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INTRODUCTION

The severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) is the causative agent of CoV disease 
(COVID-19)[1] that has spread rapidly between people. 

The effectiveness of control measures depends on several key 
epidemiological parameters, including the duration between 
the onset of symptoms of successive cases in a transmission 
chain and the incubation period (time between infection and 
onset of symptoms).[2] In consequence, a fundamental issue 

in the COVID-19 pandemic is asymptomatic cases and their 
role in the transmission of SARS-CoV-2. At present, there 
is not only evidence that indicates that asymptomatic people 
from COVID-19 may be the source of the infection but also 
that a significant number of CoV infections do not cause 
symptoms.[3]

Hence, the possibility that inadvertent and asymptomatic 
cases have been and are an important source of contagion 
is weighed. Considering that the majority of asymptomatic 
individuals with COVID-19 are likely to go unnoticed by 
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healthcare workers and continue to reside within communities, 
they could act as an essential driving force for the spread of 
COVID-19 in the community and for the continuous state 
of pandemic. It has been reported at the beginning of the 
pandemic, with respect to cases in China, that around four out 
of five did not present symptoms of the disease.[4] Other data 
suggest that about one in five infected people will experience 
no symptoms and will transmit the virus to significantly fewer 
people than to someone with symptoms. Hence, researchers 
are divided on whether asymptomatic infections act as a 
“silent driver” of the pandemic.[5]

The risk of an asymptomatic person transmitting the virus to 
others in their household is considered to be about a quarter of 
the risk of transmitting from a symptomatic person.[6] However, 
there is a lower risk of transmission from asymptomatic people, 
they could still present a significant public health risk because 
they are more likely to be in the community than isolated at 
home. The real public health burden of this massive group 
of “asymptomatic” interacting in the community probably 
suggests that a considerable part of transmission events stem 
from asymptomatic transmissions.[5]

In this scenario, this article, which is a personal view, based 
on an unsystematic or opportunistic search for information 
and the author’s experience is intended to reflect and 
underline the different challenges that general practitioners 
have to face in relation to approach strategies of patients with 
SARS-CoV-2 but asymptomatic.

METHODS

For the literature review, a pragmatic approach was used that 
was based on a non-systematic or opportunistic narrative 
review considered the bibliographic references of selected 
articles and opportunistic searches on the internet. This article 
to be understood as a personal view, based on the author’s 
experience and the literature review as described above.

DISCUSSION

Several characteristics of SARS-CoV-2 make controlling the 
ongoing epidemic a challenge. One of them is the existence 
of asymptomatic infections (and pre-symptomatics) that 
contribute to transmission.[7,8] Probably significant pre-
symptomatic transmission reduces the effectiveness of control 
measures that begin with the appearance of symptoms, such 
as isolation, follow-up of contacts.[2]

The dominant scientific view of asymptomatic patients is 
that their immune systems are especially well tuned. This 
could explain why children and young adults make up the 
majority of people without symptoms because the immune 
system naturally deteriorates with age. It is also possible 

that the immune system of the asymptomatic has been 
primed by a previous infection with a milder CoV, such 
as those that cause the common cold.[9] Furthermore, the 
absence of COVID-19 symptoms in people infected with 
SARS-CoV-2 does not necessarily imply the absence of 
harm. Asymptomatic infection can be associated with slight 
changes in biochemical and inflammatory variables and 
subclinical pulmonary abnormalities can occur, detected by 
computed tomography.[10,11]

The number of asymptomatic SARS-CoV-2 infections, in 
which people do not show any symptoms, remains questionable 
and uncertainty remains about how much they have contributed 
to the pandemic. It has been claimed that up to 40% of 
infections can be asymptomatic.[10,11] In a study that analyzed 
almost a hundred studies on this subject, it was estimated that 
the number of patients who did not develop symptoms during 
the entire infection was around 20%, with a wide range that 
ranged from 3% to 67%; if the population bias is analyzed, the 
percentage of asymptomatic patients rose to 31%.[12] These data 
are not far from what seroprevalence studies say: One-third 
of patients do not develop symptoms.[13] On the other hand, 
another review, of more than 2500 studies, found percentages 
of asymptomatic patients between 4% and 41%, and concluded 
that the real figure was between 14% and 20%.[14]

Asymptomatic or subclinical SARS-CoV-2 infections are 
often underreported, meaning that confirmed case counts 
may not accurately reflect the underlying epidemic dynamics. 
Furthermore, the epidemiological and clinical characteristics 
and immune responses of asymptomatic individuals infected 
with SARS-CoV-2 have not been well described.[15]

