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[August 20, 2020 ] 
 

What can research evidence tell us about: 

COVID-19 Testing Prioritization: 
Recommendations for Ethiopia  
 

 
 
 
 
 
 
 
 
Short Summary 

Background: The increase in number of cases and the ComBAT 
campaign launched by the Ethiopian Prime minister reveals the testing 
centers/labs across the board are facing a significant increase in testing 
demand and constraints in the availability of supplies. This makes people 
wait several days or even weeks to get their results back, causing 
another setback to the COVID-19 pandemic response. The lengthy 
turnaround times undermines the fight against the coronavirus, making 
the efforts of contact tracing almost pointless. 
 
Question: Who should get a priority to be tested for COVID-19 when 
there is a limited testing capacity and there is a surge in the number of 
new cases?  
 
Findings: Ethiopia is experiencing large outbreaks and sustained or 
pervasive local transmission (community transmission) over the capital 
city and regions. Accordingly, this rapid evidence review summarizes the 
best available evidence on COVID-19 testing prioritization and forwards 
contextual recommendations for Ethiopia. 
 

Recommendations for Ethiopia  

⦿ Laboratories need to be prepared for the significant increase in the 

number of specimens that need to be tested for COVID-19. 

⦿ Testing constraints should be anticipated, and the prioritization of 

testing should be given for symptomatic patients first.  

⦿ A molecular diagnostic or antigen test using RT-PCR is 

recommended to diagnose acute infection of SARS-CoV-2.  

⦿ When result of a patient with high suspicion for COVID-19 is 

negative, the test could be repeated, and/or serum samples could 

support diagnosis if validated serology tests are available.  

⦿ Although lower respiratory tract samples have a higher yield than 

upper tract samples, nasopharyngeal samples are recommended 

to detect SARS-CoV 2 for a number of reasons.  

⦿ If testing capacity is limited, the non-test based strategy can be 

used for releasing COVID-19 patients from isolation.   

What is Rapid evidence Review? 

Rapid evidence review addresses 

the needs of policymakers and 

managers for research evidence 

that has been appraised and 

contextualized in a matter of hours 

or days if it is going to be of value 

to them. 

This rapid evidence review goes 

beyond research evidence and 

integrates multiple types and levels 

of evidence. 

For whom is this Rapid Evidence 
Review?  

Ministry of Health (Ethiopia) and 

other stakeholders with an interest 

in this rapid evidence review 

Where did this Rapid Response 
come from? 

This document was created in 

response to a specific question 

from EPHI & the Ministry of Health 

(Ethiopia) in Aug 2020. 

It was prepared by the Knowledge 
Translation Directorate (Ethiopian 
Knowledge Translation Group for 
Health: A JBI Affiliated Group), 
Ethiopian Public Health Institute, 
Addis Ababa, Ethiopia  

 Included:  
- Key findings from research 
- Recommendations  

 Not included: 
- Detailed descriptions 

 

 

                
 

Rapid & Responsive Evidence 
Partnership (RREP) 

                                                                

 

Key Message 

Considering the availability of limited testing resources, 
increased demand for testing, surges in the number of new 
cases, and lengthy turnaround times for results, MoH and 
EPHI should anticipate testing constraints and prioritize 
COVID-19 tests for most in need individuals so that the health 
system strain will be reduced.    
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Background  
 

Routine confirmation of cases of COVID-19 is based on the detection of unique sequences of 

virus RNA by nucleic acid amplification tests (NAATs) such as real-time reverse- 

transcription-polymerase chain reaction (rRT-PCR) with confirmation by nucleic acid 

sequencing when necessary (WHO, 2020a, 2020b). This molecular diagnostic testing, RT-

PCR, is playing a critical role in the global response to the COVID-19 pandemic. The test is 

used to detect the acute infection of SARS-CoV-2 (US.CDC, 2020). Thus, universal access 

to accurate SARS-CoV-2 nucleic acid test is needed to inform patient management 

decisions, hospital infection prevention practices, and public health responses to COVID-19 

pandemic. Additionally, detection and quantification of SARS-CoV-2 RNA over the course of 

infection is also essential for understanding the biology of disease (Hanson et al., 2020).  

