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ABSTRACT
Introduction: Ever since the Coronavirus Disease-2019 (COVID19) pandemic hit, there have been constant efforts to develop
rapid, sensitive and specific diagnostic methods to detect the
virus in order to curb the further spread of the disease. There
is an array of tests available for the detection of Severe Acute
Respiratory Syndrome Coronavirus-2 (SARS-CoV-2). Time
being a very crucial factor and Rapid Antigen Testing (RAT) is
very helpful in detecting the virus.
Aim: To discuss the importance of rapid antigen testing among
symptomatic and asymptomatic cases in different age groups
and gender with association to infection.
Materials and Methods: This retrospective study was conducted
in Department of Microbiology, Autonomous State Medical
College and SNM Hospital, Firozabad, Uttar Pradesh, India,
from April 2020 to August 2021. A total of 16,258 samples were
collected from symptomatic patients having Influenza Like Illness
(ILI), Severe Acute Respiratory Illness (SARI), those seeking
hospitalisation, contacts (symptomatic and asymptomatic) and
travellers were subjected to antigen detection by the Standard
Q COVID-19 antigen kit following proper precautions. The
cases were divided into Group A of patients who presented
with symptoms ≤7 days, Group B of patients who presented

with signs and symptoms >7 days and group C comprised of
asymptomatic patients. The Chi-square test was done to test the
statistical significance of association of symptomatic patients
with outcome of the antigen test.
Results: Of the total 16,258 samples tested, the maximum
number of positive cases were found in the age group 3039 years followed by 20-29 years. The least number of positive
cases were found in extreme age group, i.e., six cases in
>90 years and no case was found in below 9 years. No significant
impact was found on the positivity rates on the basis of gender.
The percentage positivity as detected by rapid antigen was
2.1% and maximum patients were found in the group having
symptoms ≤7 days (p<0.05).
Conclusion: Rapid Antigen Detection Test (RADT) for SARSCoV-2 is a simple, portable, fast and easy to perform test. It
could be easily used in rural areas as it does not require special
laboratory setup. It could be used for mass testing and helped as
a good epidemiological tool. However, few symptomatic cases
which could not be detected by rapid testing had to be cross
checked with Real Time-Reverse Transcriptase Polymerase
Chain Reaction (RT-PCR). Thus, when used in conjunction with
molecular methods, the sensitivity of the test increased.
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INTRODUCTION
The hurricane of COVID-19 outbreak has affected the mankind in the
past two years causing immense damage in all spheres of life. Ever
since it started in March 2020, there have been constant efforts to
devise a fast, sensitive and specific test for its detection which can
also be used in rural and peripheral areas easily and reach out to the
outreach. The timely detection of the virus is very important as the
prompt isolation of the patients curtails the further dissemination of
the virus. The high transmission rates and limited testing capacity
has been a hindrance in managing the pandemic [1].
Besides, the conventional gold standard techniques are time taking
and there is an increased risk of cross contamination, pipetting
errors, etc. There has been a race to develop nucleic acid assays,
hybridisation microarray assays and amplicon based metagenomics
sequencing [2]. The need of the hour has been to develop rapid,
inexpensive testing methods which can be deployed without using
special equipments or infrastructure. The Lateral Flow Detection
(LFD) tests have given promising results and are cost-effective [3].
The other rapid tests like the Quidel’s Antigen test besides testing
for the SARS-CoV-2 also checks for the Influenza virus antigens
and got an Emergency Use Authorisation (EUA) from the Food
and Drug Administration (FDA) [4]. The Nucleic Acid Amplification
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Test (NAAT) and RT-PCR assays available for COVID-19 detection
are automated and molecular based methods but take more time
in comparison to rapid testing. The rapid tests have also served
as good diagnostic tools for surveillance [5]. Other studies from
different parts of India have shown that RADT has proved to be a
good epidemiological tool in detection of COVID-19 [6]. The Indian
Council of Medical Research (ICMR) certified the studies on RADT
which accounted for close to 50% testing of COVID-19 [7-9]. This is
the first study from Northern India (Firozabad, Uttar Pradesh) which
was conducted to discuss the utility of the rapid testing for COVID19 in a tertiary care hospital in different age groups, gender and
associating it with symptoms.

