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FIELD GUIDANCE – Revised January 24, 2023 (First issued November 30, 2020) 
 
RE: ORR FIELD GUIDANCE # 6, COVID-19 INTAKE PROCEDURES FOR UNACCOMPANIED 
CHILDREN NEWLY ADMITTED INTO ORR CUSTODY 
 
This field guidance is for ORR-funded programs providing care to unaccompanied children (UC), 
including standard care provider programs and influx care facilities (ICF). This version replaces the 
COVID-19 intake procedures guidance (FG #6) previously issued by ORR on April 8, 2022. This guidance is 
based on current Centers for Disease Control and Prevention (CDC) guidance and recommendations, 
adapted for the UC Program. ORR, in collaboration with CDC, will continually review COVID-19 trends 
among children in ORR care and the surrounding communities to determine whether and when 
mitigation strategies should be enhanced, modified, or discontinued. 
 
Office of Refugee Resettlement (ORR) care providers are required to adhere to the provisions in this 
guidance. All other ORR COVID-19 guidelines remain in effect. UC test results for COVID-19 must 
continue to be reported to ORR/Division of Health for Unaccompanied Children (DHUC) and to state and 
local public health authorities, as required. 
 
In accordance with ORR Policy Guide, section 3.4.6, children held in medical isolation or quarantine 
should continue receiving tailored services when feasible. These services include access to medical, 
urgent dental, mental health, legal, and educational services. In addition, care providers should ensure 
that medically isolated or quarantined children engage in social interaction with staff and are able to 
correspond with approved contacts via telephone, video conferencing, and mail, per ORR policy. The 
provision of these services may involve remote interaction, the use of personal protective equipment 
(PPE) to protect staff, and mask use by children and staff to help prevent the spread of COVID-19 at the 
program. ORR care providers must continue to supervise children and youth in their facilities, including 
children and youth in medical isolation or quarantine, in accordance with State licensing requirements 
and ORR Policy Guide, section 4.4.1.  
 
Key revisions were made on January 24, 2023, to reflect the following: 

• Discontinued requirement for a 7-day quarantine following exposure to a person with COVID-19  

• New opportunity for shortened medical isolation for some children with COVID-19 who have a 
negative viral test or who are being discharged directly to sponsors 

• Clarification that DHUC does not need to review and grant individual approval for shortened COVID-
19 medical isolation (either for movement to general program population or for discharge directly to 
sponsor) 

 
 

https://www.cdc.gov/coronavirus/2019-ncov/community/correction-detention/guidance-correctional-detention.html
https://www.acf.hhs.gov/orr/resource/children-entering-the-united-states-unaccompanied-section-3#3.4.6
https://www.acf.hhs.gov/orr/resource/children-entering-the-united-states-unaccompanied-section-4#4.4
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DEFINITIONS OF COMMONLY USED TERMS 
 

Medical Isolation and Quarantine Terms 
 

• Medical isolation – Medical isolation refers to separating someone with confirmed or suspected 
COVID-19 infection to prevent contact with others and reduce the risk of transmission. Medical 
isolation ends when the individual meets pre-established criteria for release from isolation.  

• Quarantine – Quarantine—also called ‘watchful waiting’—refers to the practice of separating 
individuals who have had close contact with someone with confirmed COVID-19 to determine 
whether they will develop symptoms or test positive for the disease.  

• Close Contact – For ORR purposes, a close contact is defined as someone who has been within 6 
feet of a person with diagnosed COVID-19 (while that person is considered infectious) for a 
cumulative total of 15 minutes or more in a 24-hour period (e.g., three 5-minute exposures in one 
day). Staff who are medically cleared and fit-tested to wear N95 respirators are not considered close 
contacts if they are exposed to COVID-19 while wearing an N95 respirator unless a PPE breach 
occurs (e.g., PPE malfunction or improper use). Use of other masks (e.g., cloth face-coverings, 
surgical masks, international respirators) is not considered when defining a close contact. 

• Cohorting – In this guidance, cohorting refers to the practice of isolating or quarantining multiple 
children together as a group due to a limited number of individual rooms. Children should only be 
cohorted with ‘like’ children—meaning confirmed cases of COVID-19 should only be cohorted with 
other confirmed cases of COVID-19. Children who show symptoms of COVID-19 but either have not 
been tested or are awaiting test results should not be cohorted with confirmed cases of COVID-19. 