Generally, viral (nucleic acid or antigen) test for SARS-CoV-2 which is a gold standard test is 

considered to be diagnostic when conducted among individuals with symptoms consistent 

with COVID-19 or among asymptomatic individuals with known or suspected recent exposure 

to SARS-CoV-2. This assists to control the transmission, or to determine the resolution of 

infection. Viral testing is considered to be screening when conducted among asymptomatic 

individuals without known or suspected exposure to SARS-CoV-2 for early identification, and 

surveillance when conducted among asymptomatic individuals to detect transmission hot 

spots or characterize disease trends (US.CDC, 2020; WHO, 2020c).  

The intensified COVID-19 molecular testing in response to the dramatic global spread of 

COVID-19 has led to global shortages in molecular testing reagents and other molecular 

diagnostics. Beyond supply issues, there are significant limitations of absorption capacity in 

many regions, especially in low- and middle-income countries like Ethiopia. Thus the one-

size-fits-all approach to managing cases and outbreaks of COVID-19 is not suggested to all 

countries (WHO, 2020c).. Accordingly, countries need to assess their risk and rapidly 

implement the necessary measures at the appropriate scale and prepare for a testing and 

clinical care surge to reduce both COVID-19 transmission and economic, public health, and 

social impacts (WHO, 2020c, 2020b).  

COVID-19 Situation and testing capacity in Ethiopia: 

Ethiopia has made significant efforts to increase the capacity of testing since the early days 

of the pandemic. Recently, the country has officially launched a nationwide Community-

Based Activities and Testing (ComBAT) campaign. The campaign aimed to know the national 

https://www.cdc.gov/coronavirus/2019-ncov/testing/diagnostic-testing.html
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level and trend of COVID-19 to enable effective decision making and to undertake the next 

steps for the new Ethiopian year. 

The campaign enables Ethiopia to reach around 23,035 laboratory tests per day. Because of 

the increment in testing capacity, the number of confirmed cases has also been increasing 

(increased by 80% within twelve days since the campaign has started). The highest number 

of cases, 1829 confirmed new cases per day was recorded on August 21, 2020. Ethiopia has 

so far conducted 717,128 COVID-19 laboratory tests. Out of this, 37,665 have tested 

positive, and 637 have died (EPHI & MoH, 2020). Figure 1 below shows the total tests 

conducted so far and trends in the testing capacity and confirmed cases.   

   

Fig 1. Reported cases, trends in testing capacity, and confirmed cases in Ethiopia as of 
August 21, 2020. 

The campaign is a testimony that Ethiopia is experiencing large outbreaks and sustained or 

pervasive local transmission (community transmission) over the capital city and regions. This 

indicates the country needs to be prepared for a significant increase in the number of 

specimens and need to strengthen the laboratories for COVID testing.   

The campaign attests the testing centers/labs across the board are facing a significant 

increase in testing demand and constraints in the availability of supplies. This delays test 

results and make people wait for several days or even weeks to get their results back, which 

in turn causes another hindrance to the COVID-19 pandemic response. This lengthy 

turnaround time undermines the fight against the coronavirus furthermore makes the efforts 

to trace contacts of confirmed cases almost pointless. The constraints on available testing 

supplies influence not only COVID-19-related care in hospitals but are also implies to 

adversely affect the non-COVID-19 healthcare system as well.  
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The recent surge in the number of cases and increased demand for testing requires 

evaluating the current testing approach and revise the national testing strategies and 

guidelines. The team preparing this evidence review, therefore, recommends the National 

Public Health Emergency Operation Center (PHEOC) and regional EOCs to anticipate the 

testing constraints and prioritize who should be tested for COVID-19 considering the limited 

testing resources available. Prioritization will ensure that the limited testing resources 

available are directed for those medically indicated individuals and those identified by well-

defined public health surveillance efforts. 