A few studies have described the clinical characteristics 
of asymptomatic patients; however, some of these patients 
were asymptomatic at the time of diagnosis, but developed 
symptoms later, so they cannot really represent the clinical 
characteristics of asymptomatic patients.[16] Therefore, it is 
useful to distinguish between people who are infected and 
who never develop symptoms (“completely asymptomatic” 
individuals) and those who have not yet developed symptoms, 
but do develop them within a few days (pre-symptomatic). 
Consequently, symptomatic and asymptomatic cases must be 
studied separately to understand the dynamics of infection.[17]

Data from the few cohort studies with longitudinal reports 
suggest that a small fraction of asymptomatic people may 
eventually develop symptoms. In the Italian and Japanese 
cohorts, 0% of the asymptomatic people became symptomatic. 
In the Greece and New York cohorts, 10.3% of asymptomatic 
people became symptomatic. However, in general, there is 
great variation in the published data on the frequency of pre-
symptomatic. A conservative estimate of all these data would 
be that of a prevalence of 30% or more for the mixture of 
pre-symptomatic and true asymptomatic.[10]
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Estimates of how these asymptomatic infections influence 
vary, but mathematical models suggest that 30–60% of spread 
occurs when people have no symptoms.[18] While current 
data suggest that asymptomatic people can transmit SARS-
CoV-2, the relative contribution of asymptomatic people to 
the spread of SARS-CoV-2 remains an area of controversy. 
The previous reports have indicated that low values for the 
number of cycles required to detect the virus (Ct), indicating 
higher levels of virus, can occur in pre-symptomatic and 
asymptomatic patients. While many factors beyond viral load 
can contribute to infectivity, viral loads have been reported to 
be similar between asymptomatic (including pre-symptomatic) 
and symptomatic patients. Furthermore, viral loads tend to 
decrease more slowly in asymptomatic patients.[19]

The most likely source of asymptomatic infections is close 
contacts of patients who have been diagnosed, predominantly 
in the family groups.[20] Asymptomatic infections are more 
common in populations of young individuals (and specifically, 
women with frequencies between 60% and 70% are even 
more likely than men not to show signs of the disease), and 
in middle age (average age according to different studies, 
between 26 and 49 years). Age can play an important role 
in the severity of COVID-19, and this is related to different 
immune responses.[10,20-23] The frequency of children carrying 
asymptomatic SARS-CoV-2 infection has been suggested to be 
higher than among adults. It is also suggested that asymptomatic 
children enhance viral spread and may be a potential source of 
contagion in the SARS-CoV-2 pandemic.[24,25]

It has been hypothesized that young people without symptoms 
initiate much of the COVID-19 outbreaks and are driving the 
spread of the pandemic.[26,27] However, the prevalence figures 
for SARS-CoV-2 in asymptomatic children and adolescents 
are highly variable and difficult to interpret, among other 
things due to the variable concept of the age considered. 
Possibly prevalence rates of children and adolescents with 
SARS-CoV-2 are between 20% and 50% and are correlated 
with those of the local community.[20,28]

The silent client
In marketing, the term “silent customer” is used to refer to 
one of the most complex and damaging types of customer. 
This is someone who does not provide information; we 
have no information. Therefore, it is not easy to know how 
his experience has been and, consequently, it is difficult to 
improve the relationship of the company with him. It is not a 
dissatisfied customer, in which the problem can be identified.

On the contrary, in the case of the silent client, there is no 
feedback. There is simply no information about him or 
his motivations when making the purchase process. In 
the silent client, nothing can be done to solve the possible 
weaknesses that, as a company, may be weighing down 
our clients. Apparently, a client (a virus -silent, i.e., to say 

asymptomatic) does not harm us. This client may even seem 
better than a dissatisfied customer (than a virus that always 
expresses itself with serious symptoms...). However, it is the 
opposite: The silent client, as the asymptomatic infection, 
it can undermine the company by apparently not being 
able to manage the problem; the virus that causes many 
asymptomatic infections is more difficult to control. That is 
the case with SARS-Cov-2. So how do you manage silent 
clients? Identifying the points where asymptomatic (silent) 
cases are occurring by approaching the situation from a 
complete perspective.[29,30]

Approaching asymptomatic cases from a 
comprehensive perspective [Table 1]
In addition to the usual “Test system and trace” approach 
and public health measures, some particularly important 
situations should be taken into account with regard to the 
management of asymptomatic cases.