MATERIALS AND METHODS
This retrospective study was conducted in Department of Microbiology,
Autonomous State Medical College and SNM Hospital, Firozabad,
Uttar Pradesh, India. A total of 16,258 samples were collected from
April 2020 to August 2021 (thereafter the data was analysed from
September 2021 to December 2021) from the Firozabad district and
all the neighbouring areas.
Inclusion criteria: RAT was done on the samples taken from the
patients who presented with ILI and SARI like symptoms as and
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when they reported and also from patients seeking hospitalisation,
from contacts (asymptomatic direct or high risk contacts) and
travellers (domestic and International). The data of symptoms and
clinical history/travel history was collected from hospital records or
patient summary reports.
Exclusion criteria: The samples from places with low prevalence
of infection (orange and green containment zones of neighbouring
areas of Firozabad, UP for e.g., Etah, Kasganj, etc.,) [10] were
excluded to avoid false positive results.
The details of age and gender were recorded along with signs and
symptoms. The cases were divided into three groups viz., group A
patients who presented with symptoms ≤7 days, group B patients
who presented with signs and symptoms >7 days [11] and group C
comprised of asymptomatic patients (who had been in direct contact
with symptomatic patients and high risk contacts with co-morbid
conditions like diabetes, heart ailments, etc., and people coming
from red containment zone) and those who were seeking to travel
within the country (domestic) or outside the country (International)
when lockdown was suspended.
The Standard Q COVID-19 antigen kit manufactured by SD Biosensor
was used, which comprises of a rapid immunochromatographic
assay, for the qualitative detection of specific antigens to SARSCoV-2. The sample was collected from the surface of the posterior
nasopharynx of the patient with the help of a sterile swab by
trained staff following proper precautions and processed as per
the manufacturers’ instructions without any delay. The swab was
then inserted in the extraction buffer, stirred and removed following
which the nozzle cap was pressed tightly on the tube. Three drops
of the extracted specimen was put on the cassette well and the
result was read within 15-30 minutes.

Interpretation of the result- The specimens which showed coloured
line in both the test and control were considered positive, the ones
which showed line only in the control and not in the test well were
considered negative and those which showed coloured line in test well
but not in the control were considered invalid and were repeated.

STATISTICAL ANALYSIS
All the variables have been presented in the form of frequencies
and percentages and these percentages have been calculated from
the total number of antigen tests done which were 16,258, besides
being depicted in suitable diagrammatical representation for the
bird-eye-view. Thereafter, the Chi-square test was done to test the
statistical significance of association of symptomatic patients with
outcome of the antigen test. All the analysis was performed using
R software version 3.6.2 and MS Excel 2007. A p-value <0.05 was
considered to be statistically significant.

RESULTS
A total of 16,258 samples were included and analysed. The maximum
testing for the COVID-19 Rapid antigen was done in males of age
group 20-29 years [Table/Fig-1]. The maximum occurrence of the
infection was in the age group 30-39 years followed by 20-29 years
and the least positivity was found in the higher age groups above
90 years followed by age group below 9 years. The people seeking
to travel in the age group 30-39 years showed 23 (0.1%) positivity
[Table/Fig-2]. The patients in different categories for Coronavirus
antigen testing showed maximum positivity 102 (0.6%) in the group
of contacts of positive cases [Table/Fig-3].

Principle
The test is based on immunochromatographic assay which
comprises of a nitrocellulose membrane precoated with mouse
monoclonal antichicken IgY antibody on the control line region
and mouse monoclonal anti SARS-CoV-2 antibody (conjugated
with colour particles used as antigen detectors) on the test line
region. The sample containing SARS-CoV-2 antigen interacted
with monoclonal anti SARS-CoV-2 antibody making an antigenantibody colour particle complex which migrated via capillary action
on the membrane until the test line where it was captured by the
mouse monoclonal anti SARS-CoV-2 antibody. The intensity of the
coloured line depend upon the amount of antigen present in the
specimen. The control line always appeared which indicated that
the test procedure was performed properly.
Negative antigen
For travel
purpose
n (%)

Other than
travel
n (%)

0-9

21 (0.1)

10-19

128 (0.8)

20-29
30-39
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Age group
(years)

Female
n (%)

Male
n (%)

Transgender
n (%)

Grand total
n (%)

0-9

88 (0.5)

121 (0.7)

0 (0)

209 (1.3)