There are other reasons why testing should be based on medical indications and a health 

care provider decision. This includes: 1) the health care provider can provide results to the 

patient and help the patient understand the results and deliver appropriate care, 2) testing 

based on medical need will ensure that people who most need testing can get results rapidly 

and reduce strain on the health care system. Therefore, revising the testing guidelines will 

also allow health care providers and laboratories to better manage the surging demand for 

non-medically indicated tests, as the current capacity will not be able to meet all demands. 

Objective of the Rapid Evidence Review 

The objective of this rapid evidence review is to summarize the best available evidence on 

the COVID-19 testing prioritization and forward contextual recommendations for Ethiopia. In 

addition, the review includes evidence related to appropriate COVID-19 diagnostic test and 

clinical test specimen, frequency of testing to confirm the result, and testing strategies related 

to releasing COVID-19 patients from isolation.  

How this Rapid Evidence Review was prepared? 

The methods used to prepare this rapid evidence review were adapted from the SURE Rapid 

Response Service (www.evipnet.org/sure/rr/methods) and a guide to COVID-19 evidence 

sources (https://www.mcmasterforum.org/networks/covid-end/resources-to-support-decision-

makers/guide-to-key-covid-19-evidence-sources).  

 

To answer the question under review, we searched for relevant high-quality studies (rapid 

review and systematic reviews) on Epistemonikos, L·OVE evidence, COVID-END, PubMed, 

and Cochrane databases. Besides, relevant guidelines developed using a robust process 

were included. We also conducted searches of relevant government and ministry websites to 

include other country’s experiences.  

 

http://www.evipnet.org/sure/rr/methods
https://www.mcmasterforum.org/networks/covid-end/resources-to-support-decision-makers/guide-to-key-covid-19-evidence-sources
https://www.mcmasterforum.org/networks/covid-end/resources-to-support-decision-makers/guide-to-key-covid-19-evidence-sources
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Summary of findings 

We organized our findings around three basic questions listed below to support the 

development of a robust testing strategy for Ethiopia.   

1. Who should be tested for COVID-19 when there is limited testing capacity and there is 

a surge in the number of new cases?  

2. What is the most appropriate diagnostic test for COVID-19, clinical test specimen, and 

frequency of testing for confirming test results?  

3. What strategies are available related to releasing COVID-19 patients from isolation? 

(Is test-based strategy mandatory to release patients from isolation?) 

We provide the main findings and testing recommendations to the above questions from 

the highly relevant evidence documents (guidelines developed using a robust process, 

rapid reviews, and systematic reviews) as well as from jurisdictional scans. The 

summaries of findings are presented below in tables 1, 2 and 3.  
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Table 1: Evidence on COVID-19 testing prioritization, given the limited availability of resources  

Document 

Type  

Focus area Key findings or recommendations  

Guidelines developed by different organizations using a robust process 

WHO 

(WHO, 

2020c) 

 

Last update:  

March 21, 

2020 

 WHO Prioritized 

testing 

strategies: 

Considerations 

for countries 

dealing with 

community 

transmission  

⦿ Faced with community transmission over large areas of the country, laboratories need to be prepared for the 

significant increase in the number of specimens that need to be tested for COVID-19. Testing constraints 

should be anticipated, and prioritization will be required to assure the highest public health impact of reducing 

transmission using available resources. 

⦿ In the settings of limited resources and areas with community transmission, prioritization for testing should be 

given to: 

 People who are at risk of developing severe disease and vulnerable populations, who will require 

hospitalization and advanced care for COVID-19; 

 Health workers (including emergency services and non-clinical staff) regardless of whether they are a 

contact of a confirmed case (to protect health workers and reduce the risk of nosocomial transmission) 

 The first symptomatic individuals in a closed setting (e.g. schools, long-term living facilities, prisons, 

hospitals) to quickly identify outbreaks and ensure containment measures. All other individuals with 

symptoms related to the close settings may be considered probable cases and isolated without 

additional testing if testing capacity is limited. 

