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What is the proposed scheme in England? 

England has announced that it will supply two rapid antigen tests (lateral flow tests) per person per 

week to pick up cases in people who have the virus but are asymptomatic. If successful, this might 

prevent some onward transmission.  

"Asymptomatic" people include people with no symptoms of the disease at all and people with the 

less common symptoms who are not eligible for PCR tests (in the UK, PCR tests are available to those 

in the community with high fever, persistent cough, or loss of smell/taste). Realistically, 

"asymptomatic" may also include people with transient or very mild symptoms, which they might 

feel barely qualify as symptoms (1). The rough rule of thumb used is that one in three COVID-19 

cases is asymptomatic, although this may be higher depending on the definition.  

Rapid tests can be done at home or work, with the results available in half an hour. The scheme in 

England states that having a positive rapid test result requires the person to isolate until they get a 

further, more accurate PCR test result (processed in the laboratory).  

Sounds useful? What are the advantages and disadvantages of this approach for Northern Ireland? 

Whether PCR or rapid antigen tests, the need for isolation support is still paramount 

Rapid tests (like PCR tests) depend on the user wanting to find out their infection status. However, in 

the absence of proper financial support for people to isolate, they may be avoided by those who 

most need them – people on low incomes working outside the home, who cannot afford to isolate 

(1). This was the experience in Liverpool in November 2020, where tests were offered to the entire 

population on a trial basis (2). The Assembly Executive still has not instituted a comprehensive non-

discretionary support system for workers who need to isolate, including those in the gig economy, 

which needs to be addressed in conjunction with any testing regime. 

The numbers and implications of false negatives and false positives 

Rapid tests have been the subject of much controversy. They have a substantial false-negative rate 

and a low false-positive rate when compared to the standard PCR tests as a gold standard. Generally, 

they are believed to be better at picking up infectious cases with high rather than low viral load (2). 

Some, but not all, evaluations suggest they are better at picking up cases among symptomatic rather 

than asymptomatic people (3). 

A false negative means that although the test says that the person has no detectable COVID-19 

infection, they do actually have an infection. The false-negative rate is estimated to be in the order 

of 40% for the types of tests used. In other words, the test may pick up 60% of infections correctly 

(more if symptomatic, less if asymptomatic). However, there are many reasons for a false negative, 

including not doing the test procedure properly (3), so estimates can vary. Different test kits have 

different false negative rates, so it is important to stick to the recommended tests.  The main 

message is that the risk of a false negative is substantial. 

A false negative is of great concern, as it may lead someone who has tested negative but does have 

the virus to dispense with some of the usual preventive measures - masks, social distancing, meeting 

outdoors. Therefore they will be more likely to spread the virus than if they had not taken the test.  

At worst, this might make testing counterproductive and increase transmission. So a necessary 



message for asymptomatic people who self-administer rapid tests is, "If you test “negative” as no 

virus antigen was detected, continue to take all the usual precautions as if you had not taken a test 

at all". Therefore, it is clear that the purpose of the test is not to reassure people about their 

infection-free status but to pick up hidden positive cases and thus break more transmission chains. 

Given the problem of false negatives, symptomatic people are better to proceed straight to a PCR 

test as usual and not have a rapid test with less reliable results, and they should start isolating 

immediately 

A false positive means that the test says that the person is infected when they are not. It is 

estimated that about 1 in 1000 tests give a false positive result (3). 1 in 1000 sounds so small that it 

is not of much concern. However, if one assumes that, for example, 3 in every 1000 people at any 

one time are infectious (close to recent infection survey estimates), and that about one-third of 

these are asymptomatic, that means that if 1000 people do a test routinely, one will be 

asymptomatic with a false-positive result, one will be asymptomatic with a true positive result, and 

two will be symptomatic with a true positive result (assuming no false negatives!). Among 

asymptomatic people (two in this example), half will be false positives, unnecessarily asked to isolate 

until a PCR test reveals their negative status. Hence, a quick PCR turn round time is critical. The 

higher the prevalence of infection in the population (or setting, such as a workplace), the lower the 

ratio of false positives to true positives.   

