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Abstract
The availability of direct-to-consumer, at-home medical tests has grown over the last decade, but it is unknown how 
frequently older adults purchase at-home tests, how they perceive such tests, and how interested they are in using at-home 
tests in the future. We conducted a cross-sectional, nationally representative survey of non-institutionalized US adults aged 
50 to 80 about their previous use of, perceptions of, and future intentions to use at-home medical tests. We found that nearly 
half of older adults (48.1%) have purchased an at-home medical test (95% CI 45.2%-51.0%), including 32.0% (95% CI 29.3%-
34.8%) who purchased a COVID-19 test, 16.6% (95% CI 14.7%-18.7%) who purchased an at-home DNA or genetic test, 
5.6% (95% CI 4.5%-7.0%) who purchased a screening test for cancer, and 4.4% (95% CI 3.4%-5.6%) who purchased a test for 
an infection other than COVID-19. Compared with White, non-Hispanic adults, Black, non-Hispanic adults were less likely to 
have purchased an at-home test (35.5% vs 49.6%, P < .01). Those with a college degree and those with an annual household 
income greater than $100K were more likely than others to have purchased at-home tests (55.5% vs 42.0%, P < .01; 60.6% 
vs 39.0%, P < .001, respectively). Most older adults had positive perceptions about at-home tests and expressed interest in 
using at-home tests in the future. At-home medical testing is now common among older adults. Clinicians should be familiar 
with different tests that patients can purchase and be prepared to discuss the potential advantages and disadvantages of at-
home testing.
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What do we already know about this topic?
The availability of direct-to-consumer, at-home medical tests has grown over the last decade and increased during the 
COVID-19 pandemic.

How does your research contribute to the field?
This study presents the first national estimates for purchase of, perceptions of, and interest in future use of at-home medi-
cal tests among older US adults.

What are your research’s implications toward theory, practice, or policy?
Clinicians should be prepared to discuss the potential advantages and disadvantages of at-home tests with their patients; 
and when these tests are reliable and serve a potential public health benefit, policymakers, insurers, and healthcare sys-
tems should consider the racial, ethnic, and socioeconomic differences highlighted in this research.
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Introduction

Early restrictions due to the COVID-19 pandemic limited 
access to routine primary care services and yet, also neces-
sitated a way to provide patients with access to rapid, reliable 

medical tests that have historically been offered via primary 
care.1 In 2021 the Food and Drug Administration (FDA) 
granted emergency use authorization (EUA) to several com-
panies to sell and market at-home COVID-19 antigen tests.2 
In January 2022, the Biden administration began making 
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COVID-19 test kits freely available to every US household, 
marking a massive, nationwide initiative to increase direct-
to-consumer, at-home testing.3

Throughout the US, individuals can now purchase a 
variety of screening, diagnostic, and other informational 
medical tests directly from pharmacies, supermarkets, and 
online companies without the assistance of a clinician. 
Using saliva, respiratory secretions, urine, or blood, indi-
viduals can test for a variety of conditions and biomarkers 
of disease such as urinary tract infections, sexually trans-
mitted infections, hormone levels, certain cancers, and 
genetic polymorphisms.4 Some of these tests can be con-
ducted completely at home (eg, COVID-19 antigen tests) 
and others require a self-collected specimen to be mailed to 
outside companies and laboratories for testing (eg, direct-
to-consumer genetic tests). Although different, common to 
these various types of at-home tests is their potential to 
quickly provide individuals with information that can 
impact the health and well-being of themselves and 
others.5-8

However, numerous concerns have been raised about the 
use of at-home medical tests. For example, the validity, reli-
ability, and utility of at-home tests is often uncertain.9-12 
Some individuals may have difficulty understanding the 
implications of their results.13-15 Because at-home tests 
depart from the traditional model of medical testing within 
an established patient-clinician relationship, when at-home 
tests are used clinicians can be excluded from health-related 
evaluations and decisions. This can result in a range of unin-
tended consequences16,17 including a potential cascade of 
increased costs to patients and healthcare systems.6 Older 
adults, who on average have a greater number of medical 
conditions than other populations,18 may be particularly vul-
nerable to such negative consequences.

Despite these concerns, little is known about how many 
patients have purchased at-home tests and their perceptions 
of these tests. Existing studies have generally focused on a 
single type of at-home test,19 have not specifically addressed 
use among older adults,20 or have focused on a different 
demographic of high-risk patients.21 We conducted a nation-
ally representative survey to better understand how many 
older US adults have purchased at-home tests, their percep-
tions of these tests, how often they shared their results with 

their primary care clinicians, and their intentions to use at-
home tests in the future.