Prevent contagion and interrupt the transmission 
process immediately after contact with the virus: 
Test system and trace
The prevalence rate of people testing positive but without 
symptoms (who can infect others), confirms the assumption 
that intervention must take place before symptoms appear. 
It is therefore a priority to prevent contagion and interrupt 
the transmission process immediately after contact with 
the virus. The test is our window to the pandemic and 
how it is spreading. Without evidence we have no way of 
understanding the pandemic. One of the keys to slowing the 
spread of the virus is to perform polymerase chain reaction 
(PCR) testing on as many people as possible who have been 
in contact with infected people. The tests allow us to identify 
infected people, guiding the medical treatment they receive. 
It allows the isolation of the infected and the tracking and 
quarantine of their contacts. Moreover, it can help allocate 
medical and staff resources more efficiently.[31] In this context, 
the GP will play a key role in controlling outbreaks of the 
COVID-19 pandemic: Detecting suspected cases as early as 
possible and conducting tests to confirm new infections so 
that transmission chains can be shortened.[32]

Universal public health measures (for the entire 
population, including asymptomatic people and 
those who have had a negative test of any type of 
test)
In any case, a pure test, trace and isolation strategy is probably 
not feasible, nor totally useful in isolation from other public 
health measures: Wearing a mask in public (a model suggests 
that universal mask wearing could save more than 100,000 
US lives in the next 4 months), washing hands regularly, 
staying home when sick, maintaining a physical distance, and 
avoiding meeting with people outside your home (simulation 
modeling reveals that timing of social distancing measures 
has major effects on number of COVID-19 cases). These 
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measures will continue to some extent until scientists find an 
effective treatment or vaccine, and possibly also for a certain 
time afterwards.[33,34]

Being as strict with negative cases as with positive 
ones
All tests generate some false positives and false negatives. 
The consequences of false negative rates are more severe 
since these people can transmit the disease. Up to 30% of 
people with SARS-CoV-2 infection are not detected by swab-
based PCR tests.[35,36] A positive PCR test for the COVID-19 
test carries more weight than a negative test due to the high 
specificity of the test but moderate sensitivity.[37] Monitoring 
is probably recommended, from the clinical-epidemiological 
point of view, as strict in negative cases as to the positives. 
It is already common in asymptomatic contacts, but it should 
also be done in patients with symptoms and negative PCR, 
including repeating the test. This should also be done in 
asymptomatic cases with negative tests. This follow-up is 
part of the GP’s regular continuity of care work.

Backward follow-up of contacts of positive cases
This means that contact trackers must dedicate more time 
searching for the source of a new case, along with that person’s 
contacts (understanding where someone got infected and 
finding other people in the same group), than they do on the new 
case’s contacts: If you discover that someone has COVID-19, 
you can trace their contacts and test or quarantine them; after 
all, the patient may not infect anyone else, but they probably 
he or she contracted the virus as part of a group. Backward 
contact tracing could prevent twice as many infections as 

forward contact tracing alone. Hence, contact trackers should 
spend more time understanding where someone got infected 
and finding other people in the same group.[38,39]

Massive and opportunistic tests for the detection 
of asymptomatic cases in general and specific 
populations
Rapid response tests for COVID-19 are available to everyone, 
especially those without symptoms. These screenings are 
intended to show that massive asymptomatic testing can 
help identify many more cases and break the chain of CoV 
transmission. Participation would be voluntary. Those with 
a positive result are asked to isolate themselves and contact 
their GP for contact tracing. Key workers, health and social 
care personnel, school personnel, and children 11 and 
older are the primary target, but anyone can get tested. For 
example, it has been proposed to carry out tests twice a week 
for all health personnel, to introduce mass tests of students 
(including self-administered tests), and in each geographic 
area to analyze 10% of its population per week.[40]

Another upcoming option is the search for opportunistic cases 
in the GP consultation or in another center: People who come 
to that place for a reason other than COVID-19 is invited to 
take a test that otherwise would not have been done or they 
would not have asked. In this scenario.