 

What is Northern Ireland doing currently? 

NI currently is taking a more targeted approach than England. In Northern Ireland, repeated rapid 

tests (at least 2 per week are necessary to achieve the objectives) are being offered to schools (staff 

and older students) and workplaces with over 10 employees. In both of these situations, they could 

be a valuable addition to reduce transmission due to asymptomatic cases. However, they should in 

no circumstances be used to scale back COVID-19 safe practices. Rapid testing should be regarded as 

an additional measure, not an alternative measure, to improve school children and workers' safety 

and help drive down community transmission while we continue to vaccinate.  These measures need 

to be evaluated carefully as they proceed, with appropriate data gathering, to make sure that they 

are effective in these settings, which depends on communication and behaviours around testing.  

Schools and workplaces need policies and procedures regarding what they will do should someone 

test positive. In a school of 500 pupils testing twice weekly, one pupil can be expected to be false-

positive each week, in addition to the true positives at a rate depending on the community 

transmission rate. In the 24 hours it takes for the PCR test to come back (and after that, if the PCR 

confirms positive), who else should be sent or kept home? And what about their family members? 

And what about family members who cannot isolate themselves from each other in crowded or 

multi-occupant households? Will they receive alternative social support or alternative 

accommodation?  The success of rapid testing depends on what one does with the test result.  

So far, the NI workplace scheme extends to private employers and local government. What about 

the gig economy? Arguably, those most at risk are those people in the gig economy who are both 

more frequently exposed and stand to risk most lost income if they test positive – the rapid testing 

should be extended to these workers along with financial supports for isolation.  

Rapid testing is also helpful for care homes to supplement the protections of vaccination and the 

PCR testing regime (e.g. for visitors, on the day of the visit). There can surely be no one in NI who 



disagrees that allowing people to visit their relatives in care homes should be among the highest 

priorities, after such a sorry year of letting down the care sector, its residents and families.  

Only a few weeks ago, NI also announced that it would extend PCR testing to close contacts of cases, 

even if asymptomatic. This makes a lot of sense, as close contacts of people who test positive for the 

virus are a high risk group. The testing of close contacts has been the policy in Ireland since May 

2020, but not in the UK. In general, for high risk groups needing one-off (rather than repeated) tests, 

going straight to PCR testing is a better policy. What is missing in the advice at the moment is a clear 

timeline for testing – testing contacts early and only once could mean missing an infection that has 

yet to develop. 

Requiring that a rapid test which shows a positive result should be followed with a PCR test is useful 

for making sure that the person with infection enters the general test and trace information system. 

It is important that rapid tests are not used to bypass the information systems and contact tracing 

on which pandemic management depends. 

Should NI follow England and offer two lateral flow tests per week to everyone?  

Here we come to the overall goal of mass testing. There are two conflicting strategies. One is to use 

mass testing as a "false prospectus" in order to open up the economy more quickly and more widely 

before we have eliminated community transmission. Since mass testing is at best only a partially 

effective measure, and at worst, a counterproductive strategy, such mass testing will leave us with a 

considerable level of circulating virus and a fourth wave ahead.  

The other strategy is to use rapid testing to help crush community transmission as quickly as 

possible, bringing cases to single digits in Northern Ireland. Then, aided by contact tracing and 

border quarantine, we can open up the economy sustainably without further waves and lockdowns 

until vaccination has been completed in NI and elsewhere. This second strategy is best pursued by 

targeted measures among selected high risk population groups, with full attention to professional 

oversight, communication and support. 

In NI, we can choose to be more targeted than England and 1) use repeat rapid testing to help 

actively and intensively find cases in environments (workplaces, hospitals, transport, schools) where 

contacts are high and regular testing can be rigorously managed 2) concentrate on financially 

supporting those who test positive to isolate so that more people choose to be tested, and complete 

their isolation 3) support people who test positive to reduce household transmission in crowded 

households 4) embed rapid testing in an enhanced surveillance and contact tracing system which 

delivers increasingly sophisticated intelligence on the sources of infection in the population. 