Methods

Study Design

This study was conducted through the University of Michigan 
National Poll on Healthy Aging (NPHA). The NPHA is a 
recurring, cross-sectional survey of US adults aged 50 to 
80 years on health and health care issues affecting older 
adults.22 Samples are drawn from the NORC AmeriSpeak 
Panel®, a probability-based panel designed to be representa-
tive of the non-institutionalized, US population aged 
50 to 80.23 Panel participants can complete surveys online or 
by phone. Data were collected in January 2022. Overall, 
2163 respondents completed the survey (1971 by web and 
192 by phone). Median survey duration was 12 min. The sur-
vey completion rate was 75.2%. This study was determined 
to be exempt by the University of Michigan Institutional 
Review Board.

Survey Instrument

Participants were asked “Have you ever bought an at-home 
test for COVID-19?” and “Have you ever bought any other 
types of at-home medical tests?” Options for other types of 
at-home tests included: (1) test for an infection other than 
COVID-19 (such as HIV, urinary tract infection); (2) screen-
ing test for cancer (such as colon cancer, prostate cancer); (3) 
DNA or genetic test (such as 23andMe, Ancestry.com); (4) 
hormone test (such as testosterone, menopause); (5) food 
sensitivity test, (6) allergy test; or (7) some other test. 
Participants were asked about purchase of at-home tests 
rather than use of at-home tests in order to draw a distinction 
from any tests ordered by a doctor, those covered by insur-
ance and the free COVID-19 test kits made available by gov-
ernment agencies and community organizations. Home 
monitoring tests such as ambulatory blood pressures and glu-
cose monitoring were excluded. Participants who had pur-
chased an at-home test were asked if they shared their results 
with their primary care provider. All participants were asked 
how interested they were in using each type of at-home test 
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in the future. To assess participants’ overall perceptions of 
at-home tests, they were asked to indicate their level of 
agreement that at-home tests “are more convenient than tests 
through my health care providers”; “can be trusted to give 
reliable results”; “are regulated by the government”; “are a 
good value”; and “should be discussed with my doctor.” The 
full survey instrument is available as a Supplemental 
Material.

Sociodemographic and Health Outcome 
Measures

Data on sociodemographic characteristics were collected by 
NORC from AmeriSpeak® panel participants and assigned to 
categories for age group, gender, race and ethnicity, marital 
status, education, and annual household income. Data on 
self-reported physical health status and mental health status 
were also collected.

Statistical Analysis

Multivariable logistic regression models were estimated to 
measure associations between respondents’ age, gender, 
race/ethnicity, income, education, marital status, and health 
status with the following dependent variables: any previous 
purchase of an at-home medical test, any previous purchase 
of specific types of at-home tests, overall perceptions of at-
home tests, and interest in future use of different types of at-
home tests. Given the relatively low prevalence of purchase 
of allergy, food sensitivity, and hormone tests, purchase of 
these tests was combined into a single variable for the mod-
els estimating previous purchase of at-home tests and future 
interest in at-home tests. Previous purchase of any at-home 
test was added as an independent variable in the models to 
predict overall perceptions of at-home medical tests and 
interest in future use. The primary outcomes are reported as 
marginal estimates of the models. Frequencies of sharing 
results of at-home tests with primary care providers are 
reported as unadjusted bivariate associations due to rela-
tively small sample sizes for previous purchase of some 
types of at-home tests. Responses for level of interest in 
future use of different types of at-home tests were dichoto-
mized as being interested or not interested in each test type. 
Responses to statements about at-home test perceptions were 
dichotomized into agree or disagree. All analyses used sam-
ple weights to yield nationally representative estimates. 
Missing or “no answer” responses were excluded. All analy-
ses were performed using STATA 17.

Results

Purchase of At-Home Medical Tests

Estimates of population characteristics are shown in the 
Supplemental Material. Nearly half of adults aged 50 to 80 

(48.1%) reported having purchased any type of at-home 
medical test (95% CI 45.2%-51.0%, Table 1). Almost one-
third (32.0%, 95% CI 29.3%-34.8%) had purchased a 
COVID-19 test, 16.6% (95% CI 14.7%-18.7%) had pur-
chased an at-home DNA or genetic test, and 5.6% (95% CI 
4.5%-7.0%) had purchased a screening test for cancer. Few 
older adults (4.4%, 95% CI 3.4%-5.6%) had purchased a test 
for an infection other than COVID-19, and 7.8% (95% CI 
6.3%-9.5%) had purchased some other type of at-home test 
(eg, a hormone, allergy, or food sensitivity test).