However, the strategy of mass testing has been 
criticized.[41] The qualitative rapid lateral flow antigen test, 
which can provide results in 30 min, is of doubtful value, 
with a high false negative rate. That is, it does not have a 

Table 1: Addressing asymptomatic cases from a full perspective
Approaches/Strategies Concept
Prevent contagion and interrupt the transmission 
process immediately after contact with the virus: Test 
system and trace

PCR testing on as many people as possible who have been in 
contact with infected people. It allows the isolation of the infected 
and the tracking and quarantine of their contacts

Universal public health measures (for the entire 
population, including asymptomatic people and those 
who have had a negative test of any type of test)

Public Health Measures: Wear a mask in public, wash your hands 
regularly, stay home when sick, keep a physical distance, and avoid 
meeting people outside your home

Being as strict with negative cases as with positive 
ones

The consequences of high false negative rates are serious as they 
allow asymptomatic (and symptomatic) people to transmit disease. 
Follow-up is recommended, from a clinical-epidemiological point of 
view, as strict for negative cases as for positive ones

Backward follow-up of contacts of positive cases Find the source of a new case, along with that person’s contacts; 
spend more time understanding where someone got infected and 
finding other people in the same group; this can help find more drive 
chains

Mass and opportunistic tests for the detection of 
general and specific populations

Rapid response tests for COVID-19 available to everyone without 
symptoms, carried out as mass population screening, to certain 
groups such as health workers and students, as opportunistic 
detection in the GP consultation, and even self-administered by 
anyone

PCR: Polymerase chain reaction, COVID: Coronavirus disease
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high enough sensitivity to rule out COVID-19 (and although 
the false positive rate is small, this is also a problem in a 
low prevalence setting). Thus, it can give people the mistaken 
assurance that, “at least for a limited time, they are unlikely 
to have the virus and that they are at low risk of transmitting 
it to others[42]” (However, the asymptomatic case with a 
false negative with the test that assumes false security and 
puts others at risk would also incur the same risk without 
the test; thus we would be in Pascal’s wager, an argument in 
philosophy presented by the 17th-century French philosopher, 
Blaise Pascal (1623–1662): A rational person should choose 
to believe in God, because, if it exists, the reward – eternal 
glory – would be infinite. And if it did not exist, it does not 
matter much if one chose one or the other belief.[43] On the 
other hand, it has been suggested that the frequency of testing 
for SARS-CoV-2 at the population level is more important 
than the sensitivity of the test in controlling the pandemic. 
Effective detection is highly dependent on the frequency of 
the tests and the speed ad of the reports, and only marginally 
improves with high test sensitivity. Therefore, screening 
must prioritize accessibility, frequency, and time between 
sample and response; analytical detection limits should be 
secondary.[44,45]

It is also said that many asymptomatic people who test 
positive for COVID-19 on the rapid test are probably 
relatively non-infectious (although avoiding the risk is 
possibly adequate, although a small risk), and half may 
develop symptoms later and be in that moment detected, 
without the need for the rapid test[46] (although the pre-
symptomatic stage seems to be the most contagious; and 
in the end that patient would also require a PCR test for 
diagnosis).[2] In any case, users of these tests should be 
explained the mistaken belief that they “accurately detect 
infectivity” and that their negative result does not imply that 
they are released from the restrictions.

In Liverpool, UK, 100,000 asymptomatic people were tested 
at 34 sites in the first 10 days of mass testing. Of this group, 
700 (0.7%) tested positive for COVID-19. Even these rapid 
tests can be self-administered by anyone; and a quick test can 
be performed at concerts, at the cinema, in large stores, or at 
home.[47] In this way, there would be no need to preventively 
close a venue or an event or a meeting (maintaining the rest 
of the public health measures: Masks, distancing, capacity 
limitation, hand washing, and mobility limitation). Even with 
possible errors, a majority of possible disease vectors would 
be detected.[48]

In any case, it seems that the advantages outweigh the 
problems as an approach to asymptomatic patients, and the 
initial acceptability of these tests is high. Quick, cheap, and 
frequent mass testing will likely be a vital tool to help control 
COVID-19 and make life more normal by cutting the chains 
of transmission.[49-51]