10-19

783 (4.8)

1196 (7.4)

0 (0)

1979 (12.2)

20-29

3142 (19.3)

4030 (24.8)

1 (0)

7173 (44.1)

30-39

1076 (6.6)

1986 (12.2)

0 (0)

3062 (18.8)

40-49

525 (3.2)

1065 (6.6)

0 (0)

1590 (9.8)

50-59

360 (2.2)

841 (5.2)

0 (0)

1201 (7.4)

60-69

255 (1.6)

445 (2.7)

0 (0)

700 (4.3)

70-79

90 (0.6)

175 (1.1)

0 (0)

265 (1.6)

80-89

24 (0.1)

42 (0.3)

0 (0)

66 (0.4)

90-99

4 (0)

8 (0)

1 (0)

13 (0.1)

6347 (39)

9909 (61)

2 (0)

16258 (100)

Grand total

p-value
Independence
of antigen
result and
gender
p-value=0.07

Independence
of antigen
result and
age-group
p-value=0.02×
10-14
(<0.05)

[Table/Fig-1]: Age and gender wise testing for Coronavirus Rapid antigen.
p-value <0.05 considered significant

Positive antigen
Total
n (%)

For travel
purpose
n (%)

Other than
travel
n (%)

183 (1.1)

204 (1.3)

0 (0)

1839 (11.3)

1967 (12.1)

2067 (12.7)

5039 (31)

1008 (6.2)

1982 (12.2)

40-49

387 (2.4)

50-59

Repeat sampling required
Total
n (%)

For travel
purpose
n (%)

Other than
travel
n (%)

Total
n (%)

Grand total
n (%)

5 (0)

5 (0)

0 (0)

0 (0)

0 (0)

209 (1.3)

2 (0)

10 (0.1)

12 (0.1)

0 (0)

0 (0)

0 (0)

1979 (12.2)

7106 (43.7)

19 (0.1)

45 (0.3)

64 (0.4)

1 (0)

2 (0)

3 (0)

7173 (44.1)

2990 (18.4)

23 (0.1)

47 (0.3)

70 (0.4)

0 (0)

2 (0)

2 (0)

3062 (18.8)

1149 (7.1)

1536 (9.4)

18 (0.1)

35 (0.2)

53 (0.3)

0 (0)

1 (0)

1 (0)

1590 (9.8)

168 (1)

985 (6.1)

1153 (7.1)

11 (0.1)

37 (0.2)

48 (0.3)

0 (0)

0 (0)

0 (0)

1201 (7.4)

60-69

59 (0.4)

592 (3.6)

651 (4)

8 (0)

41 (0.3)

49 (0.3)

0 (0)

0 (0)

0 (0)

700 (4.3)

70-79

26 (0.2)

222 (1.4)

248 (1.5)

3 (0)

14 (0.1)

17 (0.1)

0 (0)

0 (0)

0 (0)

265 (1.6)

80-89

4 (0)

52 (0.3)

56 (0.3)

2 (0)

8 (0)

10 (0.1)

0 (0)

0 (0)

0 (0)

66 (0.4)

90-99

0 (0)

12 (0.1)

12 (0.1)

0 (0)

1 (0)

1 (0)

0 (0)

0 (0)

0 (0)

13 (0.1)

3868 (23.8)

12055 (74.1)

15923 (97.9)

86 (0.5)

243 (1.5)

329 (2)

1 (0)

5 (0)

6 (0)

16258 (100)

Age group
(years)

Grand total

[Table/Fig-2]: Percentage positivity of Coronavirus antigen in different age groups with travel details.
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Age group (years)
SARI

Negative
antigen

Positive
antigen

Repeat
sampling
required

0-9
n (%)

10-19
n (%)

20-29
n (%)

30-39
n (%)

40-49
n (%)

50-59
n (%)

60-69
n (%)

70-79
n (%)

80-89
n (%)

90-99
n (%)

Grand total
n (%)

5 (0)

28 (0.2)

92 (0.6)

56 (0.3)

49 (0.3)

23 (0.1)

18 (0.1)

12 (0.1)

7 (0)

1 (0)

291 (1.8)

ILI

9 (0.1)

35 (0.2)

124 (0.8)

73 (0.4)

68 (0.4)

41 (0.3)

31 (0.2)

29 (0.2)