In multivariable analyses, Black, non-Hispanic adults 
were less likely to have purchased any type of at-home test 
compared to White, non-Hispanic adults (35.5% vs 49.6%, 
P = .006). Black, non-Hispanic adults were also less likely to 
have purchased a test for an infection other than COVID-19 
(0.5% vs 4.9%, P < .001) and a DNA/genetic test (9.6% vs 
17.3%, P = .026). Older adults with a college degree (vs high 
school or less) and those with a household income greater 
than $100 000 (vs less than $30 000) were more likely to 
have purchased any type of at-home test (55.5% vs 42.0%, 
P = .001; 60.6% vs 39.0%, P < .001, respectively). Similar 
differences in purchase of an at-home tests by education and 
income were observed for COVID-19 tests (36.4% vs 28.5%, 
P = .034; 44.9% vs 24.5% P < .001, respectively) and DNA/
genetic tests (23.6% vs 9.6%, P < .001; 21.9% vs 12.1% 
P = .011, respectively). Women were more likely than men to 
have purchased an at-home test for an infection other than 
COVID-19 (5.6% vs 2.7%, P = .016).

Perceptions of At-Home Medical Tests

Most older adults agreed that at-home medical tests are more 
convenient than tests through their health care provider 
(75.1%, 95% CI 72.5%-77.6%), can be trusted to give reli-
able results (59.9%, 95% CI 57.1%-62.8%), are regulated by 
the government (54.8%, 95% CI 51.9%-57.7%), and are a 
good value (66.0%, 95% CI 63.2%-68.7%). In multivariable 
analyses, Black, non-Hispanic and Hispanic adults were less 
likely than White, non-Hispanic adults to agree that at-home 
tests are more convenient (65.2% vs 78.4%, P = .002, 66.9% 
vs 78.4% P = .002, respectively), but Black, non-Hispanic 
adults were more likely than White, non-Hispanic adults to 
agree that at-home tests are a good value (76.7% vs 65.0%, 
P = .012). Those with some college or at least a bachelor’s 
degree were more likely than those with high school educa-
tion or less to agree that at-home tests are more convenient 
(77.4% and 82.4% vs 68%, P = .002 and P < .001, respec-
tively). Those with annual household incomes of at least 
$100 000 were more likely to agree that at-home tests are 
more convenient (80.7% vs 71.9%, P = .043) and are a good 
value (71.2% vs 61.2%, P = .04). Compared with those who 
had not previously purchased an at-home test, those who had 
previously purchased an at-home test had significantly 
higher prevalence of agreement with each of the perception 
statements (Table 2).
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A large majority of older adults agreed that the results of 
at-home tests should be discussed with one’s doctor (93.6%, 
95% CI 92.1%-94.9%). Among those who had purchased 
each respective type of at-home test, 90.5% (95% CI 82.4%-
95.0%) shared the result of an at-home cancer screening test 
with their primary care provider (PCP), 63.1% (95% CI 
46.7%-76.9%) shared the result of some other type of at-
home test (eg, hormone, food sensitivity, or allergy tests) 
with their PCP, 55.4% (95% CI 41.4%-68.5%) shared the 
result of an at-home test for an infection other than COVID-
19 with their PCP, and 9.0% (95% CI 5.6%-13.9%) shared 
the result of an at-home DNA/genetic test with their PCP 
(Figure 1).

Interest in Future Use

Most older adults (82.4%, CI 80.1%-84.4%) were interested 
in using some type of at-home medical test in the future. 
Women and those with a bachelor’s degrees or higher were 
more likely to report interest in using any type of at-home 
test in the future (87.4% vs 76.1%, P < .001; 88.5% vs 
77.8%, P = .011, respectively). Compared with those with 
annual household incomes less than $30,000, all other 
income groups were more likely to be interested in future use 
of at-home testing (Table 3).