CONCLUSION

The effectiveness of control measures depends on the role 
of asymptomatic people in the transmission of SARS-CoV-2. 
Probably 20–30% of infections are asymptomatic. These 
asymptomatic infections act as a silent driver” of the 
pandemic. Asymptomatic patients are more likely to be in 
the community than isolated at home. The most likely source 
of asymptomatic infections is close contacts of patients who 
have been diagnosed, predominantly in the family groups. 
Asymptomatic infections are more common in populations of 
young individuals (and specifically in women). The frequency 
of children carrying asymptomatic SARS-CoV-2 infection 
has been suggested to be higher than among adults. The real 
public health burden of this massive group of asymptomatic 
community-interacting patients suggests that a significant 
portion of transmission events stem from asymptomatic 
transmissions. Mathematical models suggest that 30–60% 
of the spread occurs when people have no symptoms. It has 
been hypothesized that young people without symptoms 
initiate much of the COVID-19 outbreaks and are driving the 
spread of the pandemic. Higher levels of virus can occur in 
pre-symptomatic and asymptomatic patients. Viral loads have 
been reported to be similar between asymptomatic (including 
pre-symptomatic) and symptomatic patients. Furthermore, 
viral loads tend to decrease more slowly in asymptomatic 
patients. Pre-symptomatic and asymptomatic transmission 
significantly reduces the effectiveness of control measures 
that start with the onset of symptoms, such as isolation, 
follow-up of contacts. Data from the few cohort studies 
with longitudinal reports suggest that a small fraction of 
asymptomatic people may eventually develop symptoms. A 
conservative estimate indicates a prevalence of 30% or more 
for the mixture of pre-symptomatic and true asymptomatic. 
Furthermore, the absence of COVID-19 symptoms in people 
infected with SARS-CoV-2 does not necessarily imply the 
absence of harm. Asymptomatic infection can be associated 
with slight changes in biochemical and inflammatory 
variables and subclinical pulmonary abnormalities can occur, 
detected by computed tomography.

The asymptomatic infectious case is a “silent client,” a term 
that refers to one of the most complex and damaging types 
of client: It is someone who does not provide information; 
of which we have no information. The silent client, as in 
the asymptomatic infection, can undermine the business 
by apparently not being able to manage the problem. That 
is the case with SARS-Cov-2. Hence, how to manage silent 
clients, asymptomatic cases? Identifying the points where 
asymptomatic (silent) cases are occurring by approaching the 
situation from a comprehensive perspective. This includes: 
(1) Preventing contagion and interrupting the transmission 
process immediately after contact with the virus: Test system 
and trace (PCR testing on as many people as possible who 
have been in contact with infected people. It allows the 
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isolation of the infected and the tracking and quarantine of 
their contacts); (2) universal public health measures (Wear a 
mask in public, wash your hands regularly, stay home when 
sick, keep a physical distance, and avoid meeting people 
outside of your home); (3) be as strict with negative cases 
as with positive ones (The consequences of high rates of 
false negatives are serious because they allow asymptomatic 
and symptomatic people to transmit diseases. Follow-up is 
recommended as strict to negative cases as to positive ones); 
(4) trace back the contacts of the positive cases (Look for the 
source of a new case, along with the contacts of that person; 
and (5) massive and opportunistic tests for the detection of 
general and specific populations (rapid response tests for 
COVID-19 available to everyone, especially those without 
symptoms, carried out as mass population screening, to 
certain groups such as health workers and students, as 
opportunistic detection in the general practitioner’s office, 
and even self-administered by anyone).

REFERENCES
1. Coronavirus Disease (COVID-19) Technical Guidance. 

Naming the Coronavirus Disease (COVID-19) and the 
Virus That Causes it. Geneva: World Health Organization; 
2020. Available from: https://www.who.int/emergencies/
diseases/novel-coronavirus-2019/technical-guidance/naming-
the-coronavirus-disease-(covid-2019)-and-the-virus-that-
causes-it. [Last accessed on 2020 Dec 14].

2. He X, Lau EH, Wu P, Deng X, Wang J, Hao X, et al. Temporal 
dynamics in viral shedding and transmissibility of COVID-19. 
Nat Med 2020;26:672-5.

3. Maldita Ciencia. The Importance of Asymptomatic 
COVID-19 Patients in the Coronavirus Pandemic, 
Maldita.es; 2020. Available from: https://www.maldita.
es/malditaciencia/2020/04/12/asintomaticos-coronavirus-
importancia. [Last accessed on 2020 Dec 14].

4. Day M. Covid-19: Four fifths of cases are asymptomatic, 
China figures indicate. BMJ 2020;369:m1375.

5. Nogrady B. What the data say about asymptomatic COVID 
infections. People without symptoms can pass on the virus, 
but estimating their contribution to outbreaks is challenging. 
Nature 2020;587:534-5.

