
 

 

 

 

 

 

 

 

 

Potential alternative quarantine and testing protocols:  
for rapid deployment of health care workers 

 

Executive Summary 
 
Aboriginal and Torres Strait Islander communities in remote South Australia are high risk settings for outbreaks 
of COVID-19 if the SARS-COV-2 virus is introduced, and backup health care workers would be required. The 
Biosecurity Act currently requires all visitors to these communities to quarantine for 14 days. This brief 
addresses the available evidence on: the incubation period of SARS-COV-2; and current available testing 
options, to inform policy planning on the rapid deployment of additional health care workers into these settings.  
 
Incubation period and potential for transmission:  
• The WHO indicates the incubation period is 5-6 days on average but can be up to 14 days (capturing 97-

99% of cases). The longest reported delay between known exposure and symptoms is 27 days. 
• Cases are potentially infectious from 1-3 days prior to becoming symptomatic.  
• Symptomatic cases and transmission: The vast majority of cases are symptomatic, although symptoms can 

be very mild. Evidence indicates that people may be more contagious around the time of symptom onset as 
compared to later on in the disease. 

• Pre-symptomatic cases and transmission: Pre-symptomatic cases have been documented, as has pre-
symptomatic transmission (although less widely than symptomatic transmission). While pre-symptomatic 
transmission is possible, WHO reinforces that pre-symptomatic transmission still requires the virus to be 
spread via infectious droplets or through touching contaminated surfaces.  

• Asymptomatic cases and transmission: There are few confirmed reports of truly asymptomatic cases of 
SARS-COV-2. Discussion about potential “asymptomatic transmission” is widespread. However, and by 
contrast to pre-symptomatic cases, the WHO reports that “to date [2 April, 2020], there has been no 
documented asymptomatic transmission. This does not exclude the possibility that it may occur.” 

Note: Cases that test positive for SARS-Cov-2 during the asymptomatic incubation phase may be 
retrospectively classified as pre-symptomatic (symptoms appear at a later date) or truly asymptomatic 
(symptoms never appear). 
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Modelling: A population risk-based modelling study (supplemented with an online app) from a team at Johns 
Hopkins University, demonstrates:  
• Among infected cases, 79% will present with symptoms within 7 days of quarantine, and 97.5% within 11 

days. 
Furthermore, applying their population risk-based modelling to Australia: 
• assuming a health care worker has a 1-in-100 chance of being exposed and becoming infected (high risk)1 
• there would be a 21 in 10,000 (0.2%) chance of being undetected after 7 days, using active symptoms 

monitoring to detect cases. 
•  Note: the above does not include asymptomatic (i.e. never symptomatic) cases. 
• Adding PCR testing would potentially reduce this risk even further.  

 
Diagnostic testing for COVID-19:  
• Excellent tools exist for the diagnosis of symptomatic patients (symptom screening plus RT-PCR), but gaps 

remain in testing asymptomatic/pre-symptomatic persons in the incubation phase. 
• While current RT-PCR testing has a very low false positive rate, false negative rates of ~30% are reported. 

A negative test result does not rule out infection, notably during incubation phase. 
• Rapid point of care PCR testing is being made available for remote communities.   
 
Serology testing for COVID-19: 
• Serology testing can be used to detect antibodies in blood samples, but antibodies may not be detectable 

during the early phase of infection. It can take 7-14 days for COVID-19 patients to produce detectable 
antibodies. 

• There are major limitations to the evidence, and the utility of serology antibody tests in clearing frontline 
staff to work. There are limitations relating to specificity of detecting SARS-CoV-2 versus other similar 
viruses. It is not certain that presence of antibodies indicates protection against future infection. Few of the 
tests that are currently available have been independently validated. 

 
Risk management and quarantine: 
While there is an absence of good studies to demonstrate the outcomes of shorter quarantine times, protocols 
do differ across the globe. Internationally, protocols also differ with regard to management of risk of 
transmission from health care workers (see section 5). Other risk management strategies exist (see section 6).  
 
Conclusion: 
• The consequences of introducing SARS-COV-2 to remote Aboriginal community are potentially 

catastrophic. 

• 14-day quarantine is conservative. The risk of a case not being detected from a quarantined group of 
health workers, in Australia, who are at low risk of being exposed and infected, is very low. 