Adults aged 65 to 80 were less likely than those aged 50 
to 64 to report interest in future use of at-home tests other 

than COVID-19 tests (Table 3). Women were more likely 
than men to express interest in future use of COVID-19 tests 
(74.6% vs 63.1%, P < .001), tests for infections other than 
COVID-19 (50.0% vs 34.6%, P < .001), DNA/genetic tests 
(44.2% vs 34.6%, P = .001), and other types of at-home tests 
such as hormone, allergy, or food sensitivity tests (50.1% vs 
38.7, P < .001). Compared with White, non-Hispanic adults, 
Black, non-Hispanic adults reported greater future interest in 
use of COVID-19 tests (79.3% vs 66.9%, P = .005) and 
DNA/genetic tests (49.8% vs 38.6%, P = .033). Hispanic 
adults, compared to White non-Hispanic adults, reported 
greater interest in future use of at-home tests for cancer 
screening (63.6% vs 53.9%, P = .029) and other at-home tests 
such as hormone, allergy, or food sensitivity tests (53.8% vs 
43.0%, P = .015).

Those with bachelor’s degrees or higher were more likely 
than those with lower levels of education to report interest in 
future use of every type of at-home test (Table 3). Individuals 
with household incomes of at least $100 000 were more 
likely to report interest in future use of COVID-19 tests 
(76.0% vs 62.4, P = .003) and other at-home tests such as 
hormone, allergy, or food sensitivity tests (48.0% vs 38.4%, 
P = .049). Those reporting fair or poor physical health were 
more likely than those reporting better physical health to be 
interested in purchasing other types of at-home tests such as 
hormone, allergy, or food sensitivity tests (51.8% vs 42.7%, 
P = .013). Those who had previously bought an at-home test 

Table 1.  Adjusted Prevalence of Purchase of Different Types of at Home Medical Tests.

Variable
Any test  
(n = 2105)

COVID-19  
(n = 2103)

Other infection  
(n = 2094)

Cancer screening  
(n = 2089)

DNA/genetic test  
(n = 2091)

Hormone/allergy/
food sensitivity/other 

(n = 2105)

Age, % (95% CI)
 50-64 48.9 (45.0-52.8) 34.2 (30.5-37.9) 4.8 (3.1-6.4) 5.1 (3.4-6.7) 15.0 (12.4-17.7) 9.4 (7.1-11.6)
 65-80 47.3 (43.3-51.3) 29.6 (25.8-33.4) 3.4 (2.1-4.7) 6.2 (4.3-8.1) 18.8 (15.9-21.6) 5.3 (3.6-7.0)**
Gender, % (95% CI)
 Male 45.3 (41.3-49.3) 30.2 (26.6-33.9) 2.7 (1.4-4.0) 5.5 (3.6-7.1) 15.7 (13.1-18.4) 6.4 (4.4-8.4)
 Female 50.8 (46.9-54.7) 34.1 (30.2-38.0) 5.6 (3.9-7.3)* 5.8 (3.9-7.7) 17.5 (14.6-20.4) 8.9 (6.5-11.3)
Race/Ethnicity, % (95% CI)
 Black 35.5 (26.7-44.4)** 24.4 (16.8-32.0) 0.5 (0.0-1.0)*** 4.5 (0.8-8.2) 9.6 (4.6-14.6)* 7.1 (1.2-13.0)
 Hispanic 52.5 (44.6-60.4) 33.9 (25.8-41.9) 4.6 (1.1-8.2) 3.4 (0.9-5.9) 21.8 (16.1-27.6) 8.9 (4.8-13.0)
 White 49.6 (46.3-52.8) 32.9 (29.9-36.0) 4.9 (3.5-6.2) 6.4 (4.8-8.0) 17.3 (15.0-19.6) 7.1 (5.5-8.7)
 Other race/ethnicity 45.7 (31.6-59.8) 33.1 (19.6-46.6) 1.9 (−0.9 to 4.7) 3.3 (−0.6 to 7.2) 11.2 (3.4-19.0) 11.4 (2.9-19.9)
Education, % (95% CI)
 High school or less 42.0 (36.3-47.7) 28.5 (23.1-33.9) 4.4 (2.2-6.5) 4.7 (2.4-6.9) 9.6 (6.4-12.8) 6.7 (3.8-9.7)
 Some college 47.8 (44.0-51.8) 31.6 (28.0-35.3) 3.9 (2.4-5.4) 5.5 (3.7-7.3) 16.8 (13.9-19.7)** 7.4 (5.3-9.6)
 Bachelor’s degree or higher 55.5 (50.8-60.2)** 36.4 (32.0-40.8)* 4.1 (2.4-5.8) 6.8 (4.5-9.1) 23.6 (19.6-27.6)*** 8.8 (6.1-11.4)
Household income, % (95% CI)
 Less than $30 000 39.0 (31.9-46.1) 24.5 (17.9-31.2) 3.1 (0.5-5.7) 4.6 (1.9-7.2) 12.1 (7.4-16.7) 6.2 (3.0-9.4)
 $30 000-less than $60 000 42.8 (37.4-48.2) 25.2 (20.3-30.1) 4.5 (2.2-6.8) 6.2 (3.3-9.1) 14.1 (10.3-18.0) 7.9 (4.8-10.9)
 $60 000-less than $100 000 47.9 (42.2-53.6) 30.9 (25.8-36.1) 3.9 (1.9-6.0) 6.1 (3.7-8.4) 15.5 (12.0-19.1) 8.6 (5.2-12.0)
 $100 000 or more 60.6 (54.5-66.7)*** 44.9 (38.6-51.3)*** 4.9 (2.4-7.5) 5.4 (2.9-7.8) 21.9 (17.5-26.4)* 7.6 (4.6-10.6)
Overall prevalence,a % (95% CI) 48.1 (45.2-51.0) 32.0 (29.3-34.8) 4.4 (3.4-5.6) 5.6 (4.5-7.0) 16.6 (14.7-18.7) 7.8 (6.3-9.5)