 
Diagnostic Testing Terms 
 

• Molecular test – Tests for current infection with SARS-CoV-2, the virus that causes COVID-19. These 
tests detect viral ribonucleic acid (RNA). Nucleic acid amplification tests (NAAT), such as real-time 
reverse transcription polymerase chain reaction (RT-PCR), are examples of molecular tests.  

• Antigen test – Tests for current infection with SARS-CoV-2, the virus that causes COVID-19. These 
tests detect antigens (unique markers) on the surface of the virus. 

• Antibody test – Tests for past infection with SARS-CoV-2, the virus that causes COVID-19. Antibody 
tests do NOT test for current infection, nor do they indicate whether someone is immune to the 
virus that causes COVID-19. 
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• Rapid, point-of-care tests – Tests that can be processed at the point-of-care location where the 
sample is collected, with results available in about 15 minutes. These may be molecular (NAAT) or 
antigen tests. 

 

COVID-19 TESTING PROCEDURES 
 
ORR requires that children be tested for COVID-19 in four contexts: 

• Upon initial entry to ORR care 

• Upon observation or report of COVID-19 symptoms 

• Five days after a close-contact exposure to COVID-19 

• If attempting to shorten a child’s medical isolation for release to general program population 
 
Testing upon initial entry to ORR care 
  

Testing children for COVID-19 upon initial entry to ORR care remains an important strategy for reducing 
transmission in ORR congregate settings. Children who are newly referred to ORR care should be tested 
for COVID-19 using a rapid, point-of-care test on the day of their arrival at the program. This testing 
should be accompanied by a determination of symptom status. Testing is not required for asymptomatic 
children transferred between ORR-funded care providers (i.e., ‘transfers’). Testing on intake should not 
be deferred until the Initial Medical Exam (IME) unless the IME is also occurring on the day the child 
arrives at the program. 
 
Children newly admitted to ORR care may have been tested for COVID-19 while in U.S. Customs and 
Border Protection (CBP) custody. Care providers must review all recent test results and information 
about recent COVID-19 diagnoses (e.g., in the Intakes tab of the UC Portal, on the travel manifest) to 
determine if a child is arriving with prior test results or a COVID-19 diagnosis.  
 
Care providers must use a child’s symptom status, day-of-arrival test results, and recent COVID-19 
diagnoses to determine whether a child requires medical isolation for COVID-19 or other communicable 
diseases, according to the following scenarios. 
 
 
Scenario 1: Asymptomatic children who tested negative or were not tested prior to entering ORR care 

(regardless of known exposure to or vaccination against COVID-19) 
 
ORR requirements: 

a. Test the child on day of arrival with a rapid, point-of-care test.  
i. If the child tests positive on day of arrival, isolate the child, ideally in a private 

room with a dedicated bathroom, and perform confirmatory COVID-19 testing 
within 48 hours in accordance with Appendix A.  

• Negative confirmatory testing will clear a child for release to the general 
program population.  

• Positive confirmatory testing will result in a COVID-19 diagnosis and 
continued isolation. Monitor the child for new symptoms. See section titled 
“Medical Isolation for COVID-19.” After the child has a confirmed COVID-19 
diagnosis, the child may be cohorted with other children who have 
confirmed COVID-19. See section titled “Cohorting Medically Isolated 
Children with COVID-19.” 

ii. If the child tests negative on day of arrival, release the child to the general program 
population. No additional confirmatory testing is needed. 
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Scenario 2: Children with symptoms of COVID-19 who tested negative or were not tested prior to 
entering ORR care (regardless of known exposure to or vaccination against COVID-19) 

ORR requirements: 
a. Isolate the child in a private room, ideally with a dedicated bathroom.
b. Test the child on day of arrival with a rapid, point-of-care test.

i. If the child tests positive on day of arrival, the child has COVID-19. No additional
confirmatory testing is needed in accordance with Appendix A. If a confirmatory test
is ordered inadvertently, the results should be ignored. Monitor the child for new or
worsening symptoms. The healthcare provider evaluating the child may recommend
additional testing for other diseases, such as influenza, based on symptoms. See
sections titled “Medical Isolation for COVID-19” and “Cohorting Medically Isolated
Children with COVID-19.”

iii. If the child tests negative on day of arrival, continue isolation, monitor the child for
new or worsening symptoms, and perform confirmatory COVID-19 testing within 48
hours in accordance with Appendix A.