6. Bi Q, Lessler J, Eckerle I, Lauer SA, Kaiser L, Vuilleumier N, 
et al. Household Transmission of SARS-COV-2: Insights from 
a Population-Based Serological Survey, MedRxiv; 2020.

7. Russell TW, Golding N, Hellewell J, Abbott S, Wright L, 
Pearson CA, et al. Reconstructing the early global dynamics of 
under-ascertained COVID-19 cases and infections. BMC Med 
2020;18:1813.

8. Bai Y, Yao L, Wei T, Tian F, Jin DY, Chen L, et al. Presumed 
asymptomatic carrier transmission of COVID-19. JAMA 
2020;323:1406-7.

9. Laber-Warren E. Why Do Some People Weather 
Coronavirus Infection Unscathed? Medscape; 
2020. Available from: https://www.medscape.com/
viewar t ic le /936288?nl id=137053_4663&src=wnl_
mdplsnews_200828_mscpedit_fmed&uac=327178ar&spon 
=34&impid=2529760&faf=1#vp3;https://www.medscape.

com/viewarticle/936288?nlid=137053_4663&src=wnl_ 
mdplsnews_200828_mscpedit_fmed&uac=327178ar&s 
p o n = 3 4 & i m p i d = 2 5 2 9 7 6 0 & f a f = 1 # v p % e 2 % 8 2 
%83. [Last accessed on 2020 Dec 14].

10. Oran DP, Topol EJ. Prevalence of asymptomatic SARS-CoV-2 
infection: A narrative review. Ann Intern Med 2020;173:362-7.

11. Pan Y, Yu X, Du X, Li Q, Li X, Qin T, et al. Epidemiological 
and clinical characteristics of 26 asymptomatic severe acute 
respiratory syndrome coronavirus 2 carriers. J Infect Dis 
2020;221:1940-7.

12. Buitrago-Garcia D, Egli-Gany D, Counotte MJ, Hossmann S, 
Imeri H, Ipekci AM, et al. Occurrence and transmission 
potential of asymptomatic and presymptomatic SARS-CoV-2 
infections: A living systematic review and meta-analysis. PLoS 
Med 2020;17:e1003346.

13. Pollán M, Pérez-Gómez B, Pastor-Barriuso R, Oteo J, 
Hernán MA, Pérez-Olmeda M, et al. Prevalence of SARS-
CoV-2 in Spain (ENE-COVID): A nationwide, population-
based seroepidemiological study. Lancet 2020;396:535-44.

14. Byambasuren O, Cardona M, Bell K, Clark J, McLaws ML, 
Glasziou P. Estimating the extent of asymptomatic COVID-19 
and its potential for community transmission: Systematic review 
and meta-analysis. J Assoc Med Microbiol Infect Dis Can 2020. 
Available from: https://www.jammi.utpjournals.press.

15. Long Q, Tang X, Shi Q, Li Q, Deng HJ, Yuan J, et al. Clinical 
and immunological assessment of asymptomatic SARS-CoV-2 
infections. Nat Med 2020;26:1200-4.

16. Guan WJ, Ni ZY, Yu H, Liang WH, Ou CQ, He JX, et al. 
Clinical characteristics of coronavirus disease 2019 in China. 
N Engl J Med 2020;382:1708-20.

17. Mahase E. Covid-19: The problems with case counting. BMJ 
2020;370:m3374.

18. Apuzzo M, Gebrekidan S, Kirkpatrick DD. How the World Missed 
COVID-19’s Silent Spread. Symptomless Transmission Makes the 
Coronavirus Far Harder to Fight. But Health Officials Dismissed 
the Risk for Months, Pushing Misleading and Contradictory 
Claims in the Face of Mounting Evidence. New York Times; 
2020. Available from: https://www.nytimes.com/2020/06/27/
w o r l d / e u r o p e / c o r o n a v i r u s - s p r e a d - a s y m p t o m a t i c .
html?campaign_id=2&emc=edit_th_20200628&instance_
id=19822&nl=todaysheadlines&regi_id=16392743&segment_
id=32060&user_id=c5ce033f231235ecb64f4a6525782d31. 
[Last accessed on 2020 Dec 14].

19. Lee S, Kim T, Lee E, Lee C, Kim H, Rhee H, et al. Clinical 
course and molecular viral shedding among asymptomatic 
and symptomatic patients with SARS-CoV-2 infection in a 
community treatment center in the republic of Korea. JAMA 
Intern Med 2020;180:1-6.

