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adjusted prevalence needs to be interpreted with caution, as prevalence may be closer to the crude 

prevalence once more data is obtained on the performance of the EuroImmun assay. 

Given the timing of the immune response and because blood donors are excluded from donating 

bloods in the two weeks following an acute illness, the prevalence in London samples collected in mid-

April likely reflect estimates of transmission almost one month prior to that. The difference in 

prevalence between weeks 14 and 16 in London need to be interpreted with caution, as it may reflect 

a combination of recent transmission and the antibody dynamics in the weeks following infection. 

More testing on convalescent sera is required to better disentangle those effects.  

The lower prevalence in the samples from the Midlands, North East and North West regions is 

consistent with data from other surveillance systems. The prevalence in the Midlands in week 14 was 

similar to that in London in weeks 13-14. At this low prevalence, it is likely that a high proportion of 

positives will be false positives, and so caution should be used in interpreting any demographics 

generated. The prevalence in North East and North West regions in weeks 16 is well above baseline, 

higher than in London and the Midlands in week 14, but not as high as seen in London in week 16, 

which is consistent with the surveillance trends reported for England. Further sets of samples from 

the Midlands and London in the coming week(s) would help better understand the transmission 

dynamics following the lockdown.  

No such increase has been observed in the GOSH samples among 1 – 19y olds in London. Whilst initial 

analysis indicated a higher point prevalence and similar increase (report 21/04/20), when samples 

from infants were excluded these changes disappeared. These samples were excluded given the 

potential for any positives in neonates to reflect maternal antibodies. As these samples come from a 

highly specialised hospital, it would be sensible to explore other paediatric samples urgently which 

are more representative of the paediatric population and have more robust estimates to inform public 

health strategies.   

 

Recommendations 

 

1. PHE continues to collect samples for assay evaluation including later convalescent samples from 

cases and additional sample sets to better establish specificity, including among paediatric age 

groups. 

 

2. PHE continues to investigate alternative commercial assays. Results generated using the 

EuroImmun assay should be used with caution for modelling until more information is available 

on the test characteristics or a more accurate assay is available.  

 

3. Additional evaluation on the existing convalescent panel with other PHE assays under 

development continues, and will be used to retest some of the above samples sets (or equivalents) 

to confirm the initial findings.  

 

4. Attempts to source more representative samples from young children should continue. Testing of 

precious low volume samples (such as those from children) should proceed with caution, ideally 

using the most accurate assays.  
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5. If collections need to be prioritised, collecting a third batch of NHSBT samples from London donors 

in the coming two weeks would be more informative than obtaining single snapshots from new 

areas, as the change in prevalence over 3 time points would enable, in concert with other 

surveillance data, to better understand both transmission and antibody dynamics.  

 

6. PHE continue to work with other groups in the NHS and academia to increase the pool of 

information on the range of assays available to select the best choice of tests for current and 

future sero-epidemiology studies.  
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