11 (0.1)

2 (0)

423 (2.6)

Patients seeking
hospitalisation

67 (0.4)

872 (5.4)

1821 (11.2)

941 (5.8)

465 (2.9)

409 (2.5)

222 (1.4)

79 (0.5)

16 (0.1)

4 (0)

4896 (30.1)

Contacts of
positive cases

102 (0.6)

904 (5.6)

3002 (18.5)

912 (5.6)

567 (3.5)

512 (3.1)

321 (2)

102 (0.6)

18 (0.1)

5 (0)

6445 (39.6)

Total

183 (1.1)

1839 (11.3)

5039 (31)

1982 (12.2)

1149 (7.1)

985 (6.1)

592 (3.6)

222 (1.4)

52 (0.3)

12 (0.1)

12055 (74.1)

SARI

0 (0)

1 (0)

6 (0)

4 (0)

3 (0)

2 (0)

3 (0)

1 (0)

0 (0)

0 (0)

20 (0.1)

ILI

1 (0)

2 (0)

8 (0)

9 (0.1)

7 (0)

4 (0)

4 (0)

2 (0)

2 (0)

0 (0)

39 (0.2)

Patients seeking
hospitalisation

1 (0)

2 (0)

13 (0.1)

14 (0.1)

13 (0.1)

15 (0.1)

17 (0.1)

5 (0)

2 (0)

0 (0)

82 (0.5)

Contacts of
positive cases

3 (0)

5 (0)

18 (0.1)

20 (0.1)

12 (0.1)

16 (0.1)

17 (0.1)

6 (0)

4 (0)

1 (0)

102 (0.6)

Total

5 (0)

10 (0.1)

45 (0.3)

47 (0.3)

35 (0.2)

37 (0.2)

41 (0.3)

14 (0.1)

8 (0)

1 (0)

243 (1.5)

SARI

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

ILI

0 (0)

0 (0)

0 (0)

1 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

1 (0)

Patients seeking
hospitalisation

0 (0)

0 (0)

1 (0)

1 (0)

1 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

3 (0)

Contacts of
positive cases

0 (0)

0 (0)

1 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

1 (0)

Total

0 (0)

0 (0)

2 (0)

2 (0)

1 (0)

0 (0)

0 (0)

0 (0)

0 (0)

0 (0)

5 (0)

[Table/Fig-3]: Percentage positivity of Coronavirus antigen in different patient categories.
ILI: Influenza like illness, SARI: Severe acute respiratory illness

The percentage positivity as detected by Rapid antigen was 2.1%
out of a total number of 16,258 samples tested. There was no effect
of positivity on the basis of gender (p>0.05) [Table/Fig-1]. There were
six samples that gave invalid results and were repeated. Patients
that presented with symptoms less than a week showed maximum
142 (0.9%) antigen positivity [Table/Fig-4].
Negative
antigen
n (%)

Positive
antigen
n (%)

Repeat
sampling
required
n (%)

Group A (Symptomatic
≤7 days)

1783 (11.0)

142 (0.9)

1 (0.0)

Group B (Symptomatic
>7 days)

5128 (31.5)

126 (0.8)

2 (0.0)

Group C Asymptomatic

9012 (55.4)

61 (0.4)

3 (0.0)

Groups

p-value

<0.05

[Table/Fig-4]: Percentage positivity of COVID-19 Rapid antigen in reference to
duration of symptoms.
p-value <0.05 considered significant

DISCUSSION
COVID-19 pandemic has hit the population of all age groups
irrespective of gender. In this study, a preponderance of the infection
in the age groups of 30-39 years (p-value <0.05) followed by 20-29
years age was observed. This was due to more locomotion of these
age groups owing to job and travel. Bello-Chavolla OY et al., in their
study also had similar findings [11]. In their study Bello-Chavolla
OY et al., found higher mortality (29.5%) and severity of infection in
older Mexican adults due to COVID-19 infection [12]. In the present
study, testing was done more in males compared to females, which
could be attributed to more movement of males than females in
search of livelihood especially from rural to urban areas. However,
there was no significant impact on the positivity rates on the basis
of gender (p>0.05). The SARS-CoV-2 binds to the host cells on
the Angiotensin-Converting Enzyme 2 (ACE2) receptors on different
human tissues [13-15]. In one of the pioneer studies done by Li MY
et al., they did not find any significant difference in ACE2 expression
levels in males and females or younger and older age groups
indicating that the virus may infect the different genders and age
groups equally [16].
In the present study, the percentage positivity was 2.1% out of a
total of 16,258 samples. Other studies also showed positivity rates
Journal of Clinical and Diagnostic Research. 2022 Apr, Vol-16(4): DC01-DC05