20. Turabian JL. Prevalence and comparison of asymptomatic and 
symptomatic patients with SARS-CoV-2 infection in a general 
medicine office in Toledo, Spain. Epidemiol Int J 2020.

21. Gao Z, Xu Y, Sun C, Wang X, Guo Y, Qiu S, et al. A systematic 
review of asymptomatic infections with COVID-19. J 
Microbiol Immunol Infect 2020.

22. Yang R, Gui X, Xiong Y. Comparison of clinical characteristics 
of patients with asymptomatic vs symptomatic coronavirus 
disease 2019 in Wuhan, China. JAMA Netw Open 
2020;3:e2010182.

23. Mao S, Huang T, Yuan H, Li M, Huang X, Yang C, et al. 
Epidemiological analysis of 67 local COVID-19 clusters in 



Turabian: Silent cases of COVID-19

Journal of Community and Preventive Medicine • Vol 3 • Issue 2 •  2020 7

38. Kupferschmidt K. Can Europe tame the pandemic’s next wave? 
Science 2020;369:1151-2.

39. Enserink M, Kupferschmidt K, Desai N. The Science of 
Superspreading. Why Preventing Hot Spots of Transmission is Key 
to Stopping the COVID-19 Pandemic, Science; 2020. Available 
from: https://www.vis.sciencemag.org/covid-clusters/?utm_
source=nature+briefing&utm_campaign=c4de16ff39-briefing-
dy-20201105&utm_medium=email&utm_term=0_c9dfd39373-
c4de16ff39-42937943. [Last accessed on 2020 Dec 14].

40. Iacobucci G. Covid-19: Mass population testing is rolled out in 
Liverpool. BMJ 2020;371:m4268.

41. Gill M, Muir G. Mass testing for covid-19 in the UK. BMJ 
2020;371:m4436.

42. Mahase E. Covid-19: Innova lateral flow test is not fit for “test 
and release” strategy, say experts. BMJ 2020;371:m4469.

43. Pascal’s Wager, from Wikipedia, the free Encyclopedia; 2020. 
Available from: https://www.en.wikipedia.org/wiki/pascal’s_
wager. [Last accessed on 2020 Dec 14].

44. Larremore DB, Wilder B, Lester E, Shehata S, Burke JM, 
Hay JA, et al. Test sensitivity is secondary to frequency and 
turnaround time for COVID-19 screening. Sci Adv 2020. 
Available from: https://www.advances.sciencemag.org/
content/early/2020/11/20/sciadv.abd5393.1.

45. Coronavirus Disease 2019 (COVID-19), Interim Guidance for 
Rapid Antigen Testing for SARS-CoV-2, CDC; 2020. Available 
from: https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/
antigen-tests-guidelines.html. [Last accessed on 2020 Dec 14].

46. McNamara D. About 80% of Asymptomatic People 
with COVID-19 Develop Symptoms, Medscape; 
2020. Available from: https://www.medscape.com/
viewar t ic le /938195?nl id=137615_4663&src=wnl_
m d p l s n e w s _ 2 0 1 0 0 2 _ m s c p e d i t _
fmed&uac=327178ar&spon=34&impid=2599367&faf=1#vp. 
[Last accessed on 2020 Dec 14].

47. FDA News Release. Coronavirus (COVID-19) Update: FDA 
Authorizes First COVID-19 Test for Self-testing at Home; 
2020. Available from: https://www.fda.gov/news-events/press-
announcements/coronavirus-covid-19-update-fda-authorizes-
first-covid-19-test-self-testing-home. [Last accessed on 2020 
Dec 14].

48. RTVE.es. What are Rapid Antigen Tests and How Do 
They Work? 2020. Available from: https://www.rtve.es/
noticias/20200923/son-test-rapidos-antigenos-como-
funcionan/2042825.shtml. [Last accessed on 2020 Dec 14].

49. Iacobucci G. Covid-19: Government ramps up “Moonshot” 
mass testing. BMJ 2020;371:m4460.

50. Turabian JL. Mass testing as another approach in the 
management of asymptomatic cases of covid-19. Rapid 
response to: Mass testing for covid-19 in the UK. BMJ 
2020;371:m4436.

51. Mina MJ, Parker R, Larremore DB. Rethinking covid-19 
test sensitivity-a strategy for containment. N Engl J Med 
2020;383:e120.

