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Executive Summary 
Over the past several months new data has emerged for existing and expanding test methods for detection 
of SARS-CoV-2. This document provides a summary and recommendation for some of these methods.  

• Rapid molecular point of care tests have emerged and offer significant improvement for near 
patient turn-around-time. Although early data showed challenges for the Abbott ID Now, the 
current data demonstrate that the ID Now (rapid molecular) and rapid antigen tests have value in 
symptomatic patients within the first week of symptom onset.  

• Alternative specimen types to the nasopharyngeal swab are helpful in reducing the need for PPE 
during aerosol generating procedures, but do not increase test capacity.  

• Pooling is a valuable tool to increase test capacity, but FDA regulatory requirements present 
challenges for laboratories.  

• The addition of SARS-CoV-2 to multiplex tests offer helpful diagnostic tools for use during 
respiratory virus season. 
 

Recommendation for maximizing and aligning testing methods are included below for each method.  In 
addition, the Medical Advisory Team recommends the following: 

1. Maximize the existing testing capabilities in the state via:   
a. Maximize testing reagent allocations to all platforms via multi-state consortia, modified 

federal allocations, additional commercial contracts, or other methods 
b. Identify other rate-limiting elements to the maximize the existing platform capacity at state, 

hospital and commercial laboratories and address accordingly (e.g. increased space, staffing, 
equipment, expertise, etc.) 

2. Develop a statewide pooling strategy to efficiently process low-prevalence populations.  This may 
require added resources from the state directed to a small number of testing centers. 

3. Enhance Point of Care testing capacity in the state, being mindful of upcoming flu season demands:  
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a. Ensure technologies are used appropriately in the approved populations (e.g. symptomatic) 
b. Maximize testing reagent availability (see 1b). 
c. Acquire more approved platforms statewide, utilizing unique access programs (e.g. nursing 

homes, IHS, etc.) 
4. Ensure all testing strategies are aligned with test-conserving best practices and CDC guidance.   
5. Ensure all testing strategies are aligned with downstream practices (contact tracing, patient 

cohorting, etc.) and that outcomes are closely monitored for effectiveness. 
 
The following is a summary of the recommended use of the available technologies during phases of COVID-
19 infection:  

 
 Early 

Symptomatic  
Late 
Symptomatic 

Asymptomatic 
Screening† 

Rapid Antigen Test (Point of Care) Yes No No 
Rapid Molecular (Point of Care) Yes No No 
Lab-Based Molecular Test (individual tests) Yes Yes Yes 
Lab-Based Molecular Test (sample pooling) No No Yes 
Lab-Based Antigen Test* * * * 
Serology No Yes No 

*There are currently no laboratory-based antigen tests that have received an Emergency Use Authorization 
(EUA) from the FDA. As these tests emerge, we will evaluate requirements and performance.  
†Asymptomatic screening includes contacts and surveillance testing. 
 
SARS-CoV-2 COVID Rapid Diagnostic Tests Criteria for review: 

• Active FDA Emergency Use Authorized (EUA) Test  
• Results available < 30min. 
• Dry nasopharyngeal (NP) or nasal swab  
• Compared to a sensitive molecular assay 
• Package insert percent positive agreement (PPA) compared to RT-PCR at least 90%, percent 

negative agreement (PNA) 99-100%.  
 
Rapid Molecular Tests 
 
Abbott ID Now 
The Abbott ID NOW is a CLIA waived molecular test that uses an isothermal reaction to generate a result. In 
a CLIA waived setting, the test may be used at the point of care. The platform also has tests available for Flu 
A/B and RSV which will be important during respiratory virus season. Reagents and instruments appear to 
be available based on communication with the manufacturer. This was the first rapid test for SARS CoV-2 
available on the market and there have been conflicting studies in the literature. Early studies with this 
assay demonstrated confounding results. The Harrington study showing 75% positive agreement used NP 
swabs in viral transport media (VTM) that were heat inactivated for 30min1. Since these early studies, 
Abbot has changed their package insert do caution against the use of specimens in VTM and recommend 
the swab be used directly for the assay.  
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The performance of the assay continues to vary in the literature with positive agreement as high as 94% 
and as low as 53% while negative agreement is in generally 100%. In a low prevalence setting (1-3%) a rapid 
diagnostic test with a sensitivity of 90% and specificity of 100% would reliably yield negative results (high 
negative predictive value). In Cradic et al, the study limited the patients to currently symptomatic patients 
in the ED or recently hospitalized and the positive percent agreement of the Abbott ID Now was 91% 
compared to the Diasorin Simplexa or the Roche cobas 6800. The Basau study demonstrated that when 
compared to the Cepheid GeneXpert Express, samples tested on the Abbott ID Now from patients with 
N2 CT value of <33.5 tested positive by the corresponding swab on ID Now. But the PPAs of ID Now were 
54.5% (6 of 11) and 35.7% (5 of 14) when N2 CT values obtained by Xpert Xpress were 33.7 - 40, 
respectively. The Ct values for symptomatic patients in several studies have been demonstrated to be 
lower (<33) than those for symptomatic patients earlier in disease2,3 demonstrating that the ID Now could 
be used in early symptomatic patients but the performance is not sufficient to identify asymptomatic 
patients or those later in disease. 
 