Note. Prevalences reported as marginal estimates with 95% confidence intervals. Models also adjusted for self-reported mental health, physical health, and marital status.
aUnadjusted, overall weighted estimate with 95% CI.
*P < .05. **P < .01. ***P < .001.
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were more likely to express interest in purchasing any type 
of at-home in the future (Table 3).

Discussion

In this nationally representative survey, we found that about 
half of US adults aged 50 to 80 have purchased some type of 

direct-to-consumer, at-home medical test. About one third 
have purchased a COVID-19 test, and just over 16% have 
purchased at-home genetic tests. There were important 
socioeconomic and racial/ethnic differences in prior pur-
chase and perceptions of at-home tests, though most older 
adults across subgroups had positive perceptions. We also 
found that a considerable percentage of older US adults are 

Table 2.  Adjusted Prevalence of Perceptions About At-Home Medical Tests.

Variable
More convenient  

(n = 2087)
Can be trusted  

(n = 2070)

Are regulated by  
government  
(n = 2034)

Good value  
(n = 2017)

Should be discussed  
with my doctor  

(n = 2077)

Age, % (95% CI)
 50-64 77.3 (73.9-80.7) 60.7 (56.8-64.7) 54.5 (50.3-58.6) 67.9 (64.2-71.6) 93.2 (91.2-95.2)
 65-80 72.5 (68.8-76.1) 59.0 (55.0-62.9) 55.7 (51.6-59.9) 63.5 (59.6-67.3) 94.0 (92.3-95.8)
Gender, % (95% CI)
 Male 73.1 (69.4-76.7) 59.4 (55.6-63.3) 55.2 (51.1-59.4) 64.5 (60.8-68.3) 93.4 (91.5-95.4)
 Female 77.0 (73.7-80.4) 60.5 (56.4-64.5) 54.8 (50.7-58.9) 67.3 (63.5-71.0) 93.6 (91.5-95.8)
Race/Ethnicity, % (95% CI)
 Black 65.2 (56.5-73.9)** 66.3 (57.7-74.9) 60.3 (50.9-69.7) 76.7 (69.2-84.3)** 94.4 (91.3-97.6)
 Hispanic 66.9 (59.7-74.2)** 53.5 (45.4-61.6) 52.4 (44.4-60.4) 61.7 (53.4-69.9) 92.9 (89.0-96.8)
 White 78.4 (75.7-81.1) 60.0 (56.8-63.1) 54.9 (51.6-58.3) 65.0 (62.0-68.1) 93.6 (92.1-95.1)
 Other race/ethnicity 73.8 (58.2-89.5) 61.5 (45.9-77.2) 52.5 (36.8-68.2) 64.6 (50.3-78.9) 92.7 (83.1-102.3)
Education, % (95% CI)
 High school or less 68.2 (63.0-73.4) 56.0 (50.2-61.9) 51.4 (45.4-57.4) 64.7 (59.6-69.9) 93.7 (90.9-96.5)
 Some college 77.4 (74.2-80.7)** 61.4 (57.4-65.3) 57.0 (53.0-61.1) 65.2 (61.4-69.1) 91.1 (88.8-93.4)
 Bachelor’s degree or higher 82.4 (78.6-86.1)*** 63.5 (58.9-68.1) 57.5 (52.7-62.3) 68.0 (63.5-72.4) 95.0 (93.0-97.0)
Household income, % (95% CI)
 Less than $30 000 71.9 (65.7-78.0) 57.9 (50.9-65.0) 54.5 (47.1-62.0) 61.2 (54.2-68.3) 93.9 (90.7-97.0)
 $30 000-less than $60,000 74.0 (69.3-78.7) 61.1 (56.0-66.2) 55.9 (50.4-61.4) 66.7 (61.6-71.9) 92.7 (89.8-95.6)
 $60 000-less than $100 000 74.3 (69.2-79.5) 61.6 (56.1-67.1) 53.8 (48.1-59.5) 63.5 (58.1-69.0) 96.0 (94.0-97.9)
 $100 000 or more 80.7 (75.7-85.6)* 58.7 (52.2-65.3) 55.7 (49.3-62.1) 71.2 (65.9-76.6)* 91.7 (88.5-95.0)
Bought any at-home test, % (95% CI)
 Yes 79.7 (76.2-83.1)** 70.5 (66.7-74.4)*** 59.6 (55.4-63.8)** 75.0 (71.5-78.5)*** 92.3 (90.1-94.5)
 No 71.4 (67.8-75.0) 50.0 (45.9-54.1) 50.6 (46.5-54.7) 57.2 (53.1-61.3) 94.7 (93.2-96.3)
Overall perception,a % (95% CI) 75.1 (72.5-77.6) 59.9 (57.1-62.8) 54.8 (51.9-57.7) 66.0 (63.2-68.7) 93.6 (92.1-94.9)