• Negative confirmatory testing rules out COVID-19. The child cannot be
cohorted with any other children, as they might have another
communicable disease such as influenza. The healthcare provider should
assess the child for other communicable diseases. Once the healthcare
provider determines the child does not have a communicable disease or
once symptoms resolve, the child can be moved to the general program
population.

• Positive confirmatory testing results in a COVID-19 diagnosis and continued
isolation. Monitor the child for new or worsening symptoms. The healthcare
provider evaluating the child may recommend additional testing for other
diseases, such as influenza, based on symptoms. See section titled “Medical
Isolation for COVID-19.” After the child has a confirmed COVID-19 diagnosis,
the child may be cohorted with other children who have confirmed COVID-
19. See section titled “Cohorting Medically Isolated Children.”

Scenario 3: Asymptomatic children with a documented COVID-19 diagnosis in the 10 days prior to 
entering ORR care 

ORR requirements: 
a. Isolate the child, ideally in a private room with a dedicated bathroom.
b. If documentation shows a positive COVID-19 antigen test or a positive COVID-19 test of

unknown type, confirmatory testing with a NAAT/PCR should be performed as soon as
possible in accordance with Appendix A.

i. Negative confirmatory testing will clear a child for release to the general program
population.

ii. Positive confirmatory testing will result in a COVID-19 diagnosis and continued
isolation. Monitor the child for new symptoms. See section titled “Medical Isolation
for COVID-19.” After the child has a confirmed COVID-19 diagnosis, the child may be
cohorted with other children who have COVID-19. See section titled “Cohorting
Medically Isolated Children with COVID-19.”

c. If documentation shows a positive COVID-19 molecular test (i.e., PCR/NAAT), the child has
COVID-19. No additional confirmatory testing is needed in accordance with Appendix A.
Monitor the child for new symptoms. See sections titled “Medical Isolation for COVID-19”
and “Cohorting Medically Isolated Children with COVID-19.”
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Scenario 4: Symptomatic children with a documented COVID-19 diagnosis in the 10 days prior to 

entering ORR care 
 
ORR requirements:  

a. Isolate the child immediately upon arrival. See section titled “Cohorting Medically Isolated 
Children with COVID-19.” 

b. No additional testing is needed, regardless of documented COVID-19 test type, in 
accordance with Appendix A.  

c. Monitor the child for new or worsening symptoms. The healthcare provider evaluating the 
child may recommend additional testing for other diseases, such as influenza, based on 
symptoms. See section titled “Medical Isolation for COVID-19.” 

 
 
Testing upon observation or report of COVID-19 symptoms 
 
Children should be isolated in a private room and tested for COVID-19 at the first observation or report 
of COVID-19 symptoms. COVID-19 testing should be carried out in accordance with Appendix A. This 
testing most closely resembles testing guidance in Scenario 2 for new arrivals, above. The healthcare 
provider evaluating the child may recommend additional testing for other diseases, such as influenza, 
based on symptoms. 
 
Children with a documented COVID-19 diagnosis in the past 90 days should be tested for COVID-19 
when new symptoms arise, but COVID-19 NAAT/PCR tests should not be used. Newly symptomatic 
children with a documented COVID-19 diagnosis in the past 90 days should instead be tested with a 
rapid antigen test. A positive antigen test confirms a new COVID-19 diagnosis, and the child should be 
isolated; see sections titled “Medical Isolation for COVID-19” and “Cohorting Medically Isolated Children 
with COVID-19.” A child with a negative antigen test should be re-tested with a second antigen test 48 
hours later. A second negative antigen test rules out COVID-19 infection; the child’s healthcare provider 
should determine whether additional testing for communicable diseases is needed. 
 