between 1-8% [1,17], whereas, some showed a slightly higher
(more than 10%) prevalence of the infection [18,19]. The positivity
0.9% was found more in patients who presented with signs and
symptoms for ≤7 days (p<0.05). Harmon A et al., also observed
the maximum sensitivity of rapid tests done between days 0 to day
3 of the onset of symptoms in the patients [1]. The results of this
study were in concordance with other studies in which maximum
number of infected persons were detected with the help of rapid
tests in the first week of symptom onset [11,20,21]. This was due
to higher viral load and concentrations in the first week of infection
[22]. Researchers have concluded that within the first week of
symptoms onset the results of rapid tests were better than RTPCR and correlated with the presence of SARS-CoV-2 virus which
could be cultured [19]. The efficacy of the test reflects in it detecting
0.4% positive cases among asymptomatic individuals in this study.
Previous data conclude that asymptomatic people account for
approximately 40-45% of infection and pose a threat of spreading
the virus over an extended period of even more than 14 days [23].
Others also showed that asymptomatic residents had the potential
of spreading the SARS-CoV-2 infection thus, indicating additional
prevention measures [24].
The performance of Standard Q COVID-19 Rapid test was
evaluated by using it on Quantitative Reverse Transcription PCR
(RT-qPCR) and viral culture positive samples and it could not only
detect samples with high Ribonucleic Acid (RNA) loads reliably
but the negative results corresponded to non cultivable samples
in Vero E6 cells [17]. However, there have been studies that have
questioned the sensitivity of the Lateral Flow antigen Testing (LFT)
[25-27]. The testing of COVID-19 has largely depended on PCR
which is a reliable and powerful testing method having the potential
of detecting the virus even in very minute quantities. Since the
viral RNA fragments can be found in the patients even after the
clearing of the infectious virus, PCR can detect these not only in
infected but also in individuals who have been recently infected
[28]. It can also detect the viral RNA in asymptomatic individuals
[29]. However, when mass spread of the SARS-CoV-2 needs to
be curtailed then it is more important to have a test which would
detect the presence of the virus in the patient on the present
day rather than from an earlier infection [30]. This will be helpful
in prompt isolation of the patients which is required to stop the
further spread of the disease.
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Bello-Chavolla OY et al., in their study also concluded that RAT
could be used for a large scale testing of SARS-CoV-2 but keeping
a check on the false negatives [11]. False negatives could be a result
of testing patients too early after the infection [31]. This is of great
epidemiological significance as an unknown person harbouring the
virus may act as a vector thus spreading it to many people. The
increase in false negatives can also be attributed to local outbreaks
[32]. Kweon OJ et al., concluded that RAT should be done in
conjunction with other molecular tests in order not to miss any
positive cases [33]. ICMR in its advisory had also recommended
the use of RADT in combination of RT-PCR test especially in cases
of suspected individuals who gave a negative result in RADT [34].
Besides, the ICMR in its advisory stated to use RADT as the first
test of choice [35]. The 0.1% people who were seeking to travel
could be detected by the test, which was by and large the most
beneficial outcome of the testing as they were immediately isolated
which helped to curb the spread of infection not only locally but also
across the boundaries. Besides, the detection of positive contacts
of patients was a major help and the test helped in contact tracing
also. The RAT has been an effective testing method for Coronavirus
in low resource settings [36,37] and has been used as point of care
test giving results in a short time period even in outside central
laboratory testing facilities.

Limitation(s)
In some suspected cases with negative RADT, the test results had
to be cross checked with RT-PCR. Getting a proper clinical history
in some cases was difficult due to the fear and stigma of the disease
among the patients, their attendants and also the healthcare
professionals. The worst experience was to witness the elderly
(who could not explain their condition properly) being abandoned
by their own kin. This caused a hindrance in taking proper history
in such cases.

