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COVID-19 Testing – a commentary 

11 June 2020 

DISCLAIMER: this report compiles some of the concerns that have been raised around the 

government’s testing program. We cannot claim that this report is comprehensive, nor necessarily free 

of error or omission.  

1. Introduction  

The UK government’s testing strategy for coronavirus has been resoundingly criticised by 

scientific experts. Similar criticisms have been levelled in Scotland (see SfL report on 

Scotland), noting that healthcare is a fully devolved matter. General criticisms include:  

• Delays in ramping up testing capacity 

• Confusion over shortages of testing reagents for PCR tests 

• The purchase of useless antibody testing kits  

• Misrepresentative use of statistics  

• Confusing and sub-optimal reporting of data 

• Uncertainty about how testing will be integrated into tracking and tracing  

• A lack of updates to the testing strategy to address the concerns of particular high-

risk, e.g. the BAME population, in Pillar 1 (healthcare workers) and Pillar 4 (longer-

term surveillance, ref).   

• Failure to engage and respond to offers of assistance on testing in a rapid enough 

fashion 

Most seriously, experts and professional bodies have criticised the UK response for being 

possibly deliberately misleading:  

 

“The aim seems to be to show the largest possible number of tests, even at the expense of 

understanding. It is also hard to believe the statistics work to support the testing programme 

itself. The statistics and analysis serve neither purpose [1. understanding the epidemic, 2. 

managing the testing programme] well.” – David Norgrove, UK Statistics Authority Chair, 2 

June (ref) 

 

One under-utilised resource already available is that of contact tracing teams covering sexual 

health (highlighted by Professor Jackie Cassell, Brighton & Sussex Medical School). These 

teams work under Public Health England and local Environmental Health departments. This 

model of sexual health contact tracing is relatively unusual internationally, so not many 

countries would have access to a similar resource.  

Advantages include that it is an infrastructure already working across public health, primary 

care and the NHS, and is used to approaching contact tracing in a sensitive and culturally-

appropriate manner. The failure to build on this model has left the UK’s contact tracing system 

(including app) with a number of questions to answer regarding security, privacy, and efficacy.  
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Here in the UK, we have proceeded down the inception of a new contact tracing service 

run by private providers. Few would argue this has been set up too late, and the early 

anecdotal evidence has highlighted numerous difficulties around its potential 

effectiveness.  

 

2. Failures of Data Reporting 
 

Specific concerns raised by the UK Statistics Authority, professional bodies, and frontline 

workers include the following. The government should act to address all of these 

concerns as soon as possible.  

 

1. The ‘headline’ tests adds together the total number of tests carried out and the total 

number of tests posted out. There is no data on how many tests are successfully 

completed and it is the government have failed to release associated data (ref). 

2. The slides presented in the daily press conference do not give the dates on which tests 

were actually carried out [perhaps to ensure that the 100,000 target by 1 May was 

met].  

3. Swab tests carried out simultaneously on the same patients were counted as multiple 

tests, but the rate at which this is happening is not clear. Figures for overall numbers 

of people tested are harder to find and the time series does not appear to be being 

updated regularly.  

4. The top-level summaries being presented amalgamates positive results from both 

Pillars 1 and 2, and presents these alongside the total number of tests from all Pillars, 

giving an artificially low impression of the proportion of tests returning a positive result. 

5. Test results do not include key factors, such as age, sex, location (geography/setting) 

or employment type. This makes trends difficult to discern.  

 

These concerns must be addressed as the contract tracing app and system are rolled out to 

ensure that the same problems to do affect containment through this system as well. When 

making claims about the number of tests per day in relation to other countries, e.g.  

 

“This country is now testing more than virtually any other country in Europe.” - Boris 

Johnson, 20 May 

The same issues apply. Not all countries follow the same reporting protocols as the UK (see 

www.ourworldindata.org) so whilst comparative conclusions may be drawn, these must be 

done with care.  

 

3. Comparisons internationally 

3.1 Germany and South Korea 

Germany and South Korea are often cited as exemplars for rapid expansion of the testing 

system. This is for a number of reasons:  
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• Matt Hancock has suggested that German manufacturing capacity was able to 

achieve a rapid surge in testing capacity, though why this was not in theory possible 

in the UK remains unclear (ref). 

• Healthcare spending in Germany is higher per-person and as a fraction of GDP, 

meaning that rapid surges in capacity and technology were easier to achieve.  

• South Korea suffered badly from both the SARS and MERS outbreaks, meaning that  

‘institutional memory’.  

• South Korea also utilises digital technology on a large scale, for example, including 

mobile phone data and locations of credit card usage, and produced a more suitable 

legal infrastructure that has been utilised during the COVID-19 response. 

3.2 Devolution  

Much has also been made of the comparative responses between England, Wales, Northern 

Ireland and Scotland. These are discussed in some detail in the SfL Scotland report, but it 

appears that the Federal Structure has been advantageous in Germany in that increased 

autonomy has allowed for more rapid and more flexible responses. There are lessons to be 

learned for the UK here.  

3.3 Low and Middle Income Countries 

With these approaches to community health, there is significant potential for learning from our 

colleagues in low- and middle-income settings. For example, in Ghana, there is a huge 

emphasis on taking the healthcare to the community, quite literally ‘door to door’.  

These include vaccine programmes, and Mass Drug Administrations (providing drugs for the 

entire community, usually to prevent against tropical infections such as lymphatic filariasis or 

onchocerciasis). Ghana, like many sub-Saharan Africa countries, are also well used to 

managing outbreaks of serious infectious disease, for example including polio and meningitis.  

As part of UK preparedness ahead of ‘the next pandemic’ (or a second wave of this one), we 

should look to learn from all corners of the world, and also identify how best to use the 

resources we already have. 
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