Testing five days after a close-contact exposure to COVID-19 

 
Children who had close contact with a person with COVID-19 should be tested five days after their last 
known exposure (or sooner if symptoms develop) using a COVID-19 viral test. This post-exposure testing 
should occur regardless of whether the individuals were masked when the close contact occurred and 
regardless of whether the child is up to date on COVID-19 vaccines.  
 
Children with a documented COVID-19 diagnosis in the past 90 days require special consideration for 
post-exposure testing. Those with a documented COVID-19 diagnosis in the past 30 days should not be 
tested post-exposure unless they develop new COVID-19 symptoms. If these children do develop new 
symptoms following exposure to COVID-19, they should only be tested for new COVID-19 infection using 
2 consecutive antigen tests spaced 48 hours apart (i.e., no NAAT/PCR tests). Children with a 
documented COVID-19 diagnosis in the past 31–90 days should still be tested post-exposure (regardless 
of symptom status), but they should only be tested using 2 consecutive antigen tests spaced 48 hours 
apart (i.e., no NAAT/PCR tests). 
 
Children testing positive for COVID-19 during post-exposure testing should be isolated; see sections 
titled “Medical Isolation for COVID-19” and “Cohorting Medically Isolated Children with COVID-19.”  
 

https://www.cdc.gov/coronavirus/2019-ncov/vaccines/stay-up-to-date.html
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Recommendations and timing for post-exposure COVID-19 testing should be documented in the child’s 
COVID-19 Discharge Letter if the child will not be in ORR care five days after their last known exposure. 

 
Testing to shorten a child’s medical isolation for release to general program population 
 
Some children may be eligible for shortened medical isolation following a COVID-19 diagnosis. 
Information on eligibility criteria, timing of testing, and acceptable test types can be found in the section 
titled “Eligibility for Shortened Medical Isolation: Movement to General Program Population.” 
 

MEDICAL ISOLATION FOR COVID-19 
 

COVID-19 is transmitted more easily in settings where people live in close proximity to one another (e.g., 
congregate settings like those of the UC Program). As such, people who work and reside in congregate 
settings must adhere to more stringent procedures for COVID-19 medical isolation than does the 
general U.S. population. Care providers should refer to CDC guidance on Interim Guidance on 
Management of COVID-19 in Correctional and Detention Facilities for current and complete criteria for 
discontinuing medical isolation for COVID-19 in congregate settings.  
 
General Guidance for COVID-19 Medical Isolation 
 
Children should be placed in medical isolation at the first observation or report of COVID-19 symptoms 
or at the first positive COVID-19 test result (if asymptomatic). As a general rule, children can discontinue 
COVID-19 medical isolation according to the following guidance: 

• Those who never develop symptoms can discontinue isolation when at least 10 full days have 
passed since the date of their first positive molecular or antigen test for COVID-19 (i.e., ‘Day 0’). No 
testing is required to move to the general program population of the facility or foster home on ‘Day 
11.’ These children may be eligible for shortened isolation; see section titled “Eligibility for 
Shortened Medical Isolation: Movement to General Program Population.” 

• Those who have mild or moderate symptoms can discontinue isolation when at least 10 full days 
have passed since symptom onset (i.e., ‘Day 0’) and at least 24 hours have passed since the 
resolution of fever without the use of fever-reducing medications and other symptoms have 
improved. No testing is required to move to the general program population or foster home on ‘Day 
11.’ These children may be eligible for shortened isolation; see section titled “Eligibility for 
Shortened Medical Isolation: Movement to General Program Population.” 

• Those with severe illness (i.e., those who were hospitalized for COVID-19) or who are severely 
immunocompromised may require medical isolation for up to 20 days after symptom onset or date 
of first positive molecular or antigen test (i.e., ‘Day 0’); a healthcare provider must be consulted 
regarding discontinuation of medical isolation in these rare circumstances. Healthcare providers will 
determine whether testing is required to move to the general program population or foster home. 

 
Eligibility for Shortened Medical Isolation: Movement to General Program Population  
 
As of January 24, 2023, some children with COVID-19 may be eligible for shortened medical isolation, 
allowing them to move to the general program population of the facility or foster home before 
completing a routine, 10-day medical isolation period (see section, above.) 
 