CONCLUSION(S)
Thus, RADT for SARS-CoV-2 is a simple, fast, cheap, easy to
perform point of care test which does not require special laboratory
setups. Since it is not much expertise dependant, it can be used in
rural areas and at home following proper precautions and disposal
instructions. Being portable it enabled mass testing and helped as
a good epidemiological tool. In the study RADT was found to be a
sensitive test.

Acknowledgement
The authors are thankful to Dr. Sangeeta Aneja (Principal, Autonomous
State Medical College, Firozabad, Uttar Pradesh, India) for her heartfelt
support and guidance. The authors are thankful to the entire technical
team who worked dedicatedly and tirelessly in this hour of pandemic.

REFERENCES

[1] Harmon A, Chang C, Salcedo N, Sena B, Herrera BB, Bosch I, et al. Validation of
an at-home direct antigen rapid test for COVID-19. JAMA. 2021;4(8):e2126931.
Doi: 10.1001/jamanetworkopen.2021.26931.
[2] Service RF. Standard coronavirus test, if available, works well- but can new
diagnostics help in this pandemic? Science, March 22, 2020. www.sciencemag.
org/news/2020/03/standard-coronavirustest- if-available-works-well can-newdiagnostics-help-pandemic.
[3] Peto T. COVID-19: Rapid antigen detection for SARS-CoV-2 by lateral flow
assay: A national systematic evaluation of sensitivity and specificity for masstesting. E Clinical Medicine. 2021;36:100924.
[4] Rubin R. The challenges of expanding rapid tests to curb COVID-19. JAMA.
2020:324(18):1813-15.
[5] Ashcroft P, Lehtinen S, Angst DC, Low N, Bonhoeffer S. Quantifying the impact
of quarantine duration on COVID-19 transmission. J Epidemiol Glob Health.
2021;10:e63704. Doi: 10.7554/eLife.63704.
[6] Cherian P, Krishna S, Menon GI. Optimizing testing for COVID-19 in India.
PLoS Comput Biol. 2021;17(7):e1009126. https://doi.org/10.1371/journal.
pcbi.1009126.
[7] Indian Council of Medical Research. Information of Testing Strategies; 2020.
Available from: https://www.icmr.gov.in/cteststrat.html. Accessed on: 13.12.2021.