Reference Patient 
Population 

Sample Size Swab Type Comparator Performance 

Package Insert N/A (contrived 
samples) 

N/A Dry swab 
recommended 

RT-PCR LOD: 125 
GE/mL 

Thew PM, Ren P4 Not specified 182 Dry NP swab NP swab in VTM 
RT-PCR (various 
manufacturers) 

PPA: 53.3% 
(7/15 
positives 
missed) 
NPA: 100% 

Cradic et al5 Symptomatic, 
ED or 
inpatients 

182 Dry NP swab Diasorin Simplexa, 
cobas 6800 

PPA: 91%  
NPA: 100% 

Basu et al6 Hospital ED 
(time of 
symptoms 1 
day – 1 
month) 

101 Dry NP swab Cepheid Xpert 
Xpress 

PPA: 54.8% 
(14/31 
positives 
missed) 
NPA: 98.4% 

Rhodes DD et al7 Remnant 
specimens 

96 NP swabs, 
provider-
observed nasal 
swab 

Diasorin Simplexa, 
CDC Assay 

PPA: 94% 

 
Roche Liat 
This assay has not yet been released with EUA status. Assay performance will be reviewed when data is 
available.  
 
Cepheid GeneXpert Xpress 
This instrument is the same instrument used for the routine Cepheid GeneXpert. Reagents are highly 
limited, however the performance of the assay is excellent in many patient populations.  
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Recommendations 
 
Although there is limited data on the various platforms, rapid molecular diagnostic tests have acceptable 
performance when used in the following patient settings: 

• Direct/dry nasal or NP swab tested directly and NOT placed in transport media. 
• Symptomatic patients 
• Symptom onset <7 days prior to symptom on set 

These tests should not be used in the following patient populations 
• Asymptomatic patients, contacts of symptomatic patients, surveillance testing 

 
Based on the positive agreement for the Abbott ID Now, it is not recommended that the test be used in the 
ED when patients may be admitted to the hospital floor due to potential infection control risks in 
hospitalized patients.  The performance of the Roche Liat will be assessed when data is available 
 
Rapid Antigen Tests 
The CDC has recently released interim guidelines for the use of rapid antigen-based tests8. In summary: 

• Rapid antigen tests are helpful in early stages of infection when the viral load is highest 
• May be used for screening testing in high-risk congregate settings when serial testing on the 

identical population can be performed (i.e. testing the same population every two days) 
• The performance of rapid antigen tests in an individual patient is highly dependent on the pretest 

probability or the clinical likelihood that the patient has infection AND that the test was performed 
in the appropriate testing window (early symptomatic phase). 

o When used for screening testing  in congregate setting or asymptomatic contacts, test 
results may be considered presumptive.  
 

 Pretest probability high 
(patient likely to have disease) 

Pretest probability low 
(patient less likely to have disease) 

Antigen Test Positive Confirmatory testing not 
necessary 

Confirmatory testing necessary 

Antigen Test Negative Confirmatory testing 
necessary 

Confirmatory testing not necessary 

 
 
Quidel Sofia 2 
The Quidel Sofia 2 is a CLIA waived antigen-based test that uses an instrument to detect fluorescence in a 
positive reaction. Samples can be incubated manually or in the reader.  Reagents seem to currently be in 
limited supply. There is limited literature about the performance of this assay. 
 