• A 7-day quarantine will detect 79% of symptomatic cases and an 11.5 day quarantine will detect 97.5% of 
symptomatic cases  

 
 
 

 
1 At the time of writing this report, Australia had 929 Active cases (Source: Australian Department of Health, accessed: 02 May 2020) and a 
population of 25.6m people (Source: ABS; accessed 02 May 2020) which equates to 0.036 cases per 1,000.   
Risk of exposure to SARS-COV-2 will not be distributed evenly across the population. It is lower in some jurisdictions than others. 
Staff working in ICU units with COVID-19 patients would be considered higher risk, than average. 



This is a question of risk assessment. The risks of acting (loosening the quarantine) need to be weighed against 
the risks of not acting (failing to provide timely health care and communicable disease control) in different 
scenarios: 
 
Status quo: 
• There are no reported cases of SARS-COV-2 in remote Aboriginal communities. 
• The risks of acting (loosening the quarantine protocol, and marginally increasing the chances of introducing 

a case), may not outweigh the risk of not acting.  
 
A case or outbreak of COVID-19 is observed in a remote Aboriginal community: 
• In these circumstances the risks of not acting (to provide health care and communicable disease control) 

may be considered far worse than the risk of acting (changing the quarantine) 
• The risks of missing a case, even with a shorter quarantine time frame remains very low. 
• This risk of missing a future case can be reduced further with combined: PCR testing + thorough symptom 

assessment. 
• The risk of introducing a case and transmission of infection from a health worker can be mitigated even 

further by use of PPE by health workers. 
 

 

Context 
● At the time of writing, 47 (0.7%) of cases have been reported in Aboriginal and Torres Strait Islander 

persons since the start of the outbreak. No cases have been notified from remote or very remote 
Australia [1]. 

● If a case or an outbreak of COVID-19 is detected in Aboriginal and Torres Strait Islander communities, 
the need has been identified for health services to be mobilised quickly to assist the communities. 

● The Commonwealth Biosecurity Act restricts travel to remote communities and visitors are required to 
quarantine for 14 days, to prevent the transmission of COVID-19 into these areas.  

● A solution needs to be found, so that health workers could respond rapidly, but not put the community 
at risk by introducing further SARS-COV-2 to these areas themselves.  

● Prof James Ward (member of Communicable Diseases Network Australia), reports on CDNA’s 
approach and his perspective, in Croakey [2].  

● The Australian Government reports it is investing $3.3 million to establish a rapid coronavirus (COVID-
19) Point of Care Testing Program [3]. There will be 83 testing sites, using “Xpert SARS-CoV-2", a rapid 
technology used to detect COVID-19 infections at the point of care using a nasal swab polymerase 
chain reaction (PCR) test. NOTE: Rapid detection devices use the same RT-PCR method but use a 
small portable device that can be used in clinics and community screening settings, providing results 
within 4 to 45 minutes, depending on the machine [4]. 

● The Australian Therapeutic Goods Administration (TGA) is currently undertaking an expedited 
assessment of applications for Point of Care serology tests.  

● ABC News (4 April 2020) reports that the National Critical Care and Trauma Response Centre: 
NCCTRC or ‘AUSMAT’ are based in the NT and preparing to respond, should the need arise, to any 
outbreaks among Aboriginal communities in NT. This group have supplies for a field hospital and 
camps for health care workers.  



SUMMARY OF KEY EVIDENCE  

1. Incubation period 
Key points: Current understanding of infectiousness during the incubation period for COVID-19 is 
limited. Most cases are symptomatic, and symptoms present after a median of 5 days. A negative test result 
during the incubation phase does not rule out infection. There is evidence that respiratory shedding peaks at the 
end of the first week after infection, just before and as symptoms are developing [5, 6]. It may be intermittent so 
a single negative swab can be misleading and tests may need to be repeated. 
 
Evidence 

● Current official evidence suggests that COVID-19 has an incubation period of 2-14 days, with a mean of 
about 5 to 6 days, and possible outlier cases from 0 to 27 days [7]. 

● A review of evidence reported that the mean incubation period was 3-9 days, with a range of 0 to 24 
days. The mean serial interval is about 3-8 days, suggesting that infectiousness starts about 2.5 days 
before symptoms appear [8]. 

● A team at Johns Hopkins Bloomberg School of Public Health undertook a modelling study to 
estimate the length of the incubation period [9]. It was based on 181 cases with confirmed SARS-
CoV-2 infection detected outside of Hubei province before 24 Feb 2020 (most of which had travelled to 
or from Wuhan). Estimates do not cover asymptomatic (i.e. never symptomatic) cases.  

○ Median incubation period was 5.1 days (CI, 4.5 to 5.8 days) and 97.5% of those who develop 
symptoms will do so within 11.5 days (CI, 8.2 to 15.6 days) of infection. 