4

www.jcdr.net

[8] Kaul R. Rapid antigen tests account for close to 50% of Covid-19 tests in
India: Govt data; 2020: https://www.hindustantimes.com/health/rapid-antigentests-account-for-close-to-50-ofcovid-19-tests-in-india-govt-data/storyWLh6mbgmXsZ92EBAA3zzBM.html. Accessed on: 15.12.2021
[9] Sirur S. It isn’t just Delhi. Kerala, Bihar & UP also conduct more than 50% rapid
antigen tests; 2020: https://theprint.in/health/it-isnt-just-delhi-kerala-bihar-up-alsoconduct-more-than-50-rapid-antigen-tests/550255/. Accessed on: 15.12.2021.
[10] https://www.hindustantimes.com/india-news/covid-19-full-list-of-red-orangeand-green-zones-in-uttar-pradesh/story-ANo48kRgFL5X7l1bwjfnTI.html
Accessed on: 17.12.2021.
[11] Bello-Chavolla OY, Antonio-Villa NE, Fernández-Chirino L, Guerra EC, FermínMartínez CA, Márquez-Salinas A, et al. Diagnostic performance and clinical
implications of rapid SARS-CoV-2 antigen testing in Mexico using real-world
nationwide COVID-19 registry data. PLOS ONE. 2021;16(8):e0256447. https://
doi.org/10.1371/journal.pone.0256447.
[12] Bello-Chavolla OY, González-Díaz A, Antonio-Villa NE, Fermín-Martínez CA,
Márquez-Salinas A, Vargas-Vázquez A, et al. Unequal impact of structural health
determinants and comorbidity on covid-19 severity and lethality in older mexican
adults: Considerations beyond chronological, aging. Journals of Gerontology:
Medical Sciences. 2021;76(3):e52-59. Doi: 10.1093/gerona/glaa163.
[13] Xu X, Chen P, Wang J, Feng J, Zhou H, Li X, et al. Evolution of the novel
coronavirus from the ongoing Wuhan outbreak and modeling of its spike protein
for risk of human transmission. Sci China Life Sci. 2020;63(3):457-60.
[14] Lu R, Zhao X, Li J, Niu P, Yang B, Wu H, et al. Genomic characterisation and
epidemiology of 2019 novel coronavirus: Implications for virus origins and
receptor binding. Lancet. 2020;395:565-74. https://doi.org/10.1016/S01406736(20)30251-8.
[15] Zhou P, Yang XL, Wang XG, Hu B, Zhang L, Zhang W, et al. A pneumonia
outbreak associated with a new coronavirus of probable bat origin. Nature.
2020;579(7798):270-73.
[16] Li MY, Li L, Zhang Y, Wang XS. Expression of the SARS-CoV-2 cell receptor
gene ACE2 in a wide variety of human tissues. Infect Dis Poverty. 2020;9(1):45.
https://doi.org/10.1186/s40249-020-00662-x.
[17] Korenkov M, Poopalasingam NK, Madler M, Vanshylla K, Eggeling R, Wirtz M,
et al. Evaluation of a rapid antigen test to detect SARS-CoV-2. Infection and
identify potentially infectious individuals. J Clin Microbiol. 2021;59(9):e00896-21.
Doi.org/10.1128/JCM.00896-21.
[18] Pekosz A, Parvu V, Li M, Andrews JC, Manabe YC, Kodsi S, et al. Antigenbased testing but not real-time polymerase chain reaction correlates with
severe acute respiratory syndrome coronavirus 2 viral culture. Clin Infect Dis.
2021;73(9):e2861-66 https://doi.org/10.1093/cid/ciaa1706. PMID: 33479756.
[19] Hada V, Rath RS, Mohanty A, Sahai R, Kumar K, Kumar S, et al. Comparison of
positivity rates of rapid antigen testing and real-time polymerase chain reaction
for COVID-19 during the first and second waves of the pandemic in Eastern Uttar
Pradesh, India. Cureus. 2021;13(7):e16206. Doi: 10.7759/cureus.16206.
[20] Brümmer LE, Katzenschlager S, Gaeddert M, Erdmann C, Schmitz S, Bota
M, et al. Accuracy of novel antigen rapid diagnostics for SARS-CoV-2: A living
systematic review and meta-analysis. PLOS Med. 2021;18(10):e1003825.
https://doi.org/10.1371/journal.pmed.1003735.
[21] Guglielmi G. Rapid coronavirus tests: A guide for the perplexed. Nature.
2021;590:202-04.
[22] Kissler SM, Fauver JR, Mack C, Olesen SW, Tai C, Shiue KY, et al. SARS-CoV-2
viral dynamics in acute infections. medRxiv. 2020. https://doi.org/10.1101/2020.
10.21.20217042.
[23] Oran DP, Topol EJ. Prevalence of asymptomatic SARS-CoV-2 infection. Annals
of Internal Medicine. 2020;173(5):362-67. https://doi.org/10.7326/M20-3012.
[24] Kimball A, Hatfield KM, Arons M, James A, Taylor J, Spicer K, et al; Public health–
seattle & king county; CDC COVID-19 investigation team. Asymptomatic and
presymptomatic SARS-CoV-2 infections in residents of a long-term care skilled
nursing facility- king county, Washington, March 2020. MMWR Morb Mortal Wkly
Rep. 2020;69(13):377-81. Doi: 10.15585/mmwr.mm6913e1. PMID: 32240128;
PMCID: PMC7119514.
[25] Armstrong S. COVID-19: Tests on students are highly inaccurate, early findings
show. BMJ. 2020;371:m4941. Doi.org/10.1136/bmj.m4941.
[26] Deeks J, Raffle A, Gill M. COVID-19: Government must urgently rethink lateral
flow test roll out. BMJ Opinion. 2021.
[27] Deeks JJ, Raffle AE. Lateral flow tests cannot rule out SARS-CoV-2 infection.
BMJ. 2020;371:m4787.
[28] van Kampen JJA, van de Vijver DAMC, Fraaij PLA, Haagmans BL, Lamers MM,
Okba N, et al. Duration and key determinants of infectious virus shedding in
hospitalised patients with coronavirus disease-2019 (COVID-19). Nat Commun.
2021;12:267. https://dx.doi.org/10.1038%2Fs41467-020-20568-4.
[29] Cevik M, Tate M, Lloyd O, Maraolo AE, Schafers J. SARS-CoV-2, SARS-CoV, and
MERS-CoV viral load dynamics, duration of viral shedding, and infectiousness:
A systematic review and meta-analysis. Lancet Microbe. 2021;2(1):e13-22.
https://doi.org/10.1016/s2666-5247(20)30172-5.
[30] Mina MJ, Peto TE, García-Fiñana M, Semple MG, Buchan IE. Clarifying the
evidence on SARS-CoV-2 antigen rapid tests in public health responses to COVID19. The Lancet. 2021;397. https://doi.org/10.1016/S0140-6736(21)00425-6.
[31] Pullano G, Di Domenico L, Sabbatini CE, Valdano E, Turbelin C, Debin M, et al.
Underdetection of COVID-19 cases in France threatens epidemic control. Nature.
2020;590(7884):134-39. https://doi.org/10.1038/s41586- 020-03095-6.
[32] Lorentzen HF, Schmidt SA, Sandholdt H, Benfield T. Estimation of the
diagnostic accuracy of real-time reverse transcription quantitative polymerase
chain reaction for SARS-CoV-2 using re-analysis of published data. Dan Med J.
2020;67(9):A04200237.
Journal of Clinical and Diagnostic Research. 2022 Apr, Vol-16(4): DC01-DC05

