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Summary
Contact tracing is an effective public health measure for the control of COVID-19. The prompt identification and
management of the contacts of COVID-19 cases makes it possible to rapidly identify secondary cases that may
arise after transmission from the primary cases. This will enable the interruption of further onward
transmission. Contact tracing, in conjunction with robust testing and surveillance systems, is central to control
strategies during de-escalation. Contact tracing has been a key part of the response in several Asian countries
that have successfully reduced case numbers.
It is possible to scale up contact tracing by adapting traditional contact tracing approaches to available local
resources and by using a number of resource-saving measures. This document outlines a number of resource
measures including the use of well-trained non-public-health staff and volunteers; repurposing existing
resources such as call centres; reducing the intensity of contact follow-up and using new technologies such as
contact management software and mobile apps.

Background
On 9 January 2020, China CDC reported a novel coronavirus (SARS-CoV-2) as the causative agent of an outbreak
of pneumonia cases first reported in Wuhan, China. SARS-CoV-2 began spreading extensively across EU/EEA
countries during the second half of February 2020 and on 11 March 2020, the Director-General of WHO declared
the COVID-19 outbreak a pandemic. Most EU/EEA countries have experienced widespread community transmission
and have implemented a range of control measures in response. The information included here on contact tracing
is intended to inform strategic planning for the de-escalation phase.
The incubation period for COVID-19 is five days, with a range of between one and 14 days [1]. The most common
symptoms are fever, fatigue and a dry cough. An infected person can already start transmitting the virus up to 48
hours before the onset of symptoms (pre-symptomatic) and for up to two weeks. In the early stages of the
disease, there is a particularly high concentration of the virus in secretions and therefore risk of transmission [1].
The disease is mainly spread from person to person through inhalation of respiratory droplets from an infected
individual (cough, sneeze). Transmission can also occur if a person touches their eyes, nose, or mouth after
touching a surface contaminated with virus-containing droplets, which can remain viable for up to several days [1].
Some people are infected without developing symptoms at any point and, although the risk of transmission is
lower, they are still able to transmit the infection.
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What is contact tracing?
Contact tracing is a core public health intervention that plays an important role in the control of COVID-19. ECDC
has produced technical guidance relating to this measure which is available on the ECDC website [2]. The aim of
contact tracing is to rapidly identify potentially newly infected persons who may have come into contact with
existing cases, in order to reduce further onward transmission. Contact tracing consists of three steps:
•
•
•

contact identification: to identify persons who may have been exposed to SARS-CoV-2 as a result of
being in contact with an infected person;
contact listing: to trace and communicate with the identified contacts, and to provide information about
suitable infection control measures, symptom monitoring and other precautionary measures such as the
need for quarantine;
contact follow-up: to monitor the contacts regularly for symptoms.

Evidence base for contact tracing
Existing evidence related to the current COVID-19 outbreak shows the importance of contact tracing, both as a
method for containing the virus where there are a limited number of cases and as an effective tool in the context
of widespread transmission. Contact tracing will be very important during the de-escalation of current public health
measures in order to avoid an increase in transmission.
Singapore and several provinces in China were able to limit the size of their initial outbreaks through widespread
testing, contact tracing and quarantine, and these efforts remain key to their ongoing containment of the virus
[3,4,5]. Contact tracing resulted in the identification of many new cases, often before symptom-onset, and reduced
the time from symptom-onset to isolation substantially, thus decreasing the likelihood of sustained transmission
[6,7]. Contact tracing was also effective at helping to reduce the spread of the disease during the period of
ongoing widespread transmission in China and South Korea [3],[8],[9]. Although the evidence suggests that
contact tracing in several Asian countries was effective in containing the virus, the actual effect of the contact
tracing is difficult to quantify as it was accompanied by other control measures taken at the community and
individual level, such as the banning of gatherings and stay-at-home orders.
In terms of the effectiveness of methods, evidence from China suggests that the earlier cases can be identified and
contacts traced the more likely the epidemic is to be controlled [10]. Evidence from Singapore has also highlighted
the role of pre-symptomatic transmission in the overall outbreak dynamics, suggesting that control of the
pandemic requires prompt quarantining of close contacts to prevent onward transmission [11]. A combination of
approaches, such as the use of mobile data and network searches, was used in China to track and trace contacts.
These methods were considered effective for promptly identifying individuals at risk of infection [12]. In Vietnam,
where extensive efforts are being made to isolate cases and trace and quarantine their contacts, the use of
artificial intelligence is now being considered in order to further improve contact tracing and the management of
potentially infected patients [13]. New Zealand has also managed to control the outbreak using aggressive
traditional contact tracing supplemented by other measures [14], [15]. From the healthcare perspective, the
experience in China also indicates that contact tracing in the hospital setting, when accompanied by testing and
quarantining, can provide effective nosocomial control [16].
Data from contact tracing can contribute to a better understanding of the epidemiology of COVID-19, providing
valuable information on transmission and attack rates, supporting the identification of key settings where
transmission is occurring and facilitating a greater understanding of the effectiveness of different mitigation
measures, such as physical distancing.
Countries should adapt their public health response according to the local epidemiological situation and available
resources. Even if not all contacts of a case can be identified and traced, contact tracing can still help reduce
transmission when implemented in combination with other measures, such as physical distancing [17,18,19].
For countries that have enforced strict physical distancing measures to interrupt the chains of transmission, case
finding measures, including contact tracing, are a priority once the physical distancing measures are lifted, in order
to reduce the risk of further disease escalation. During lockdown periods, before physical distancing measures are
lifted, it is suggested that countries could review existing public health systems to determine the optimal
implementation of reinforced contact tracing measures. It should also be ensured that sufficient testing capacity
and robust surveillance systems are in place [2].