○ Using estimates of the incubation period, quantification of expected number of undetected 
symptomatic cases was undertaken. Individual risk for symptomatic infection was measured at 
different rates: (low risk: 1-in-10 000 chance of infection; medium risk: 1-in-1000 chance; high 
risk: 1-in-100 chance; infected: 1-in-1 chance).  

○ As shown in the table below, for an active monitoring program lasting 7 days, the mean number 
of undetected symptomatic cases per 10,000 monitored cases would be 2121 if everyone who 
was exposed became infected. This number reduces to 101 after 14 days of active monitoring.  

○ If the risk was reduced from everyone who was exposed being infected, to 1 in every 100 
contracting the disease after exposure (i.e. high-risk scenario), the mean number of undetected 
cases per 10,000 monitored cases would be 21 and 1, after 7 and 14 days of active monitoring, 
respectively.  

 
The team also developed an online app to determine required durations for active symptom monitoring 
for COVID-19, MERS-Cov, Smallpox and Ebola.  



 

● Another modelling study (not yet peer reviewed) estimated COVID-19 the incubation time distribution 
from a large sample [10]. It was based on 136 patients who traveled to Hubei from 21 cities of China 
between 5 and 31 January 2020. The reported median incubation time for the 15-64 year old age group 
was 7 (CL=+1.1-0.9) days; for 65-86 year old age group, median was 10.9 (CL=+2.7-2.0) days, and 
there was evidence of maximum incubation time of 17 days. 

  
● Modelling of a screening program related to travelers showed the importance of incubation period and 

fraction of subclinical cases in the number of missed cases [11]:  

 



 

● There are reports in the literature of asymptomatic infection and possible transmission (see [12]): “a 20-
year old woman diagnosed with SARS-CoV-2 in one case analysis showed no symptoms during the 
month when her entire family was classified as confirmed (citing: [13]). Of the 126 Germans sent to 
Germany from Wuhan, China, on February 1, 2020, 114 patients were asymptomatic but found to be 
positive for SARS-CoV-2, suggesting that a symptom-based screening process may not be sufficiently 
effective (citing: [14]). Asymptomatic transmission has also been reported where an asymptomatic 
family has spread the virus to other families (citing:[15]).” 

● One study estimated the proportion of pre-symptomatic transmission to be 44% (95% CI 25-69%) [6]. 
(Note: this study is not cited in the WHO report below).  

 

However: WHO Coronavirus disease 2019 (COVID-19) Situation Report – 73 (2 April 2020) [16] 

The main conclusions from this report were: 

Symptomatic transmission 

● The body of published studies indicate that COVID-19 is primarily transmitted from symptomatic people 
who have been in close contact with others through respiratory droplets, either through direct contact 
with infected persons, or by contaminated surfaces. This is supported by detailed experiences shared 
by technical partners via WHO global expert networks, and reports and presentations by Ministries of 
Health 

● Data from clinical and virologic studies that have collected repeated biological samples from confirmed 
patients provide evidence that shedding of the COVID-19 virus is highest in upper respiratory tract 
(nose and throat) early in the course (within first 3 days) of the disease. Preliminary data suggests that 
people may be more contagious around the time of symptom onset as compared to later on in the 
disease. 

Pre-symptomatic transmission 

● The incubation period for COVID-19, is on average 5-6 days, however can be up to 14 days. During this 
period, also known as the “pre-symptomatic” period, some infected persons can be contagious (and 
therefore transmission is possible). 

● In a small number of case reports and studies, pre-symptomatic transmission has been documented 
through contact tracing. This is supported by data suggesting that some people can test positive for 
COVID-19 from 1-3 days before they develop symptoms. Thus, it is possible that people infected with 
COVID-19 could transmit the virus before significant symptoms develop. It is important to recognize that 
pre-symptomatic transmission still requires the virus to be spread via infectious droplets or through 
touching contaminated surfaces. 

Asymptomatic transmission (e.g. the person is infected but does not develop symptoms) 

● There are few reports of laboratory-confirmed cases who are truly asymptomatic, and to date, there 
has been no documented asymptomatic transmission. This does not exclude the possibility that it may 
occur. Asymptomatic cases have been reported as part of contact tracing efforts in some countries. 
(Note: Australia is currently working on a national surveillance program to investigate this, as mentioned 
according to media reports (ABC News, 26 April 2020).  

  



 

2. Diagnostic testing for COVID-19 
Key point: Excellent tools exist for the diagnosis of symptomatic patients (symptom screening plus RT-PCR), 
but gaps remain in testing asymptomatic/pre-symptomatic persons in the incubation phase [17]. 
  