www.jcdr.net

Lekha Tuli and Rohit Patawa, From Bench to Bedside: The Rapid Antigen Testing for COVID-19

[33] Kweon OJ, Lim YK, Kim HR, Choi Y, Kim MC, Choi SH, et al. Evaluation of
rapid SARS-CoV-2 antigen tests, AFIAS COVID-19 Ag and ichroma COVID-19
Ag, with serial nasopharyngeal specimens from COVID-19 patients. PLOS ONE.
2021;(16)4:e0249972. https://doi.org/10.1371/journal.pone.0249972.
[34] Advisory on use of rapid antigen detection test for COVID-19. Dated: 14th June
2020. Indian Council of Medical Research Department of Health Research,
Ministry of Health and Family Welfare, Government of India. https://www.
icmr.gov.in/pdf/covid/strategy/Advisory_for_rapid_antigen_test14062020.pdf.
Accessed on: 20.12.2021.

[35] Indian Council of Medical Research. Advisory on Strategy for COVID-19 Testing in
India; 2020. Available from: https://www.mohfw.gov.in/pdf/Advisory on strategy
for COVID-19 Testing in India.pdf. Accessed on: 20.12.2021.
[36] Jacobs J, Kühne V, Lunguya O, Affolabi D, Hardy L, Vandenberg O. Implementing
COVID-19 (SARS-CoV-2) rapid diagnostic tests in Sub-Saharan Africa: A review.
Front Med. 2020;(7):557797. https://doi.org/10.3389/fmed.2020.557797.
[37] WHO. Technical Specification Series. (2020). Available online at: https://www.
who.int/diagnostics_laboratory/guidance/technical-specifications-series/en/;
Accessed on: 24.12.2021.

PARTICULARS OF CONTRIBUTORS:
1. Associate Professor, Department of Microbiology, Autonomous State Medical College, Firozabad, Uttar Pradesh, India.
2. Guest Faculty, Department of Statistics, University of Allahabad, Allahabad, Uttar Pradesh, India.
NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Lekha Tuli,
Associate Professor, Department of Microbiology, Autonomous State Medical College,
Firozabad-283203, Uttar Pradesh, India.
E-mail: tuli_lekha@rediffmail.com

PLAGIARISM CHECKING METHODS: [Jain H et al.]
• Plagiarism X-checker: Jan 30, 2022
• Manual Googling: Feb 16, 2022
• iThenticate Software: Mar 04, 2022 (6%)

Author declaration:
• Financial or Other Competing Interests: None
• Was Ethics Committee Approval obtained for this study? NA
• Was informed consent obtained from the subjects involved in the study? NA
• For any images presented appropriate consent has been obtained from the subjects. NA

Journal of Clinical and Diagnostic Research. 2022 Apr, Vol-16(4): DC01-DC05

Etymology: Author Origin

Date of Submission: Jan 25, 2022
Date of Peer Review: Feb 16, 2022
Date of Acceptance: Mar 05, 2022
Date of Publishing: Apr 01, 2022

5