Children are eligible for shortened isolation with movement to general program population after 7 full 
days of isolation if they meet the following criteria: 

• They do not have a weakened immune system (e.g., HIV infection, recent chemotherapy) 

• They have not been hospitalized for their COVID-19 infection 

https://www.cdc.gov/coronavirus/2019-ncov/community/correction-detention/guidance-correctional-detention.html
https://www.cdc.gov/coronavirus/2019-ncov/community/correction-detention/guidance-correctional-detention.html


UC INTAKE PROCEDURES – COVID-19 

FG–6 [01/24/2023]  Page 7 of 11 
 

• They are asymptomatic or their symptoms are improving 

• They have been fever-free for 24 hours without the use of fever-reducing medicine 

• They have a negative COVID-19 viral test, following one of two acceptable approaches: 
o ORR-preferred approach: Two negative rapid antigen tests—one collected on Day 5 & 

one collected on Day 7; or  
o One negative NAAT/PCR test collected on Day 5, 6, or 7 

 
Children who continue to test positive for COVID-19 on Day 5, 6, or 7 should remain in medical isolation 
and complete the remainder of their 10 days as advised in general guidance. Their COVID-19 medical 
isolation clock does not reset; no additional testing is required to move to the general program 
population or foster home on ‘Day 11.’ 
 
Eligibility for Shortened Medical Isolation: Discharge Directly to Sponsor  
 
As of January 24, 2023, some children with COVID-19 may be eligible for shortened medical isolation, 
allowing them to be discharged directly from isolation to their sponsor before completing a routine, 10-
day medical isolation period. This option for shortened isolation with discharge directly to a sponsor 
complies with CDC’s community guidelines for COVID-19 isolation and CDC’s Domestic Travel Guidance; 
it can be used for unifications that are occurring either by air- or ground-transport. Children who are 
being considered for this type of shortened isolation should not be allowed to pass back through the 
general program population before discharge to their sponsor as they do not meet the more stringent 
requirements for discontinuing isolation in a congregate setting. 
 
Children are eligible for shortened isolation with discharge directly to their sponsor after 5 full days of 
isolation if they meet all the following criteria: 

• They do not have a weakened immune system 

• They have not been hospitalized for their COVID-19 infection 

• They are asymptomatic or their symptoms are improving 

• They have been fever-free for 24 hours without the use of fever-reducing medicine 

• They agree to wear a high-quality cloth or disposable surgical mask for the full duration of their 
transit and for the remainder of the 10-day isolation period (after unification) when they are 
indoors and around other people 

 
Testing for COVID-19 (i.e., ‘exit testing’) is not required when shortening isolation for the purpose of 
discharge directly to a sponsor.  
 
DHUC Approval of Shortened Medical Isolation 
 
DHUC does not require notification each time a child is being considered for shortened medical 
isolation. ORR care providers—in conjunction with their medical care provider, as needed—can make 
determinations about whether children meet shortened isolation criteria.  
 
If a child diagnosed with COVID-19 will turn 18 years of age and “age out” of ORR care prior to 
completing medical isolation, or if there are time-sensitive considerations around a child’s unification, 
contact DHUC for case-specific guidance. 
 

QUARANTINE FOR EXPOSURE TO COVID-19 
 
As of January 24, 2023, children who have close-contact exposure to a person with COVID-19 do not 
need to be placed into exposure quarantine. Extra vigilance must be taken to ensure exposed children 
remain masked (except when eating, drinking, taking medication, bathing, or sleeping) for 10 full days 

https://www.cdc.gov/coronavirus/2019-ncov/your-health/isolation.html
https://www.cdc.gov/coronavirus/2019-ncov/travelers/travel-during-covid19.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/types-of-masks.html
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following exposure. Exposed children should be tested for COVID-19 five days after their last known 
exposure—or sooner if they develop symptoms. See the section titled “COVID-19 Testing Procedures” 
for additional details on post-exposure testing. 
 
The use of a 7-day quarantine following exposure to a person with COVID-19 may be re-instituted for 
discrete periods of time when there is a high level of concern for increased COVID-19 transmission in the 
community or within the facility. See the section titled “Enhanced Strategies During Periods of 
Heightened Concern for COVID-19” for more information about when quarantine may be an appropriate 
COVID-19 mitigation strategy. 
 