Reverse transcriptase polymerase chain reaction (RT-PCR) test:  

■ Detects virus particles in the nose and throat using a swab.  
■ Test is usually undertaken in a laboratory (time taken to obtain a result is influenced by transportation and 

depends on lab capacity for testing).  
■ Rapid tests are available, but have limitations related to throughput (e.g. can only run four tests at a time, 

each run taking 45 minutes).   
■ May give false-negative results about 30% of the time (preliminary research from China [18]);  

○ False negatives may be caused by specimen source, timing of sampling, personnel operation, and 
test kit quality [19].  

○ False negatives do appear to decrease over time in infected individuals, with the rate of a false 
negative test result falling from 100% on day one (95% CI 69-100%) to 61% on day four (95% CI 19-
98%). False negative results can still occur after symptoms have appeared [20].  

○ In a study where 259 patients underwent multiple RT-PCR assays, the mean interval time between 
initial negative to positive result was 5.1 +-1.5 days (range 4-8 days) [21].  

○ NOTE on post-symptomatic patients 
■ 3 patients have tested positive to SARS-COV-2 using RT-PCR method after 5-7 days 

after meeting discharge criteria following 7 day quarantine in hospital [22].  
■ Another study reported similar positive SARS-CoV-2 test results using RT-PCR for 4 

patients 5-13 days post discharge from hospital [23].  
 

Serology testing to detect IgM and IgG anti-bodies:  
○ Blood samples tested in a laboratory or at point-of-care  
○ Host humoral responses against SARS-CoV-2 including IgA, IgM and IgG responses were examined 

by using an ELISA based assay on the recombinant viral nucleocapsid protein. The median duration 
of IgM and IgA antibody detection were 5 days (IQR 3-6), while IgG was detected on 14 days (IQR 
10-18) after symptom onset, with a positive rate of 85.4%, 92.7% and 77.9% respectively. In 
confirmed and probable cases, the positive rates of IgM antibodies were 75.6% and 93.1%, 
respectively [24].  

○ Negative results would not exclude SARS-Cov-2 infection [17].  
○ There may be limitations associated with these types of tests relating to specificity of detecting SARS-

CoV-2 versus other similar viruses and it is currently not known whether presence of antibodies 
indicates protection against future infection [25].  

 
Combination of RT-PCR and serology testing may provide the most accurate diagnosis of COVID-19 [26]. 
 
  



 
A review of testing protocols shows that none of the tests are reliable during the incubation phase [17]: 
 

 
 
 

3. Tests/protocols in development 
Key point: The rapid need for COVID-19 tests has meant that global regulators have not had time to apply the 
rigorous standards to tests that are produced by diagnostics manufacturers, resulting in a deluge of testing 
options where the reliability and accuracy is unclear [27]. 
 
Refer to the FIND website for most up to date information about diagnostic tests. The FIND Diagnostics 
Resource Centre collaborates with the WHO to provide a resource for regulators and policy-makers, producing 
independent evaluations of molecular tests and immunoassays [28].  
 
Studies that are investigating ways of improving the currently available tests:  

● Development of testing protocol [12] for confirming negative result in asymptomatic cases did not test 
over time to see if symptoms ever developed and whether their testing protocol could detect this.   

● Droplet digital PCR (ddPCR) may be more sensitive and accurate for cases where viral load in the 
patients throat is low (not yet peer reviewed) [29].  

● Purim: Purified by Unified resampling of infected multitudes – alternative screening method to enable 
mass screening [30].  

● Rapid point-of-care lateral flow immunoassay to detect IgM and IgG antibodies within 15 minutes [31].   

● Alternatives to nasopharyngeal swabs: throat washing [32], gargle lavage [33].  



● Likelihood ratio of SARS-Cov-2 IgM and IgG antibody for diagnosis of COVID-19 [34].  

● Newly established COVID-19-RdRp/Hel assay was highly sensitive and specific for the detection  of 
SARS-CoV-2 RNA in vitro and in respiratory and non-respiratory tract clinical specimens. The use of this 
novel RT-PCR assay might be especially useful for detecting COVID-19 cases with low viral loads [35].  

● Development of SARS-CoV-2 DETECTR, a rapid (~30 min), low-cost, and accurate CRISPR-Cas12 
based lateral flow assay for detection of SARS-CoV-2. Results indicate comparable accuracy to qRT-
PCR and are broadly accessible, as they use routine protocols and commercially available, “off-the-
shelf” reagents [36].  

