
From a long-term structural perspective, what has resulted is: We have an infrastructure today that was built 
principally in the ’80s and the ’90s, when the skilled nursing industry was principally an industry that served a 
long-term care patient that could not fulfill a certain level of activities of daily living. But it wasn’t the sub-acute or 
severely chronically ill population in skilled nursing. 
 
The infrastructure, when it was developed, was built for a very different purpose. Now we find ourselves serving a 
very, very different population, a population suffering from severe chronic illness, from dementia — a sub-acute 
population that is vulnerable to issues like COVID-19. 
 
I agree we need to try to change the dialogue from the current penalty-oriented, financial penalty-oriented, 
aggressive-oversight type of system we have today to a more constructive and collaborative approach to how 
we’re going to attract capital and invest in this industry, so this industry is better able and capable to deal with 
things like the pandemic, but not only the pandemic. 
 
We have a tidal wave coming at us with respect to the aging population, and as the life expectancy continues to 
increase, and the incidence of chronic illness and dementia continues to grow, this industry needs more. It needs 
more investment. It needs more capital, it needs more programming, it needs more clinical skill. 
 
And we need to access capital to do that, and we need support from the regulatory environment — clearly from 
the administration, from the federal level, the state level, from the investment community, from the clinical 
community, our peers above us on the acute care side and below us on the home care side — to really 
collaborate around how we can make this industry really more sustainable and more effective in serving the need 
that we clearly, clearly have demonstrated through this pandemic that we need to be able to provide. 
 
Rick Matros, CEO, Sabra HealthCare REIT 
 
Wage support for staff, that would be number one. We have to be able to pay them more than they’re getting 
paid. 
 
That’s going to have to go to Medicaid reform. Maybe in the absence of Medicaid reform, systems at least need 
to change so that you’ve got larger pass-throughs when it comes to wages. So this is we’re going to do: All these 
states [would] increase Medicaid rates, but this rate increases is all going to be focused on better wages and 
benefits for the employees. Certainly that’s not reform. But that’s at least a way of getting there. 
 
There are already plenty of states that have those mechanisms in place for their Medicaid systems; they may 
need to change the ceiling on that. But some of the mechanisms are already [in place]; we’ve already got cost-
reimbursed Medicaid programs all over the place. 
 
From an enforcement perspective, I think to truly have enforcement on things that most affect outcomes. So 
forget about tags because you’ve got some dust-in-the-hallway type of thing, and let’s focus on helping operators  
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get to where they need to get to on infection control, disaster preparedness. Get away from some of the paper 
stuff and have it truly be outcome-focused. 
 
It’s been talked about a lot, but it’s still very inconsistent across the country. I think adding regulations is not the 
answer. I think shifting the focus of regulations so that it really, truly is an outcome-oriented process, and have it 
be a little bit more collaborative than it’s been, along with the wage issues. Those would be my top priorities. 
  

 