INITIAL MEDICAL EXAM & VACCINATION FOR MEDICALLY ISOLATED CHILDREN 
 

• The IME should still be initiated within 2 business days of a child’s arrival to the program, 
regardless of whether the child is medically isolated for COVID-19. The IME is not considered a 
routine medical exam that can be delayed, as children newly entering ORR care might have 
undiagnosed urgent medical needs or might need rapid vaccination for post-exposure 
prophylaxis to communicable diseases. Every effort should be made to complete all IME 
components in this timeframe.  

• Per existing IME guidelines, children with influenza-like illness (fever with either cough or sore 
throat) and children with symptoms of strep throat (sore throat and fever without cough) should 
be tested for influenza and strep throat, respectively, at the time of IME. 

• Children should receive a COVID-19 vaccination at the IME in accordance with Field Guidance 
#17. Children who are in medical isolation for COVID-19 at the time of their IME should have 
their COVID-19 vaccination delayed until they meet criteria for discontinuing medical isolation. 

• All other (non-COVID-19) IME vaccines, including the influenza vaccine when seasonably 
available, should be administered at the IME in accordance with CDC guidance based on 
symptom severity: 

o Children who are asymptomatic or who are symptomatic with mild illness (e.g., low-
grade fever, runny nose, cough, mild diarrhea) should receive IME vaccinations on time. 

o Children who are symptomatic with moderate to severe illness should have their IME 
vaccinations delayed until the child has been cleared by a medical provider. 

 

 

TREATMENT AUTHORIZATION REQUESTS FOR COVID-19 TESTING 
 

• COVID-19 antigen and molecular tests do not require a TAR for any minor in ORR care. Providers 
will be able to bill PCU for testing without an authorization number. 

• Providers should not bill PCU for point-of-care testing that is performed on site at the program 
AND administered by program staff using point-of-care tests purchased by the program or ORR.  

• A TAR for COVID-19 antibody testing will not be authorized, except when ordered by the 
healthcare provider to help support a diagnosis for patients presenting with late complications 
of COVID-19 illness, such as multisystem inflammatory syndrome in children. 

 
 

COHORTING MEDICALLY ISOLATED CHILDREN WITH COVID-19 
 

• Children with confirmed COVID-19 can be medically isolated together as a cohort. Cohorting of 
confirmed cases can help conserve PPE for staff and free up bed space. An individual child in the 
cohort can be released from medical isolation once that child has met discontinuation criteria 
outlined in the section on “Medical Isolation for COVID-19.” (The course of one child’s medical 
isolation does not affect the isolation release dates for other children in the shared room.)  

https://www.acf.hhs.gov/sites/default/files/documents/orr/FG-17-COVID-19-Vaccination-2022-01-28.pdf
https://www.acf.hhs.gov/sites/default/files/documents/orr/FG-17-COVID-19-Vaccination-2022-01-28.pdf
https://www.cdc.gov/mis/mis-c/hcp_cstecdc/index.html
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• Children with confirmed COVID-19 who also have another infectious disease (such as influenza) 
should be medically isolated in their own private rooms and not cohorted. 

 
 

ROUTINE MASK OR RESPIRATOR USE 
 

• All staff and children ages 2 years and older should wear a high-quality cloth or disposable 
surgical mask while indoors, even in areas not used for quarantine or medical isolation. Children 
are exempt from this masking requirement if they have difficulty breathing or are unable to 
remove the mask without assistance.  

• Children may remove masks when eating, drinking, sleeping, bathing, and taking medications. 

• Children and staff are not required to wear masks outdoors. 

• DHUC can provide consultation on masking for children and staff who are moderately to 
severely immunocompromised or who are at high risk for severe illness from COVID-19. 

• Staff must adhere to higher levels of personal protective equipment (PPE) (e.g., N95 respirators) 
when working with children who are medically isolated for COVID-19. Details can be found in 
the Table, “Required Source Control and PPE for Children and Staff When Indoors.”  

 
 

ENHANCED STRATEGIES DURING PERIODS OF HEIGHTENED CONCERN FOR 
COVID-19 
 
The COVID-19 mitigation strategies listed above, including testing, medical isolation, vaccination, and 
indoor masking should be used at all times. These strategies are re-evaluated regularly by ORR in 
consultation with CDC. 
 