● Serological enzyme-linked immunosorbent assays (ELISA) were sensitive and specific, allowing for 
screening and identification of COVID19 seroconverters using human plasma/serum as early as two 
days post COVID19 symptoms onset. Importantly, these assays do not require handling of infectious 
virus, can be adjusted to detect different antibody types and are amendable to scaling [37].  

 
Tests in Australia  
 
The Therapeutic Goods Administration (TGA) provides a summary of How testing works for COVID-19 and 
COVID-19 point-of-care tests; stating that: 

● it is “complicated to accurately detect a SARS-CoV-2 infection”.  

● antibody tests do not detect active viral shedding so that cannot determine whether a person is 
infectious, and are not able to detect if a person has been recently infected (i.e. in the last week or so). 

● The TGA is currently undertaking an expedited assessment of applications for Point of Care serology 
tests.  

● Cross-reaction with antibodies formed by current and past exposure to seasonal colds can cause false-
positive results.   

 

An article in The Conversation: COVID-19 tests: how they work and what's in development (25/03/2020) 
explains the two main ways of testing for SARS-CoV-2: RT-PCR and Serology  

● RT-PCR is very sensitive and specific and can detect small amounts of virus particles in swabs taken 
from inside the mouth or nose. It can only detect the virus while it is present, generally needs a 
laboratory (therefore can take time to obtain results due to sample collection, transport, processing).   

● Serology testing measures the antibody response to virus in blood serum. Antibody takes days to 
weeks to develop against a new infection and lasts much longer in the bloodstream than the virus itself, 
so can be used to detect past infections; these tests have not been fully tested to ensure that they are 
reliable. An antibody test needs to be checked with many different samples because every individual 
generates a unique set of antibodies. 

● The article notes there are many unproven and even fake tests being promoted. 
  



 

4. Quarantine modelling 
Key point: studies undertaken mostly discuss cost/benefits from a population perspective (e.g. reducing the 
peak), rather than to inform quarantine scenarios. 

● One study found that workplace and more diffuse social contacts were roughly equally important to 
disease spread, and that an effective lockdown must target both. They examined the cost-benefit of 
replacing a lockdown with tracing and quarantine contacts of the infected. They found that a 
targeted quarantine strategy was quite efficient at lowering the peak with only 5 days of quarantine 
[38]. 

● A study modelling shorter quarantine periods (5, 10 and 20 days) found that peak time was 
proportional to the number of days in quarantine (e.g. 5 days of quarantine peaked at 67 days with 
142619535 cases whereas 90 days of quarantine peaked at 20 days with 9094 cases). It was 
suggested that the relationship between quarantine period and peak time was mainly caused by a 
large amount of infected population. As a consequence, the medical burden in shorter quarantine 
periods situation are extremely heavy [39].   

 

5. Examples of protocols currently in use internationally 
Key point: Protocols differ across the globe with respect to quarantine time 

● Lin et al. [40] reported on Singapore: From SARS to COVID-19: the Singapore journey. 
• To reduce the transmission of SARS-CoV-2 in the general population, Singapore adopted a 

strategy of active case detection and suspected case containment. A definition for ‘suspect cases’ 
was established and disseminated to all physicians. ‘Suspects’ were stratified into low and high-risk 
groups. High risk suspects were admitted, isolated and tested for SARS-CoV-2. Low-risk suspects 
had a single nasopharyngeal swab test, discharged and advised to self-isolate at home. Of 4721 
low risk suspects, 63 had positive test results. Patients with confirmed COVID-19 were interviewed 
to establish close contacts, who were placed in quarantine; casual contacts were placed on phone 
surveillance. 

• Border control measures were implemented, starting with temperature screening of arrivals. 
[Singapore was far slower to adopt quarantining of arrivals than other countries. Singapore is 
notable because of its foreign workforce, much of which moved in and out of Singapore daily.] 

• ‘Managing the sick healthcare worker’ (HCW): twice-daily temperature monitoring was mandated 
for all front-line HCW in all public hospitals. Those who presented with symptoms were managed 
based on their exposure to risk – see Figure. None of the 569 HCW evaluated had tested positive 
(as of 15 March) 



 
 

● NYC Department of Health and Mental Hygiene asked all healthcare workers and employees to self-
monitor by taking their temperature twice daily and assessing for COVID-19 like illness. They also tested 
samples of health workers in the unit for IgM and IgG [41]  

○ However, there is commentary on lack of risk management in CDC guidelines for test-negative 
asymptomatic healthcare workers who are potentially placing colleagues and patients at ongoing 
risk [42]. 