Note. Prevalence reported as marginal estimates with 95% confidence intervals. Models also adjusted for self-reported mental health, physical health, and 
marital status.
aUnadjusted, overall weighted estimate with 95% CI.
*P < .05. **P < .01. ***P < .001.

Figure 1.  Percentage of those who shared the results of an at-home test with their primary care provider (blue) versus those who 
purchased an at-home test but did not share the result (orange) by test type.
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interested in future use of at-home tests, although this too 
varied among different demographic groups. To our knowl-
edge, this is the first study to generate national estimates for 
purchase of, perceptions of, and interest in future use of at-
home tests among older US adults.

We found significant disparities in prior purchase of at-
home tests by education and income. In a survey on use of 
at-home COVID-19 tests from fall 2021 to spring 2022, the 
US Centers for Disease Control and Prevention similarly 
found increased test use among those with higher education 
and income.24 Differences in income and education level 
have also been found regarding direct-to-consumer genetic 
testing awareness in the US25 and at-home testing in the 
Netherlands.26 Given the convergence of these prior results 
with the current study, we hypothesize differences in income 
may be attributable to the often high out-of-pocket costs of 
at-home tests.6 Furthermore, the differences observed by 
education level may be due to a greater sense of self-efficacy 
to use and interpret at-home test results without the assis-
tance of a clinician among respondents with a higher educa-
tion level.27

Income and education-level disparities were also observed 
regarding future interest in at-home tests, and to some extent 

regarding perceptions. These differences may be due to 
greater financial ability and confidence to purchase, perform, 
and interpret at-home tests among those with higher levels of 
education and income. Among these subgroups, it is also 
possible that at-home testing could be viewed as more favor-
able than the time it takes to schedule, attend, and await 
results from a doctor’s appointment.

We also found significant racial/ethnic differences in at-
home test purchase. This is in contrast to a 2019 study within 
the Kaiser Permanente system that found no difference in 
prior use of direct-to-consumer genetic testing between 
Hispanic, Black, non-Hispanic, and White, non-Hispanic 
participants.28 However, their overall estimates of such test-
ing were much lower than in our study (5% compared with 
16%), and other studies have shown lower use of certain at-
home tests among black individuals compared with White 
individuals.24 At the same time, Black, non-Hispanic older 
adults reported significantly greater future interest in 
COVID-19 and DNA genetic testing compared with White, 
non-Hispanic older adults. Some have hypothesized that at-
home testing could assist in decreasing health disparities,6,29 
but these findings suggest that more research is needed 
before this is realized.

Table 3.  Adjusted Prevalence of Interest in Future Use of At-Home Medical Tests.