Reference Patient Population Sample Size Swab Type Comparator Performance 
Package 
Insert9 

Symptomatic 
patients at 6 
locations 

209 Direct nasal 
swab 

Molecular test 
(not specified) 

PPA: 96.7% 
NPA: 100% 
Swab LOD: 
TCID50 
1.13x102/ml 
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BD Veritor 
The BD Veritor is a CLIA waived antigen-based test that uses an instrument to detect a positive reaction. 
Samples can be incubated manually or in the reader.  Reagents seem to currently be in limited supply. 
There is limited literature about the performance of this assay. 
 

Reference Patient Population Sample Size Swab Type Comparator Performance 
Package 
Insert10 

Symptomatic 
patients within 5 
days symptom 
onset at 21 
locations 

226 Direct nasal swab Molecular test 
(not specified) 

PPA: 84% 
NPA: 100% 
Swab LOD: 
TCID50 
2.8x102/ml 

 
LumiraDx 
LumiraDx is an emerging antigen-based assay we anticipate they will receive CLIA waived status when the 
EUA is designated. We will evaluate the performance data when the EUA is issued. 
 
Recommendations 
 
The performance of these assays appears to be acceptable based on the information presented in the 
manufacturer package inserts. Without independent studies it is difficult to assess their performance. 
Based on the package insert, these are the following recommendations: 

• Direct/dry nasal or NP swab tested directly and NOT placed in transport media. 
• Testing performed on symptomatic patients ONLY 
• Symptom onset <5-7 days prior to symptom on set 

These tests should not be used in the following patient populations: 
• Asymptomatic patients, contacts of symptomatic patients, surveillance testing 

 
Routine Molecular Diagnostic Tests  
 
Sample Types 
 

Sample Type Performance 
(compared to NP) 

Swab Availability PPE Requirements Regulatory 
Considerations 

Nasopharyngeal 
Swab 

-- Generally 
available 

Aerosol generating N/A 

Provider observed 
nasal self-collection 

89.2%11 Limited but 
expanding 

Non-aerosol 
generating 

N/A 

Saliva 93-95% (in early 
symptomatic) 

N/A Non-aerosol 
generating 

Laboratory 
validation 

Nasal home 
collection 

95% Require specific 
EUA device 

Non-aerosol 
generating 

FDA EUA 
submission 

 
Nasopharyngeal swab is the optimal method for collection of specimens for detection of SARS-CoV-2, 
however, given the impacts of swab availability and PPE requirements, additional collection methods have 
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been explored. Provider-observed nasal self-collection is an alternative to provider collection because it 
limits the need for PPE.   
 
Saliva is also a viable alternative for the detection of SARS-CoV-2 that does not require swabs that have, on 
occasion been a rate limiting step in the ability to increase testing capacity. The sensitivity of saliva for 
detection of the virus is 94-95% in early infection (<7 days symptom onset). Later in disease there is 
decreased sensitivity for saliva and it should not be used. For saliva to be used in an assay, it must either be 
included in the assay instructions for use or it may be independently validated by a CLIA high-complexity 
laboratory. The SalivaDirect assay was recently approved for Emergency Use by the FDA. The test was 
developed at Yale School of Public Health and is “limited to laboratories designated by Yale School of Public 
Health12” As more information emerges about the performance of the test and the ability to acquire 
designation as a testing laboratory, more information will be provided.  
 
At-home collection of nasal samples for SARS-CoV-2 are a convenient alternative to patients presenting to 
healthcare for testing. At this time, the FDA is requiring the following from institutions/manufacturers 
wishing to perform at-home collections: (a) the collection device and instructions must be granted EUA 
status (b) the method used for testing of the sample must include a specimen adequacy control (i.e 
detection of a housekeeping gene or a color change reaction in the media indicating the presence of human 
material). 
 
Recommendations 
 
At this time, nasopharyngeal swabs and nasal swabs (provider-collected or provider-observed) are routinely 
used for detection of SARS-CoV-2. Saliva may be used in settings where validations have been performed. 
Saliva has benefits during periods of low swab availability and laboratories capable of performing CLIA high 
complexity testing should consider validating saliva as an alternative specimen type. However, adding saliva 
as an acceptable specimen type does not increase testing capacity and may increase the testing backlog 
during times of reagent shortage. At-home collections are limited to laboratories that have received EUA 
designation. To date, there are none of this type in New Mexico.  
 
Respiratory Virus Season Planning Multiplex Testing Platforms  
 
To date there are multiple platforms available for testing for SARS-CoV-2 in a stand-along format. For 
consideration here, multiplex platforms will be discussed as we lead into respiratory virus season. 
 