● A study on 337 expatriated French nationals where testing of SARS-CoV-2 using RT-PCR was 
undertaken at day 0 (landed in France) and day 5 (quarantined on a base near the airport). They were able 
to test samples within 5 hours, and there were no positive cases for SARS-CoV-2, however, the study was 
not able to answer the question of whether repeated negative test results were enough to shorten the 
quarantine period [43]. 

● Expert opinion: Healthcare workers should be screened for Covid-19 every week to protect patients from 
asymptomatic infection, the head of the Francis Crick Institute’s testing facility has said [44]. 

● Persons entering Slovenia are subjected to a week-long quarantine at home or at a location agreed upon 
with the civil defense, and then tested for COVID-19 says a government decree which, shortens the 
quarantine from two weeks. If the test is negative or the quarantine ends, the person will need immediately 
to inform the health authorities about possible COVID-19 symptoms [45].  

● News article (The New Yorker: Keeping the Coronavirus from Infecting Health-Care Workers):  

● “In Hong Kong and Singapore, they don’t shut the place down or put everyone under home 
quarantine. They do their best to trace every contact and then quarantine only those who had close 
contact with the infected person. In Hong Kong, “close contact” means fifteen minutes at a distance of 
less than six feet and without the use of a surgical mask; in Singapore, thirty minutes. If the exposure is 
shorter than the prescribed limit but within six feet for more than two minutes, workers can stay on the 
job if they wear a surgical mask and have twice-daily temperature checks. People who have had brief, 
incidental contact are just asked to monitor themselves for symptoms” 



● “The Centers for Disease Control and Prevention, in the face of limited information, recommended 
stricter precautions than have been employed in Asia, putting health-care workers on fourteen-day self-
quarantine if they are exposed to an infected person for even a few minutes without protection, 
including a mask and goggles. That policy was implemented at U.C. Davis Medical Center, where the 
first case of community transmission was diagnosed, in late February. Eighty-nine health-care workers 
involved in the patient’s care were put under self-quarantine. None, it turned out, had been infected. 
Sacramento, Seattle, and San Francisco became coronavirus hot spots; as of this writing, however, 
significant occupational transmission has not been found.” 

 

6. Strategies to manage workforce that could be investigated further 
● Use of telehealth where possible and appropriate, e.g. quarantined providers continuing to provide care 

through telehealth [46].  

● Strategies to maximize the current health workforce include licensing and enrollment flexibility, 
maximizing scope of practice, transitioning to “surge capacity” staffing, telehealth, and redeploying health 
workers to high-need areas [47].   

● Rotating shift-work in conjunction with isolation strategies (e.g. Team A is isolated while Team B is at 
work, then Team B isolates while Team A works).  

● Use only seroconverted individuals to care for others (relies on having sufficient number of seroconverted 
individuals and that they are not at risk of re-infection, current evidence on this is not clear).  

● Using maximum PPE by staff when interacting with others to reduce chances of transmission from health 
care worker.  

 
 
Authors:  Prof Caroline Miller, Dr Jacqueline Bowden, Jo Dono 
Searchers:  Nikki May & Dr Ingrid Lensink (CEIH) 

Expert input:  Prof Steve Wesselingh, Prof Alex Brown, Dr Andrew Black (University of Adelaide) 

  



References:  

1. COVID-19 National Incident Room Surveillance Team, COVID-19, Australia: Epidemiology Report 12: 
Reporting week ending 23:59 AEST 19 April 2020. Communicable Diseases Intelligence, 2020. 44. 
10.33321/cdi.2020.44.36 

2. Ward, J. Bullet proofing Aboriginal and Torres Strait Islander communities from COVID-19. April 22 
2020; Available from: https://croakey.org/bullet-proofing-aboriginal-and-torres-strait-islander-
communities-from-covid-19/. 

3. Minister for Health The Hon Greg Hunt MP. Media release: World first rapid COVID-19 testing to protect 
Aboriginal and Torres Strait Islander communities. April 16 2020; Available from: 
https://www.health.gov.au/ministers/the-hon-greg-hunt-mp/media/world-first-rapid-covid-19-testing-to-
protect-aboriginal-and-torres-strait-islander-communities. 

4. Evans, R. and D. Longstaff. Diagnostic Testing for SARS-CoV-2: How governments, regulators and the 
laboratory-diagnostics industry are responding to the challenge. April 6 2020; Available from: 
https://www.mondaq.com/australia/operational-impacts-and-strategy/913180/diagnostic-testing-for-
sars-cov-2-how-governments-regulators-and-the-laboratory-diagnostics-industry-are-responding-to-the-
challenge. 