IDSA Panel 

(Hanson et 

al., 2020) 

Last update:  

May 6, 2020 

 IDSA Panel: 

Guidelines on 

the Diagnosis of 

COVID-19 

 

⦿ IDSA panel recommends testing should be prioritized for symptomatic patients first.  

⦿ In addition, when resources are adequate testing is recommended for asymptomatic individuals.  

 Testing asymptomatic individuals with known or suspected contact with a COVID-19 case.  

 Testing asymptomatic individuals without known exposure is suggested when the results will impact 

isolation/quarantine/personal protective equipment (PPE) usage decisions, dictate eligibility for surgery, 

or inform the administration of immunosuppressive therapy. 
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*Prioritization of testing should depend on institutional-specific resources and the needs of different patient 

populations. 

*IDSA testing algorithm is provided (See the Annex) 

IDSA 

(Infectious 

Diseases 

Society of 

America, 

2020) 

Last update:  

March 17, 

2020 

 IDSA 

recommendatio

ns for diagnostic 

testing 

prioritization 

 IDSA priorities have four tiers as follow:   

⦿ Tier 1: 

 Critically ill patients receiving ICU level care with unexplained viral pneumonia or respiratory failure, 

regardless of travel history or close contact with suspected or confirmed COVID-19 patients; 

 Any person, including health care workers, with fever or signs/symptoms of a lower respiratory tract illness 

and close contact with a laboratory-confirmed COVID-19 patient within 14 days of symptom onset; 

 Any person, including health care workers, with fever or signs/symptoms of a lower respiratory tract illness 

and a history of travel within 14 days of symptom onset to geographic regions where sustained community 

transmission has been identified. 

 Individuals with fever or signs/symptoms of a lower respiratory tract illness who are also immunosuppressed 

(including patients with HIV), elderly, or have underlying chronic health conditions. 

 Individuals with fever or signs/symptoms of a lower respiratory tract illness who are critical to pandemic 

response, including health care workers, public health officials, and other essential leaders. 

⦿ Tier 2: Hospitalized (non-ICU) patients and long-term care residents with unexplained fever and 

signs/symptoms of a lower respiratory tract illness. The number of confirmed COVID-19 cases in the 

community should be considered. 

⦿ Tier 3: Patients in outpatient settings who meet the criteria for influenza testing. This includes individuals 

with co-morbid conditions including diabetes, COPD, congestive heart failure, age >50, immunocompromised 

hosts among others. The number of confirmed COVID-19 cases in the community should be considered. 

⦿ Tier 4: Community surveillance as directed by public health and/or infectious disease authorities.  
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US. CDC & 

NIH 

(US 

National 

Institutes of 

Health & 

US.CDC, 

2020) 

Last update:  

July 30, 

2020 

 US. CDC 

Recommendatio

ns on virologic 

Testing for 

SARS-CoV-2 

Infection 

 The US. CDC has established a priority system for diagnostic testing for SARS-CoV-2 infection based on the 

availability of tests (updated periodically as new evidence becomes available). 

 The following are the current CDC priorities for COVID-19 diagnostic testing.  

⦿ High Priority:  

 Hospitalized patients with symptoms; 

 Health care facility workers, workers in congregate living settings, and first responders with symptoms; and 

 Residents in long-term care facilities or other congregate living settings, including prisons and shelters, with 

symptoms. 