Additionally, ORR care providers should use additional enhanced strategies to mitigate COVID-19 
transmission during periods of heightened concern for COVID-19. ‘Heightened concern’ for the 
purposes of initiating enhanced strategies is defined as: 
 

1) High COVID-19 Community Levels in the program’s city/county; or 
2) Increased transmission within the facility (e.g., multiple COVID-19 diagnoses among children 

who have been at the facility for 10 days or more at the time of their first COVID-19 symptom 
or first positive test, if asymptomatic). Results of testing at intake are not recommended as an 
indicator of transmission within the facility, since infections identified at intake most likely 
occurred elsewhere; or  

3) State or local health department declaration that the program is experiencing a COVID-19 
outbreak; or 

4) ORR notification that there are facility-specific concerns for COVID-19 transmission. 
 
If a program has indicators for heightened concern (above), they should seek guidance from the ORR 
Division of Health for Unaccompanied Children (DHUC) (DCSMedical@acf.hhs.gov). Two enhanced 
strategies that may be used during periods of heightened concern are surveillance (i.e., asymptomatic) 
testing of children and staff and the temporary re-introduction of quarantine for those exposed as a 
close contact to a person with COVID-19. The recommended approach will depend on facility-specific 
indicators and risks.  

 
 
 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/types-of-masks.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/types-of-masks.html
https://www.cdc.gov/coronavirus/2019-ncov/your-health/covid-by-county.html
mailto:DCSMedical@acf.hhs.gov
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Surveillance Testing 
 

Testing all children with a regular frequency—commonly every 7 days—can lead to earlier identification 
of COVID-19. More frequent testing (e.g., every 3 days) may be recommended if there are multiple 
indicators of COVID-19 transmission within the facility. When surveillance testing is implemented, the 
ORR COVID-19 Testing Algorithm (Appendix A) should be used to determine whether one or more test is 
needed in making a COVID-19 diagnosis. During periods of surveillance testing, it is important that 
children be tested regardless of vaccination or symptom status. Children who are asymptomatic with a 
documented diagnosis of COVID-19 in the past 90 days should be excluded from surveillance testing.  
 

Temporary Re-introduction of Quarantine 
 

Children exposed as a close contact to a person with COVID-19 should be quarantined until at least 7 full 
days have passed since the date of last exposure to COVID-19 (i.e., Day 0) and negative testing 
requirements for discontinuation have been met. Testing requirements to discontinue quarantine 
resemble testing requirements for shortened medical isolation. See the section, above, entitled 
“Eligibility for Shortened Medical Isolation: Movement to General Program Population.” Children are 
exempt from needing to quarantine following an exposure if they have documentation of being up-to-
date on COVID-19 vaccines or documentation of a COVID-19 diagnosis in the past 90 days.  
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Table 1: Masking and PPE requirements for children and staff when indoors*   

 

N95 
respirator 

High-quality 
cloth or 

disposable 
surgical mask 

or international 
respirator** 

Eye 
Protection Gloves 

Gown/ 
Coveralls 

Unaccompanied Children (source control) 
Children with confirmed or 
suspected (i.e., showing 
symptoms of) COVID-19 

 X    

Asymptomatic children in the 
general program population 
with a known exposure to 
COVID-19 

 X    

Asymptomatic children in the 
general program population 
with no known exposure to 
COVID-19 

 X    

Staff (PPE) 
Staff having direct contact 
with children under medical 
isolation for COVID-19  

X  X X X 

Staff performing COVID-19 
testing or working with 
children in an ‘Intakes’ setting 
where COVID-19 status is 
unknown  

X  X X X 

Staff having direct contact 
with children in the general 
program population (i.e., not 
in medical isolation) 

 X 

   

Staff not having direct contact 
with children 

 X    

*Children should wear a mask as much as safely possible when indoors, unless they are medically 
isolated in a private room. Staff should wear a mask as much as safely possible when indoors, unless 
they are the only person occupying a work area. 
** Masks should not be worn by children younger than 2 years; anyone who has trouble breathing; or 
anyone who is unconscious, incapacitated, or otherwise unable to remove the mask without assistance. 
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