5. Beeching, N.J., T.E. Fletcher, and M.B. Beadsworth, Covid-19: testing times. 2020, BMJ. 
6. He, X., et al., Temporal dynamics in viral shedding and transmissibility of COVID-19. Nature Medicine, 

2020. 10.1038/s41591-020-0869-5 
7. Worldometer. Coronavirus Incubation Period. March 12 2020; Available from: 

https://www.worldometers.info/coronavirus/coronavirus-incubation-period/. 
8. Siordia, J.A., Epidemiology and clinical features of COVID-19: A review of current literature. Journal of 

Clinical Virology, 2020. 127: p. 104357. 10.1016/j.jcv.2020.104357 
9. Lauer, S.A., et al., The Incubation Period of Coronavirus Disease 2019 (COVID-19) From Publicly 

Reported Confirmed Cases: Estimation and Application. Annals of internal medicine, 2020: p. M20-
0504. 10.7326/M20-0504 

10. Jiang, A.B.-z., R. Lieu, and S. Quenby, Significantly longer Covid-19 incubation times for the elderly, 
from a case study of 136 patients throughout China. 2020: p. 2020.04.14.20065896. 
10.1101/2020.04.14.20065896 

11. Gostic, K., et al., Estimated effectiveness of symptom and risk screening to prevent the spread of 
COVID-19. Elife, 2020. 9. 10.7554/eLife.55570 

12. Won, J., et al., Development of a Laboratory-safe and Low-cost Detection Protocol for SARS-CoV-2 of 
the Coronavirus Disease 2019 (COVID-19). 2018. 70(1): p. 72-82. 10.5607/en20009 

13. Bendix, A., A person can carry and transmit COVID-19 without showing symptoms, scientists confirm. 
2020.  

14. Hoehl, S., et al., Evidence of SARS-CoV-2 Infection in Returning Travelers from Wuhan, China. New 
England Journal of Medicine, 2020. 382(13): p. 1278-1280. 10.1056/NEJMc2001899 

15. Yu, P., et al., A Familial Cluster of Infection Associated With the 2019 Novel Coronavirus Indicating 
Possible Person-to-Person Transmission During the Incubation Period. The Journal of Infectious 
Diseases, 2020. 10.1093/infdis/jiaa077 

16. WHO. Coronavirus disease 2019 (COVID-19) Situation Report – 73. April 2 2020; Available from: 
https://www.who.int/docs/default-source/coronaviruse/situation-reports/20200402-sitrep-73-covid-
19.pdf?sfvrsn=5ae25bc7_2. 

17. Cheng, M.P., et al., Diagnostic Testing for Severe Acute Respiratory Syndrome-Related Coronavirus-2: 
A Narrative Review. Ann Intern Med, 2020. 10.7326/m20-1301 

18. Yang, Y., et al., Evaluating the accuracy of different respiratory specimens in the laboratory diagnosis 
and monitoring the viral shedding of 2019-nCoV infections. medRxiv, 2020: p. 2020.02.11.20021493. 
10.1101/2020.02.11.20021493 

19. Wang, X., et al., Limits of Detection of Six Approved RT–PCR Kits for the Novel SARS-coronavirus-2 
(SARS-CoV-2). Clinical Chemistry, 2020. 10.1093/clinchem/hvaa099 

20. Kucirka, L., et al., Variation in False Negative Rate of RT-PCR Based SARS-CoV-2 Tests by Time 
Since Exposure. 2020: p. 2020.04.07.20051474. 10.1101/2020.04.07.20051474 

21. Ai, T., et al., Correlation of Chest CT and RT-PCR Testing in Coronavirus Disease 2019 (COVID-19) in 
China: A Report of 1014 Cases. Radiology, 2020: p. 200642. 10.1148/radiol.2020200642 



22. Li, Y., et al., Follow-up testing of viral nucleic acid in discharged patients with moderate type of 2019 
coronavirus disease (COVID-19). Zhejiang Da Xue Xue Bao Yi Xue Ban, 2020. 49(1).  

23. Lan, L., et al., Positive RT-PCR Test Results in Patients Recovered From COVID-19. JAMA, 2020. 
10.1001/jama.2020.2783 

24. Guo, L., et al., Profiling Early Humoral Response to Diagnose Novel Coronavirus Disease (COVID-19). 
Clinical Infectious Diseases, 2020. 10.1093/cid/ciaa310 

25. WHO. "Immunity passports" in the context of COVID-19. April 24 2020; Available from: 
https://www.who.int/news-room/commentaries/detail/immunity-passports-in-the-context-of-covid-19. 