Variable
Any test  
(n = 2105)

COVID-19  
(n = 2098)

Other infection  
(n = 2098)

Cancer screening  
(n = 2098)

DNA/genetic test  
(n = 2099)

Hormone/allergy/
food sensitivity/other 

(n = 2105)

Age, % (95% CI)
 50-64 83.3 (80.5-86.2) 69.1 (65.5-72.6) 45.8 (41.9-49.8) 58.6 (54.6-62.6) 43.1 (39.1-47.1) 49.8 (45.8-53.8)
 65-80 80.8 (77.9-83.7) 69.4 (65.9-72.9) 38.4 (34.5-42.4)* 52.5 (48.3-56.8)* 35.0 (31.1-38.8)** 38.1 (34.3-41.9)***
Gender, % (95% CI)
 Male 76.1 (72.7-79.5) 63.1 (59.3-66.9) 34.6 (30.8-38.4) 53.1 (49.0-57.2) 34.6 (30.9-38.3) 38.7 (34.9-42.5)
 Female 87.4 (85.0-89.8)*** 74.6 (71.3-77.9)*** 50.0 (46.0 -54.0)*** 58.5 (54.5-62.5) 44.2 (40.1-48.3)** 50.1 (46.2-54.1)***
Race/Ethnicity, % (95% CI)
 Black 85.5 (79.4-91.6) 79.3 (72.2-86.4)** 43.9 (34.6-53.3) 60.9 (51.7-70.0) 49.8 (40.0-59.6)* 40.7 (31.8-49.6)
 Hispanic 84.6 (79.3-90.0) 72.7 (66.0-79.5) 47.8 (39.5-56.1) 63.6 (55.9-71.2)* 40.2 (32.2-48.2) 53.8 (45.8-61.8)*
 White 80.4 (78.0-82.9) 66.9 (64.0-69.8) 41.4 (38.3-44.4) 53.9 (50.7-57.1) 38.6 (35.5-41.7) 43.0 (39.8-46.1)
 Other race/ethnicity *90.8 (83.3-98.2) 67.9 (54.5-81.4) 43.6 (28.3-58.8) 54.7 (36.4-73.0) 32.7 (19.1-46.4) 51.6 (36.3-66.8)
Education, % (95% CI)
 High school or less 77.8 (73.8-81.9) 63.1 (58.0-68.)2 36.9 (31.4-42.3) 51.5 (45.5-57.5) 33.5 (28.1-38.9) 40.5 (34.9-46.0)
 Some college 82.4 (79.5-85.3) 68.5 (64.9-72.0) 42.0 (38.1-45.9) 56.8 (52.9-60.7) 43.1 (39.1-47.0)** 45.3 (41.3-49.2)
 Bachelor’s degree or higher 88.5 (85.7-91.3)*** 77.5 (73.6-81.3)*** 49.5 (44.9-54.2)** 60.5 (55.8-65.1)* 43.9 (39.2-48.6)** 49.0 (44.4-53.5)*
Household income, % (95% CI)
 Less than $30 000 75.4 (69.7-81.1) 62.4 (55.9-68.9) 38.6 (31.9-45.3) 52.0 (45.1-59.0) 35.5 (28.4-42.7) 38.4 (31.8-44.9)
   $30 000-less than $60 000 83.5 (79.9-87.0)* 69.3 (64.5-74.1) 43.4 (38.0-48.8) 56.8 (51.4-62.2) 38.2 (33.0-43.3) 45.1 (39.7-50.6)
 $60 000-less than $100 000 84.3 (80.5-88.0)* 68.5 (63.6-73.4) 42.9 (37.3-48.4) 56.0 (50.1-62.0) 39.3 (33.7-44.9) 45.7 (40.2-51.2)
 $100 000 or more 85.7 (81.3-90.1)* 76.0 (70.9-81.0)** 44.6 (38.5-50.6) 58.1 (52.1-64.2) 44.2 (38.0-50.4) 48.0 (42.0-54.0)*
Physical health, % (95% CI)
 Excellent-good 81.3 (78.8-83.8) 67.8 (64.8-70.7) 41.3 (38.0-44.5) 55.8 (52.4-59.2) 38.9 (35.7-42.2) 42.7 (39.5-45.9)
 Fair/poor 84.7 (80.8-88.6) 74.0 (68.9-79.0) 47.3 (41.0-53.7) 56.4 (50.1-62.8) 41.9 (35.4-48.4) 51.8 (45.6-58.0)*
Bought any at-home test, % (95% CI)
 Yes 90.7 (88.3-93.2)*** 79.3 (75.9-82.7)*** 49.1 (44.9-53.3)*** 61.9 (57.7-66.1)*** 45.2 (41.1-49.3)*** 50.5 (46.3-54.7)***
 No 75.3 (72.2-78.5) 60.4 (56.7-64.2) 36.4 (32.5-40.2) 50.5 (46.5-54.5) 34.3 (30.4-38.2) 39.1 (35.3-43.0)
Overall interest,a % (95% CI) 82.4 (80.1-72.1) 69.5 (66.7-72.1) 42.6 (39.8-45.5) 56.3 (53.4-59.2) 39.7 (36.9-42.6) 44.6 (41.7-47.5)