Sichuan Province, China. BMC Public Health 2020;20:1525.
24. Snape MD, Viner RM. COVID-19 in children and young 

people. Science 2020;370:286-8.
25. Milani GP, Bottino I, Rocchi A, Marchisio P, Elli S, Agostoni C, 

et al. Frequency of children vs adults carrying severe acute 
respiratory syndrome Coronavirus 2 asymptomatically. JAMA 
Pediatr 2020. Available from: https://www.jamanetwork.com/
journals/jamapediatrics/fullarticle/2770117.

26. Furuse Y, Sando E, Tsuchiya N, Miyahara R, Yasuda I, Ko YK, 
et al. Clusters of coronavirus disease in communities, Japan, 
January-April 2020. Emerg Infect Dis 2020;26:2176-9.

27. Lin RG, Money L. Some in L.A. are Getting COVID-19 Tests so 
They Can Party, Socialize. Officials Call This a Disaster, Los Angeles 
Times; 2020. Available from: https://www.latimes.com/california/
story/2020-11-16/some-in-l-a-are-getting-covid-19-tests-so-
they-can-party-socialize-officials-call-this-a-disaster?utm_
source=nature+briefing&utm_campaign=8d68e4931d-briefing-
dy-20201117&utm_medium=email&utm_term=0_c9dfd39373-
8d68e4931d-42937943. [Last accessed on 2020 Dec 14].

28. Sola AM, David AP, Rosbe KW, Baba A, Ramirez-Avila L, 
Chan DK. Prevalence of SARS-CoV-2 infection in children 
without symptoms of Coronavirus disease 2019. JAMA 
Pediatr 2020. Available from: https://www.jamanetwork.
com/journals/jamapediatrics/fullarticle/10.1001/jamaped
iatrics.2020.4095?guestaccesskey=f3113b64-f013-4214-
8d0a-1c3de000f6f8&utm_source=for_the_media&utm_
medium=referral&utm_campaign=ftm_links&utm_
content=tfl&utm_term=082520.

29. Beetrack, What is the Silent Client and How to Manage it. 
Agosto; 2020. Available from: https://www.beetrack.com/
es/blog/cliente-silencioso-y-cómo-gestionarlo; https://www.
beetrack.com/es/blog/cliente-silencioso-y-c%c3%b3mo-
gestionarlo. [Last accessed on 2020 Dec 14].

30. Souza SD. Never Trust a Silent Customer. Mujeres de Empresa; 
2013. Available from: http://www.mujeresdeempresa.com/nunca-
confies-en-un-cliente-silencioso. [Last accessed on 2020 Dec 14].

31. Ritchie H, Ortiz-Ospina E, Beltekian D, Mathieu E, Hasell J, 
Macdonald B, et al. The Positive Rate: Are Countries Testing 
Enough to Monitor Their Outbreak? Coronavirus (COVID-19) 
Testing, Statistics and Research; 2020. Available from: https://
www.ourworldindata.org/coronavirus-testing#:~:text=the%20
who%20has%20suggested%20a,general%20benchmark%20
of%20adequate%20testing. [Last accessed on 2020 Dec 14].

32. de Sutter A, Llor C, Maier M, Mallen C, Tatsioni A, van 
Weert H, et al. Family medicine in times of COVID-19: A 
generalists’ voice. Eur J Gen Pract 2020;26:58-60.

33. IHME COVID-19 Forecasting Team, Reiner RC, Barber 
RM, Murray CJ, Lim S, Hay SI, et al. Modeling COVID-19 
scenarios for the United States. Nat Med 2020.

34. Koplan J, Ostroff SM, Mokdad AH. Maxims for a pandemic: 
Time, distance, and data. Ann Intern Med 2020. Available 
from: https://www.acpjournals.org.

35. Arevalo-Rodriguez I, Buitrago-Garcia D, Simancas-Racines 
D, Zambrano-Achig P, del Campo R, Ciapponi A, et al. False-
Negative Results of Initial RT-PCR Assays for COVID-19: A 
Systematic Review, MedRxiv; 2020.

36. Deeks JJ, Brookes AJ, Pollock AM. Operation moonshot 
proposals are scientifically unsound. BMJ 2020;370:m3699.

37. Watson J, Whiting PF, Brush JE. Interpreting a covid-19 test 
result. BMJ 2020;369:m1808.

How to cite this article: Turabian JL. The Importance 
of Asymptomatic Coronavirus Disease-19 Patients: 
Never Trust a “Silent Customer.” J Community Prev Med 
2020;3(2):1-7.