⦿ Priority:  

 Persons with symptoms of potential COVID-19 infection, including fever, cough, shortness of breath, chills, 

muscle pain,  loss of taste or smell, vomiting or diarrhea, and/or sore throat; and 
 

 Persons without symptoms who are prioritized by health departments or clinicians, for any reason, including 

but not limited to public health monitoring, sentinel surveillance, or screening of COVID-19 Treatment 

Guidelines other asymptomatic individuals according to state and local plans 

US 

Department 

of Health 

Human and 

Human 

Services 

(HHS, 2020)  

 

 Prioritize 

COVID-19 

testing for those 

individuals at 

greatest risk 

 Following guidelines issued by the US Department of Health Human and Human Services (HHS) 

to prioritize COVID-19 testing for those individuals at greatest risk 

⦿ Priority 1 Patients 

 Hospitalized patients  

 Symptomatic healthcare workers 

⦿ Priority 2 Patients 

 Symptomatic patients in long-term care facilities  

 Symptomatic patients over age 65 years  

 Symptomatic patients with underlying conditions  
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 Symptomatic first responders 

⦿ Priority 3 Patients  

 Symptomatic critical infrastructure workers  

 Symptomatic individuals who do not meet other categories  

 Healthcare facility workers and first responders  

 Individuals with mild symptoms in hot zone communities 

Rapid Reviews  

Rapid Review 

(NSW Health, 

2020) 

 COVID-19 testing before 

surgery  
⦿ COVID-19 testing before surgery is generally recommended for people undergoing surgeries 

perceived as high risk, including upper gastrointestinal, ear nose and throat, neurosurgery and 

interventional cardiac services 

 

Rapid Review 

(Alberta Health 

Services, 2020) 

 COVID-19 Scientific 

Advisory Group Rapid 

Response Report 

⦿ Accumulating case reports suggest that testing of all persons at the site of outbreaks in places such 

as long-term care residences, hospitals, and homeless shelters can reduce transmission chains 

Country specific practices 

Republic of 

South Africa 

 

Last update:  

April, 2020 

 Who will be 

referred for a 

COVID-19 test? 

 

⦿ In South Africa, patients must meet the following COVID-19 case criteria for testing 

 Have a severe acute respiratory illness, with fever or history of fever and cough with pneumonia, or  

 Have acute respiratory distress syndrome (based on the clinical s igns or X-ray findings) that requires 

you to be admitted to hospital 

And: 

 Have a documented travel history to any country where COVID-19 has occurred within 14 days 
before symptoms start OR 

 Have had close physical contact with a person with COVID-19 while they had symptoms OR 

 Have had close contact with patients with severe acute respiratory infections 

 Specifically, if you are a healthcare professional dealing with patients who have severe acute 
respiratory infections and where the cause of the patients' symptoms hasn't been confirmed. 
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U.K   Who should be 

prioritized for 

virus testing  

⦿ In the U.K., virus testing has been prioritized for the following groups: anyone who is symptomatic; all critical care 

admissions; anyone exposed to an outbreak; anyone discharged from hospital to home care; those who continue 

to go to work; asymptomatic health and social care workers; and pupils, teachers, and family members who are 

attending school. 

Germany   COVID-19 

testing 

prioritization 

⦿ In Germany, virus testing prioritization is given to: those are symptomatic; are asymptomatic but have had contact 

with a confirmed COVID-19 patient in the last two weeks; those with pre-existing conditions; and those whose 

employment places them in contact with vulnerable populations. 
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Table 2: Evidence on an appropriate diagnostic test, clinical test specimen and frequency of testing to confirm the test results  

Document 

type  

Focus area Key Findings and Recommendations 

Guidelines developed by different organizations using a robust process 

WHO  

(WHO, 2020b) 

 

Last update:  

March 2, 2020 

 WHO 

Interim 

guidance: 

Laboratory 

testing for 

coronavirus 

disease 

2019 

(COVID-19) 

in suspected 

human 

cases 

⦿ At a minimum, respiratory material should be collected for nucleic acid testing using RT-PCR: 

 upper respiratory specimens: nasopharyngeal and oropharyngeal swab or wash in ambulatory patients  

 And/or lower respiratory specimens: sputum (if produced) and/or endotracheal aspirate or 

bronchoalveolar lavage in patients with more severe respiratory disease. (Note the high risk of 

aerosolization; adhere strictly to infection prevention and control) 

⦿ If a negative result is obtained from a patient with a high index of suspicion for COVID-19 virus infection, 

particularly when only upper respiratory tract specimens were collected, additional specimens, including from the 

lower respiratory tract if possible, should be collected and tested. 