Note. Prevalence reported as marginal estimates with 95% confidence intervals. Models also adjusted for mental health and marital status.
aUnadjusted, overall weighted estimate with 95% CI.
*P < .05. **P < .01. ***P < .001.
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Most older adults stated that at-home tests are more con-
venient than those from their doctors, which is consistent 
with prior hypotheses that a strength of at-home tests is their 
accessibility.5,6 Particularly in a time when primary care ser-
vices are more difficult to access due to greater patient vol-
umes and a shrinking primary care workforce,30 at-home 
tests could at times provide greater, more timely access to 
health information. Assuming valid and reliable at-home 
tests, the growing availability of telemedicine may be an 
especially apt place for more at-home testing as this would 
enable clinicians to continue to be a part of the decision-
making process.

Most adults thought the results of at-home tests could be 
trusted and that these tests were regulated by the govern-
ment. The validity, reliability, and overall utility of at-home 
tests has been debated among experts, and much of this 
debate has focused on the regulation of such tests.9-11 The 
FDA has approved a number of diagnostic at-home tests for 
“over-the-counter” use,4 but many tests on the market remain 
unregulated or under-regulated.6,31 Our results suggest, how-
ever, that patients generally believe at-home tests are regu-
lated by government but a substantial minority did not, which 
may reflect public confusion in how at-home testing is regu-
lated. Indeed, the nuances between some regulatory policies 
and exemptions created confusion about the meaning of 
EUAs during the COVID-19 pandemic among both patients 
and clinicians.32 Additionally, there are a number of exclu-
sions for FDA oversight of at-home tests that makers of 
direct-to-consumer, at-home tests could use to advertise 
them without formal approval.33 Greater clarity surrounding 
the regulation of at-home tests from the FDA and retailers 
alike could assist individuals in better understanding the 
veracity of at-home test results. Broader public messaging or 
more explicit marketing standards about non-FDA approved 
tests could assist in this.

Older adults with prior purchase of an at-home test were 
far more likely to report positive perceptions, and this asso-
ciation was also seen regarding interest in future use. We also 
found that women and younger respondents (50-64 years 
old) were more likely to be interested in future use of at-
home tests. Given that many older adults have already pur-
chased at-home tests and that prior purchase may predict 
interest and use in the future, clinicians should be prepared to 
see more older patients who have used at-home tests and be 
prepared to discuss the potential benefits, risks, and results of 
at-home tests with their patients. However, our study identi-
fied a key obstacle to such discussions. Although nearly 90% 
of older adults reported at-home test results should be shared 
with their PCP, actual rates of sharing varied by type for test 
and thus clinicians may often have no idea that at-home test-
ing has occurred. For instance, while nearly all patients who 
had bought an at-home cancer screening test shared the 
results with their PCP, only about half of those who tested for 
an infection other than COVID-19 had. This could have 
important clinical implications as those who are testing for 

infections such as UTIs or HIV are likely testing for some 
reason—whether that is due to the presence of symptoms or 
certain behaviors that increase infection risk. Use of at-home 
testing in such situations could lead to unintended conse-
quences such as false reassurance or missed opportunities for 
additional necessary testing or counseling about risk reduc-
tion strategies. This finding also highlights the need for con-
sumer protections around at-home tests, which could take the 
form of official consumer reports, greater coverage by media 
outlets, and educational outreach campaigns by health insur-
ance companies, healthcare systems, or community-based 
organizations.

Limitations

Purchase of at-home tests was self-reported and is vulnerable 
to recall and social desirability biases. Our results may not be 
generalizable to adults beyond 50 to 80 years or those older 
adults residing in long term care or other institutions. Our 
survey was administered in January 2022 during the White 
House’s announcement to make COVID-19 tests freely 
available, and this may have affected perceptions and inter-
est in future use as well as overestimated the purchase of 
COVID-19 tests specifically.

Conclusion

Half of older adults have used some form of at-home medical 
test, and such use is likely to grow given positive perceptions 
and interest in future use of at-home tests. Clinicians should 
be aware of the different types of at-home tests now avail-
able, be prepared to discuss with patients the risks and ben-
efits of using at-home tests, and consider asking about prior 
at-home testing. When at-home tests have the potential to 
mitigate personal and public health risk, policymakers should 
explore strategies to promote equity in access to evidence-
based at-home tests that have potential to reduce health care 
disparities.
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