 
Flu/RSV/COVID Panels 
Multiple manufacturers including Cepheid, Roche Liat, Diasorin are developing highly sensitive molecular 
tests that will include various combinations of influenza A, influenza B, RSV and SARS-CoV-2. In addition, 
nearly all of the rapid antigen or rapid molecular methods have stand-alone tests for Flu A/B, RSV that can 
be used along with the test for SARS-CoV-2. These tests are helpful to identify treatable respiratory 
infections and now, SARS-CoV-2 in outpatient settings and emergency departments for rapid diagnostics 
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and patient flow. For these patients, other respiratory viruses such as rhinovirus or parainfluenza virus, but 
detection of these viruses would not have an impact on patient management and should not be tested. 
 
Large Respiratory Panel Multiplex Panels 
This testing methodology includes 12-15 targets with multiple viruses, including SARS-CoV-2, and some 
bacteria for detection from NP swabs in VTM. These are performed on multiplex platforms such as BioFire, 
Luminex NxTag and GenMark. These methods are best reserved from hospitalized patients when patient 
cohorting is necessary and immunocompromised patients in which accurate detection of respiratory 
pathogens will aid in diagnosis of respiratory illness. This test should not be used in other outpatient 
settings.  
 
Pooling 
Pooling of multiple specimens or multiple swabs into a single device has been demonstrated to be an 
option to increase capacity.  At this time, only high complexity laboratories may validate and perform 
pooling according to CLIA requirements for high complexity laboratories.  FDA recommends pools of no 
larger than 5 but that number could be increased based on prevalence in the populations being tested. 
There is a risk for reduction in sensitivity for patients with lower levels of virus in their sample. The impact 
of pooling on sensitivity will be evaluated during the validation process, the FDA is requiring 85-95% 
agreement compared to the individual sample based on the amount of virus present in the original clinical 
sample. 
 
Each high complexity laboratory must independently validate each assay intended for pooling using the 
CLIA requirements for validation of a non-FDA cleared assay. The validation should be performed using the 
maximum pooling number that will be performed. Laboratories may pool at a lower rate than the 
maximum but they cannot exceed the pooling number that was validated. For instance, if the laboratory 
validates pooling 10 samples, the lab may pool fewer than 10 without resubmitting, but they may not pool 
more than 10 samples.  
 
The efficacy of pooling is highly dependent on the local prevalence, for instance, if pools of 10 are prepared 
and the local prevalence is 10%, every pool would have to be re-tested and the value of pooling would be 
eliminated. In lower prevalence regions, or with smaller pools, this can be a strategy to increase testing 
capacity. The table below demonstrates the positivity rate and pooling quantity that would yield optimal 
performance for 400 pooled tests. The cells highlighted in orange and red are inefficient pooling strategies.  
 
 
 

Positivity rate 1% 3% 5% 10% 20% 
Number of pooled tests 400 400 400 400 400 
Number Positive Specimens 4 12 20 40 80 
Number of Pools (1:4) 100 100 100 100 100 

Additional test to deconvolute pools 16 48 80 160 320 
Total tests performed (1:4) 116 148 180 260 420 
Tests saved by pooling 284 252 220 140 -20 
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Number of Pools (1:5) 80 80 80 80 80 
Additional test to deconvolute pools 5 15 100 200 400 
Total performed (1:5) 100 140 180 280 480 
Tests saved by pooling 300 260 220 120 -80 

Number of Pools (1:10) 40 40 40 40 40 
Additional test to deconvolute pools 10 20 200 400 800 
Total performed (1:10) 50 60 240 440 840 
Tests saved by pooling 350 340 160 -40 -440 

Number of pools (1:30) 13 13 13 13 13 
Additional test to deconvolute pools 120 360 600 1200 2400 
Total tests performed (1:30) 133 373 613 1213 2413 
Tests saved by pooling 267 27 -213 -813 -2013 

 
For laboratories to effectively pool, additional pre-analytical instrumentation is likely required and post 
analytical reporting IT tools are required to ensure quality and accuracy of results. 
 
Recommendations 
 
High complexity laboratories should consider validating assays for pooling. However, performing the 
validation, pre-submission work with the FDA and preparation of the EUA application requires considerable 
resources for laboratories that may be limited in personnel, reagents and time. 
 
Testing Capacity 
 
TriCore Reference Laboratories 

• Currently performing testing on 7 manufacturers for a total of 3,700 tests/day due to reagent 
limitations.  