⦿ In cases where NAAT assays are negative and there is a strong epidemiological link to COVID-19 infection, 

paired serum samples (in the acute and convalescent-phase) could support diagnosis once validated serology 

tests are available. Serum samples can be stored for these purposes.  

⦿ Laboratories should follow national reporting requirements. In general, all test results, positive or negative, 

should be immediately reported to national authorities. 

US. CDC 

(US National 

Institutes of 

Health & 

US.CDC, 

2020) 

Last update:  

 US. CDC 

recommenda

tions on the 

appropriate 

diagnostic 

test and 

clinical test 

specimen 

⦿ A molecular diagnostic or antigen test using reverse transcriptase-polymerase chain reaction (RT-PCR) is 

recommended by US.CDC to diagnose acute infection of SARS-CoV-2. 

⦿ Given that molecular diagnostic tests and antigen tests for SARS-CoV-2 occasionally yield false-negative 

results, in some settings, serologic tests have been used as an additional diagnostic test in patients strongly 

suspected to have SARS-CoV-2 infection.  

 However, CDC does not recommend the use of serologic testing as the sole basis for diagnosing acute 

SARS-CoV-2 infection. 
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July 30, 2020 ⦿ The US. CDC recommends that nasopharynx samples be used to detect SARS-CoV-2. Nasal swabs or 

oropharyngeal swabs are acceptable alternatives. 

⦿ Although lower respiratory tract samples have a higher yield than upper tract samples, they are often not 

obtained because of concerns about aerosolization of the virus during sample collection procedures. 

⦿ When a person who is strongly suspected to have SARS-CoV-2 infection has a negative result on an initial 

antigen test, repeat testing using a molecular diagnostic test may be warranted. 

IDSA Panel 

(Hanson et al., 

2020) 

Last update:  

May 6, 2020 

 IDSA Panel: 

Guidelines 

on the 

Diagnosis of 

COVID-19 

 

 IDSA panel recommends nucleic acid testing using the following specimens 

⦿ Collecting nasopharyngeal, or mid-turbinate, or nasal swabs rather than oropharyngeal swabs or saliva alone for 

SARS-CoV-2 RNA testing in symptomatic individuals with upper respiratory tract infection (URTI) or influenza-

like illness (ILI) suspected of having COVID-19 (conditional recommendation, low certainty of the evidence) 

⦿ A strategy of initially obtaining an upper respiratory tract sample (e.g., nasopharyngeal swab) rather than a lower 

respiratory sample for SARS-CoV-2 RNA testing in hospitalized patients with suspected COVID-19 lower 

respiratory tract infection. If the initial upper respiratory sample result is negative, and the suspicion for the 

disease remains high, the IDSA panel suggests collecting a lower respiratory tract sample (e.g., sputum, 

bronchoalveolar lavage fluid, tracheal aspirate) rather than collecting another upper respiratory sample 

(conditional recommendations, very low certainty of  evidence) 

⦿ Performing a single viral RNA test and not repeating testing in symptomatic individuals with a low clinical 

suspicion of COVID-19 (conditional recommendation, low certainty of  evidence) rather than collecting another 

upper respiratory sample 

⦿ Repeating viral RNA testing when the initial test is negative (versus performing a single test) in symptomatic 

individuals with an intermediate or high clinical suspicion of COVID-19 (conditional recommendation, low 

certainty of evidence) 

Systematic reviews  

Systematic 

review  

(Bwire, Majigo, 

  
⦿ SARS-CoV 2 is highly detected in the lower respiratory tract, with zero detection of viruses from the urogenital 

specimens. 
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Njiro, & Mawazo, 

2020) ⦿ Regarding the type of clinical specimens, Bronchoalveolar lavage fluid (BLF) had the highest positive rate 

followed by rectal swab then sputum specimens. Nasopharyngeal swab which is commonly and widely used had 

a moderate detection rate. A low positive rate was recorded in oropharyngeal swab and blood samples while no 

virus was found in urine samples.  