26. Xu, Y., et al., Significance of Serology Testing to Assist Timely Diagnosis of SARS-CoV-2 infections: 
Implication from a Family Cluster. Emerg Microbes Infect, 2020: p. 1-12. 
10.1080/22221751.2020.1752610 

27. Waltz, E. Testing the Tests: Which COVID-19 Tests Are Most Accurate? April 15 2020; Available from: 
https://spectrum.ieee.org/the-human-os/biomedical/diagnostics/testing-tests-which-covid19-tests-are-
most-accurate. 

28. FIND. COVID-19 Diagnostics Resource Centre. 2020; Available from: https://www.finddx.org/covid-19/. 
29. Suo, T., et al., ddPCR: a more sensitive and accurate tool for SARS-CoV-2 detection in low viral load 

specimens. medRxiv, 2020: p. 2020.02.29.20029439. 10.1101/2020.02.29.20029439 
30. Fargion, B.I., et al., Purim: a rapid method with reduced cost for massive detection of CoVid-19. 2020.  
31. Li, Z., et al., Development and clinical application of a rapid IgM-IgG combined antibody test for SARS-

CoV-2 infection diagnosis. J Med Virol, 2020. 10.1002/jmv.25727 
32. Guo, W.-L., et al., Effect of throat washings on detection of 2019 novel coronavirus. Clinical Infectious 

Diseases, 2020. 10.1093/cid/ciaa416 
33. Saito, M., et al., Gargle lavage as a safe and sensitive alternative to swab samples to diagnose COVID-

19: a case report in Japan. Clinical Infectious Diseases, 2020. 10.1093/cid/ciaa377 
34. Yangchun, F.J.m., Optimize Clinical Laboratory Diagnosis of COVID-19 from Suspect Cases by 

Likelihood Ratio of SARS-CoV-2 IgM and IgG antibody. 2020.  
35. Chan, J.F.-W., et al., Improved molecular diagnosis of COVID-19 by the novel, highly sensitive and 

specific COVID-19-RdRp/Hel real-time reverse transcription-polymerase chain reaction assay validated 
<em>in vitro</em> and with clinical specimens. Journal of Clinical Microbiology, 2020: p. JCM.00310-
20. 10.1128/JCM.00310-20 

36. Broughton, J.P., et al., Rapid Detection of 2019 Novel Coronavirus SARS-CoV-2 Using a CRISPR-
based DETECTR Lateral Flow Assay. medRxiv, 2020: p. 2020.03.06.20032334. 
10.1101/2020.03.06.20032334 

37. Amanat, F., et al., A serological assay to detect SARS-CoV-2 seroconversion in humans. 2020.  
38. Eilersen, A. and K. Sneppen, Estimating cost-benefit of quarantine length for Covid-19 mitigation. 

medRxiv, 2020. 10.1101/2020.04.09.20059790 
39. Jia, J., et al., Modeling the control of covid-19: Impact of policy interventions and meteorological factors. 

2020.  
40. Lin, R.J., T.H. Lee, and D.C.B. Lye, From SARS to COVID-19: the Singapore journey. MJA, April 6 

2020.  
41. Service, M.S.H., MSHS COVID-19 Preparedness Employee & Healthcare Workers Testing, Monitoring 

and Clearance Process. 2020, New York State Department for Health. 
42. West, C.P., V.M. Montori, and P. Sampathkumar, COVID-19 Testing: The Threat of False-Negative 

Results. Mayo Clinic Proceedings, 2020. https://doi.org/10.1016/j.mayocp.2020.04.004 
43. Lagier, J.C., et al., Testing the repatriated for SARS-Cov2: Should laboratory-based quarantine replace 

traditional quarantine? Travel Med Infect Dis, 2020: p. 101624. 10.1016/j.tmaid.2020.101624 
44. Devlin, H., Healthcare workers 'should be screened for Covid-19 every week', in Guardian UK. 2020: 

London. 
45. Dragojlovic, M. Slovenia introduces shorter quarantine period for those who enter the country. April 13 

2020; Available from: https://balkaneu.com/slovenia-introduces-shorter-quarantine-period-for-those-
who-enter-the-country/. 

46. Hollander, J.E. and B.G. Carr, Virtually Perfect? Telemedicine for Covid-19. New England Journal of 
Medicine, 2020. 10.1056/NEJMp2003539 

47. Chen, C., et al. Emerging Health Workforce Strategies To Address COVID-19. April 20 2020; Available 
from: https://www.healthaffairs.org/do/10.1377/hblog20200414.197056/full/. 

 