• Capacity at full supply of reagents and consumables would be 8,800 test per day (with additional 
staff)   

• Pooling is being actively evaluated for EUA submission and implementation.  
o Current limitations for pooling are the need to acquire an automated instrument to safely 

perform pooling in a way that does not create the potential for aerosols and exposure in the 
laboratory. 

o Pooling will be performed on the Abbott m2000 and Roche cobas 6800 with pools of 4-5 
specimens. Pooling is likely to increase test capacity to approximately 5,000 tests/day 
initially. Based on automation, prevalence and populations tested pooling capacity may 
increase. 

o Anticipating EUA submission in early September. 
• TriCore is validating saliva in anticipation of future swab supply shortages but will not make 

specimen available for collection until such time as it is needed. 
• Multiplex Respiratory Panels 
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o Flu/RSV: TriCore will expand Liat instrument deployment at hospital locations for Flu 
A/B/COVID. Cepheid Flu/A/B/RSV/COVID will be performed at sites that currently have 
instrumentation. 

o TriCore is adding multiplex testing respiratory pathogens using the EUA systems Luminex 
NxTag and GenMark ePlex for hospitalized and immunocompromised patients during 
respiratory virus season. Validations will begin in September. 

o Algorithms for testing on multiplex panels are under development.  
 
Sandia National Laboratories 

• Developed a PCR protocol for COVID-19 diagnostic testing that has received an FDA Emergency Use 
Authorization 

• Currently analyzing NP swab samples for Sandia National Laboratories personnel and for DOE 
personnel in New Mexico   

• Capacity is approximately 300 tests per day   
• No current concerns about reagent and consumables as their technique does not compete directly 

with most other platforms  
• Not pursuing a pooling EUA application at this time   

 
Los Alamos National Laboratory 

• Using the CDC PCR assay currently. Possible move to the CDC multiplex COVD-Flu assay when reagents 
become available. 

• Performing routine testing for the LANL workforce and very limited backlog assistance for NMDOH 
• Using manual extractions  
• Capacity is about 400 samples a week until automated extraction can be implemented because lead times for 

instrumentation are long (automation is not currently accessible)   
• Turn-around time for results is 24 hours 
• Not pursuing a pooling EUA application at this time 

 
 

1 DOI: 10.1128/JCM.00798-20 
2 https://www.cdc.gov/mmwr/volumes/69/wr/mm6913e1.htm 
3 DOI: 10.1016/j.ijid.2020.04.083 
4 DOI: 10.1016/j.diagmicrobio.2020.115123 
5 DOI: 10.1093/ajcp/aqaa097 
6 DOI: 10.1128/JCM.01136-20 
7 DOI: 10.1128/JCM.00760-20 
8 https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/antigen-tests-guidelines.html#table2 
9 https://www.quidel.com/sites/default/files/product/documents/EF1438902EN00.pdf 
10 https://www.bd.com/en-us/offerings/capabilities/microbiology-solutions/point-of-care-testing/bd-veritor-sars-cov-2 
11 DOI: 10.1128/JCM.00721-20 
12 https://www.fda.gov/media/141192/download 
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Rapid antigen testing Rapid molecular testing 
Sample pooling (Laboratory‐based 

Molecular Tests)
Serology (antibody blood tests)

Alternative sampling for laboratory‐
based molecular analysis (saliva, self‐
collected swab, home collection) 

Increased access to reagents and 
consumables for laboratory‐based 

molecular testing 

Summary of available technology

Quidel Sofia 2 ‐ FDA/EUA approved; 
BD Veritor ‐ FDA/EUA approved; 
LumiraDX ‐ FDA/EUA approved

Abbott IDNow ‐ FDA/EUA approved; 
Cepheid GeneXpert Express ‐ FDA/EUA 

approved   Roche Liat ‐ FDA/EUA 
approval pending; many others coming 

to market

Tricore is actively pursuing FDA EUA 
application; other high‐complexity 

New Mexico facilities are not currently 
pursuing FDA EUA due to lack of 

access to automated processing and 
lower testing capacities

Approximately 30 platforms have 
FDA/EUA approval; actual prevalence 
of antibody‐positive individuals in the 

population is unknownn; test 
performance varies across platforms

Provider observed Self‐collected nasal  is 
available and in use. Expanded self‐
collection should be considered.

Home testing  requires extensive EUA 
submission

Saliva testin g  for molecular systems 
may be validated by high complexity 

laboratories

On‐going testing in laboratories across 
the state, at below‐capacity levels due 
to reagent and consumable shortages

Current availability, backlogs, 
embargoes, etc. 