⦿ More importantly, the virus was detected in feces, suggesting SARS-CoV 2 transmission by the fecal route.  

⦿ The use of specimens such as BLF, sputum, and the rectal swab is recommended for clinical diagnosis of 

COVID-19. 
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Table 3: Evidence on releasing COVID-19 patients from isolation (home or isolation center) 

Document 

Type  

Focus area Key findings or recommendations  

Guidelines developed by different organizations using a robust process 

ECRI 

US.CDC 

(ECRI & 

US.CDC, 

2020) 

Last 

update:  

August 10, 

2020 

 Return-to-Work 

Considerations 

for COVID-19- 

Positive 

Employees 

⦿ The Centers for Disease Control and Prevention (CDC) recommends two strategies for allowing employees to 

return to work after a COVID-19 illness: a test-based strategy and a non-test-based strategy. 

 The test-based strategy is preferred for healthcare workers. This strategy is based on the individual's 

fever being resolved without the use of fever-reducing medications and improvement in respiratory 

symptoms (e.g., cough, shortness of breath). Besides, at least two consecutive nasopharyngeal swab 

specimens collected more than 24 hours apart should test negative 

 If tests are not available, the non-test based strategy can be used. This strategy requires healthcare 

personnel to wait at least 72 hours after recovery, defined as resolution of fever without the use of fever-

reducing medications; improvement in respiratory symptoms; and passage of at least seven days since 

symptoms first appeared. 

⦿ CDC also recommends that healthcare personnel with laboratory-confirmed COVID-19 who have not had any 

symptoms be excluded from work until 10 days have passed since the date of their first positive COVID-19 

diagnostic test, assuming they have not subsequently developed symptoms since their positive test. 

WHO 

(WHO, 

2020a) 

 

Last 

update:  

August 12, 

2020 

 WHO: 

Releasing 

COVID-19 

patients from 

isolation at 

home 

⦿ Patients who are cared for at home should be isolated until they are no longer infectious: 

 For asymptomatic persons: 10 days after positive. 

 COVID-19 patients who receive home-based care or have been discharged from hospital should remain in 
isolation for a minimum of 10 days after symptom onset, plus at least 3 additional days without symptoms 
(including without fever and respiratory symptoms) 

 Health workers need to establish a means of communicating with the caregivers of individuals with COVID-19 for 

the duration of the isolation period 

⦿ Contacts should remain in quarantine at home and monitor their health for 14 days from the last day of possible 

contact with the infected person. 
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Conclusion 
 

The current increase in the number of cases and the ComBAT campaign demonstrate the 

testing centers/labs across the country are facing a significant increase in testing demand 

and constraints in the availability of supplies. This makes people wait several days or even 

weeks to get their results back, causing another setback to the COVID-19 pandemic 

response. The lengthy turnaround time undermines the fight against the coronavirus, making 

the efforts of contact tracing almost pointless. Considering the limited testing resources, the 

team preparing this evidence review recommends the National Public Health Emergency 

Operation Center (PHEOC) and regional EOCs to anticipate the testing constraints and 

prioritize who should be tested for COVID-19.  Accordingly, the rapid evidence review 

summarized the best available evidence on the COVID-19 testing prioritization and 

forwarded contextual recommendations for Ethiopia. Besides, the review also included 

evidence related to appropriate COVID-19 diagnostic test and clinical test specimen, 

frequency of testing to confirm the result, and testing strategies related to releasing COVID-

19 patients from isolation.  