Our overall objective should be to eliminate community transmission of the virus as fast as possible, 

as a prelude to opening up the economy. Let's use this opportunity, not waste it. No more 

lockdowns. No more rolling restrictions. Reduce the toll of deaths and long COVID as far and as fast 

as we can, and open up our health service for the much delayed non-COVID care. 

 

Evidence and Resources 

(1) Adherence to the test, trace, and isolate system in the UK: results from 37 nationally 

representative surveys | The BMJ 

Only one in five people with symptoms reported requesting a test in the CORSAIR survey. The most 

common reasons for not requesting a test were thinking the symptoms were not due to covid-19 

https://www.bmj.com/content/372/bmj.n608
https://www.bmj.com/content/372/bmj.n608


(20.9%), symptoms had improved (16.9%), symptoms were only mild (16.3%), having no contact 

with anyone who had covid-19 recently (13.0%), thinking that only self-isolation was needed 

(11.5%), not wanting to use a test that someone needed more (11.1%), not thinking you were eligible 

to get a test (11.0%), and being worried about how colleagues or employers would react if a test result 

was positive (10.0%). 

Symptom reporting in over 1 million people: community detection of COVID-19 (medrxiv.org) 

The REACT study found that less than 25% of people who tested positive for COVID had one of the 

four classic COVID symptoms, while 45% of infected individuals reported any symptom at all (of a list 

of 26 symptoms).  Note that in a survey situation, asymptomatic includes presymptomatic people. 

(2) Liverpool COVID-19 community testing pilot: interim evaluation report summary - GOV.UK 

(www.gov.uk) 

Liverpool,Community,Testing,Pilot,Interim,Evaluation.pdf 

The sensitivity of the Innova Lateral Flow Test in the Liverpool pilot was 40%, indicating that three 
fifths of PCR positive individuals were missed by the Innova device when used for supervised self-
swabbing of the asymptomatic public. LFT tests identified two-thirds of cases where people had 
higher viral loads. 25% of 498,000 residents took up lateral flow tests (LFTs i.e. rapid tests which 
were done at test sites). Fear of not having adequate support to isolate was a major barrier to taking 
up testing. LFT uptake in the most deprived areas was half that in the least deprived areas – 16.8% 
vs. 33.4%. Overall, LFT used for the asymptomatic picked up one third of infected individuals during 
the pilot period. 

(3) Papers reviewing the false negative and false positives of lateral flow tests Note that the 
term “accuracy” often used in the media is quite vague as to whether it is referring to false 
negatives or false positives, both properties of a test being important: 
 
Lateral flow tests cannot rule out SARS-CoV-2 infection | The BMJ 
 
COVID-19: Rapid Antigen detection for SARS-CoV-2 by lateral flow assay: a national 
systematic evaluation for mass-testing | medRxiv 
 
Test sensitivity is secondary to frequency and turnaround time for COVID-19 surveillance 
(nih.gov) 
 
The last of these papers argues that frequency and turnaround time are more important 
than test sensitivity (i.e. low false negative rate) for finding asymptomatic infected 
individuals, but note that this only holds in the absence of avoidance of testing or avoidance 
of isolation upon testing positive.  
 
 

 

https://www.medrxiv.org/content/10.1101/2021.02.10.21251480v1.full.pdf
https://www.liverpool.ac.uk/media/livacuk/coronavirus/Liverpool,Community,Testing,Pilot,Interim,Evaluation.pdf
https://www.bmj.com/content/371/bmj.m4787
https://www.medrxiv.org/content/10.1101/2021.01.13.21249563v1.full
https://www.medrxiv.org/content/10.1101/2021.01.13.21249563v1.full
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7325181.2/
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