Quidel Sofia 2 ‐ limited reagent 
availability; BD Veritor ‐ limited 

reagent availability

Abbott IDNow ‐adequate availability; 
Cepheid GeneXpert Express ‐ very 

limited
Roche Liat ‐ TBD (likely very limited)

Pending validation  for each test 
platform

Generally tests are available without 
significant backlogs.

Limited availability because testing is 
dependent on a molecular test that may 

be on allocation/backorder

Reagent and consumables are on 
allocation for many platforms, sites 
implementing testing may consider 
using multiple manufacturers to 

maintain supply, days on hand range 
from 0 ‐9

Utility for Asymptomatic Community 
Members Not Recommended Not Recommended

Recommended for asymptomatic 
populations based on prevalence

May be considered for 
surveillance/epidemiology purposes

Depends on regulatory intended use 
and reagent availability  If reagents are available

Utility for Contact Tracing Not recommended
May be considered if sensitivity >95% 

compared to Lab PCR
Recommended for asymptomatic 
populations based on prevalence

May be considered if >14 days since 
last contact.

Depends on regulatory intended use 
and reagent availability 

Recommended for contact tracing. 
Testing 3‐5 days following exposure or 

if symptomatic 

Utility for Asymptomatic Congregate   
Settings (Nursing Home/Assisted 
Living and Corrections)

May be considered if reagents 
available to perform testing on 100% 

of population every 2‐days
May be considered if sensitivity >95% 

compared to Lab PCR
May not be recommended based on 

prevalence
May be considered for 

surveillance/epidemiology purposes
Depends on regulatory intended use 

and reagent availability  Recommended for surveillance

Utility for Symptomatic Community 
Members

May be considered. If negative and 
symptoms persist or high likelihood of 

disease, perform molecular test Recommended for diagnostic testing Not recommended

Not recommended in early disease. 
May be considered if patient presents 

later in infection.
Depends on regulatory intended use 

and reagent availability  Recommended for diagnostic testing

Utility for Symptomatic Hospitalized 
Patients

May be considered. If negative and 
symptoms persist or high likelihood of 

disease, perform molecular test Recommended for diagnostic testing Not recommended

Not recommended in early disease. 
May be considered if patient presents 

later in infection.
Depends on regulatory intended use 

and reagent availability  Recommended for diagnostic testing

Utility for Symptomatic Congregate   
Settings (Nursing Home/Assisted 
Living and Corrections)

May be considered. If negative and 
symptoms persist or high likelihood of 

disease, perform molecular test Recommended for diagnostic testing Not recommended

Not recommended in early disease. 
May be considered if patient presents 

later in infection.
Depends on regulatory intended use 

and reagent availability  Recommended for diagnostic testing

Utility for Hospital Pre ‐Procedure 
Testing (Infection Control) Not recommended.

May be considered if sensitivity >95% 
compared to Lab PCR

May be considered based on 
prevalence Not recommended

Depends on regulatory intended use 
and reagent availability  Recommended for testing

Cost to achieve high‐certainty 
outcomes compared to individual 
laboratory‐based molecular testing Instrument and reagent acquisition Instrument and reagent acquisition

$250,00‐300,000 for automated 
pooling systems (TriCore) NA Unknown Reagent acquisition

Timeline for implementation
Quidel Sofia 2 ‐ immediate; BD Veritor ‐

immediate; LumiraDX ‐ unknown

Abbott IDNow ‐ immeditate; Cepheid 
GeneXpert Express ‐ immediate; Roche 
Liat  ‐ unknown; others ‐ unknown 2‐4 weeks (Tricore)  Immediate

Provider observed Self‐collected nasal ‐ 
currently in use (TriCore)

Home Collection ‐ no current timeline
Saliva sample testing ‐ ongoing 

validation (TriCore) Immediate

Quantitative increase in New Mexico 
diagnostic testing capacity

Dependent on supply availability. 
Increases access to near patient 
testing, particularly in rural 

communities

Dependent on supply availability. 
Increases access to near patient 
testing, particularly in rural 

communities 1,300 tests/day (Tricore)  0  (No increase in diagnostic testing)

0   (No impact in the presence of 
sufficient PPE and NP swabs)

Can improve the impact to PPE during 
the collection process Upto 5,100 tests/day (Tricore) 
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