Recommendations for Ethiopia 
 

In order to properly respond to the recent rapid increase in the number of COVID-19 

cases in Ethiopia (with community transmission over large areas of the country) the 

following recommendations were forwarded regarding the RT-PCR testing:  

⦿ Laboratories will need to be prepared for the significant increase in the number of 

specimens that need to be tested for COVID-19. Thus,  

 Options to engage privately owned laboratory services or the academic 

sector/universities should be considered.  

 The possibility of mobile laboratories or, if available, automated integrated 

NAAT systems that can be operated in remote regions and by staff with 

minimal training should be considered.  

⦿ Testing constraints should be anticipated, and prioritization of testing should be 

implemented to assure the highest public health impact of reducing transmission using 

available resources. Given the current limited availability of testing in Ethiopia, the 

team preparing this Rapid Evidence Review has developed recommendations for 
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diagnostic testing prioritization based on the best available evidence (these 

recommendations will likely be changed as testing becomes more widely available or 

as new information becomes available). The team proposed four priorities for COVID-

19 diagnostic testing and instructions to be followed are as follow:  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Hospitalized patients with symptoms; 

 Symptomatic health care facility 

workers; 

 Residents in geriatric centers or other 

congregate living settings, including 

prisons and shelters, with symptoms. 

 Outpatients with symptoms 

 

 Symptomatic individuals over age 60 

years; 

 Symptomatic individuals with 

underlying conditions/comorbidities;  

 First responders including law 

enforcement personnel, and 

firefighters, with symptoms.  

 

 Individuals with mild respiratory symptoms 

(symptomatic individuals who do not need medical 

care and who are not in one of the above groups) 

 Asymptomatic individuals with known or suspected 

contact with a COVID-19 case. 

 Asymptomatic individuals without known exposure, 

when the results will have an impact on dictate 

eligibility for surgery or inform the administration of 

immunosuppressive therapy, international travelers 

 Asymptomatic individuals without known or suspected 

exposure to SARS-CoV-2 for early identification in 

special settings 

  

 Individuals being tested to determine the resolution of 

infection (i.e.,  HCP Return to Work, 

and Discontinuation of Home Isolation) 

Instructions for the priorities 

A) Identify and separate priority COVID-19 specimens by P1, P2, P3, and P4 designations. 

B) Place each priority COVID-19 specimen in individual requisition bag with corresponding 

colored Priority Handling Card (order using part numbers shown on cards above). 

C) Place all priority COVID-19 specimens in separate consolidation bag 

D) Maintain appropriate specimen temperature and place in standard pickup location 

Priority #1 (P1) 
 

Priority #2 (P2) 
 

Priority #3 (P3) 
 

Priority #4 (P4) 
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⦿ A molecular diagnostic or antigen test using reverse transcriptase-polymerase chain 

reaction (RT-PCR) is recommended to diagnose acute infection of SARS-CoV-2. 

However, molecular diagnostic tests occasionally yield false-negative results.  

 If a negative result is obtained from a patient with a high index of suspicion for 

COVID-19 virus infection, particularly when only upper respiratory tract 

specimens were collected, additional specimens, including from the lower 

respiratory tract if possible, should be collected and the test could be repeated. 

 In cases where RT-PCR tests are negative and there is a strong 

epidemiological link to COVID-19 infection, paired serum samples (in the acute 

and convalescent-phase) could support diagnosis once validated serology tests 

are available. However, serologic based antibody tests are not recommended 

as the sole basis for diagnosing acute SARS-CoV-2 infection. 

⦿ Although lower respiratory tract samples have a higher yield than upper tract samples, 

they are often not obtained because of concerns about aerosolization of the virus during 

sample collection procedures. Nasopharyngeal samples are recommended to detect 

SARS-CoV 2.    

⦿ When a person who is strongly suspected to have SARS-CoV-2 infection has a negative 

result on an initial antigen test, repeat testing using a molecular diagnostic test may be 

warranted. 

⦿ If tests are not available, the non-test based strategy (explained in summary of findings 

in table 3 above) can be used for releasing COVID-19 patients from isolation.  
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