Scaling up contact tracing
Traditional contact tracing by following up cases and contacts using public health staff is resource intensive.
However, there are alternative methods that can be used to increase efficiency.

A. Using non-public-health staff and volunteers
This approach, which has already been adopted by several countries, is based on the idea of using trained nonpublic-health staff (e.g. staff working in other areas of the public service, or volunteers such as students, retired
healthcare professionals, NGO workers, etc.) to carry out contact tracing activities. Moving some tasks away from
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public health professionals to a different group can enable the number of contacts followed to be scaled up. The staff
can be tasked with interviewing cases to obtain a list of contacts and following up these contacts to provide
information on self-quarantine and physical distancing, the monitoring of developing symptoms and advice on what to
do if symptoms develop. New staff should be fully supervised and received comprehensive training which could be
provided in-person or online. The use of non-public-health staff or volunteers for contact tracing in complex settings
such as healthcare facilities may not be appropriate as these settings may require more specialist public health input.

B. Repurposing existing resources
This approach involves re-purposing existing resources to help with contact tracing efforts. One example is the use
of call centres or national hotline services that have already been set up for other purposes. Existing staff can be
repurposed to undertake contact tracing and/or be re-enforced by volunteers, with all new staff fully trained in
contact tracing processes and data protection issues and adequately supervised. Other locations can also be used
as call centres provided that staff have laptops and phones.

C. Reducing the intensity of follow up of contacts
Current ECDC guidelines identify two type of contacts [2]. High-risk exposure contacts who have spent 15 minutes or
more in close proximity to (2 metres or less) or in a closed environment with a case, and low-risk exposure contacts
who are still at risk but who have not been exposed to a case for as long (consult the ECDC guidelines for further
definitions of these categories). The guidelines recommend that both types of contacts receive an initial phone call
with instructions on self-quarantine or physical distancing measures, ways to reduce transmission (e.g. hand hygiene
and respiratory etiquette), information on COVID-19 compatible symptoms to look out for and advice on what to do if
symptoms develop. High-risk exposure contacts are then followed-up actively with daily phone calls, emails, and/or
text messages until the risk of developing symptoms is over.
As the number of cases increase, the number of contacts will also increase and this intensity of follow-up activities
may not be feasible. Options for changing the intensity of follow-up are listed below.
•
•
•

Instead of an initial phone call, all or some contacts (e.g. low-risk exposure contacts) can be notified by text
message or pre-recorded voicemail, with full instructions on what to do and a phone number to call if they
have questions.
Instead of a daily follow up phone call, high-risk exposure contacts can receive a text message every day,
or no follow-up if the instructions given initially are clear.
Instead of following up all contacts, the tracing of high-risk exposure contacts and contacts who are
healthcare workers or work with vulnerable populations should be prioritised.[20].
−
Prioritising the follow-up of cases in specific settings (e.g. long-term care facilities, prisons, refugee
camps, etc.) is important in order to mitigate the impact on vulnerable populations.
−
Contact tracing should also be prioritised for contacts who are healthcare workers or work with
vulnerable populations.

The above measures will save staff resources, although they may reduce the effectiveness of contact tracing.

D. Using technology
Contact tracing m anagem ent softw are

The use of supportive IT software is a key aspect of managing the contact tracing process and data analysis as the
numbers increase. Several countries use the specific contact management software Go.Data that has been
developed by WHO [21]. This software allows for the registration of cases and their contacts, thereby facilitating
the contact and follow-up of contact persons. Several countries are using other software solutions. Ireland’s
contact management software also has functionalities that helps direct calls to staff members.
Analyses of data from contact tracing can provide key information to inform more effective response measures.
Go.Data facilitates the analysis of contact tracing data, visualises chains of transmission between cases and
relations between cases and contacts by category, and can export anonymised contact tracing data for sharing or
detailed analysis in different software.

W eb-based applications

UK (England) has used a web-based tool where cases were asked to enter details of their movements and contacts were
advised according to their exposure. The information from this tool fed into their main contact tracing management
software which was also used to manage information gained from those cases who were followed up by phone.

M obile contact tracing applications (‘apps’)

The use of technology such as mobile apps to support contact tracing offers many possibilities, however manual
contact tracing remains the main method of contact tracing and mobile apps should complement and support this
process. The use of mobile apps can never be the only method used as not all of the population will have
downloaded the mobile contact tracing app and penetration in some key populations (e.g. the elderly) will be low.
Modelling has shown the added value of using this type of technology to support manual contact tracing efforts
[22]. Mobile technology has now been used in many countries and in Singapore, for example, people can
download the voluntary app ‘Trace Together’ [23]. The app collects data via Bluetooth on which devices have been
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in close proximity to the user during a specified time period. This data is initially stored on the user’s phone.
However, if a user tests positive for COVID-19, they provide their consent to sending the stored data to the health
authorities who can, in turn, contact the individuals whose phones have been identified as having been in contact
with that particular user (e.g. via phone message.)
Although there are some key data and privacy issues that require careful consideration, the use of mobile contact
tracing apps for contact tracing offers several benefits:
•
•
•
•

they do not rely on the memory of the case (who may be very ill at the time of interview);
they allow contacts unknown to the case to be traced (e.g. fellow passengers who sat close on a train);
they can potentially speed up the process;
they may facilitate further follow-up of contacts by health authorities via a messaging system. A symptomchecker feature could facilitate this, although it is not essential.

Several initiatives to establish mobile contact tracing apps are ongoing in Europe and elsewhere, some of which
use GPS technology instead of Bluetooth. Some initiatives allow for the user’s contact details to be transferred to
public health authorities, with their consent, while others work on a completely anonymous basis. The latter option
raises concerns as public health authorities cannot call the contact person, which has been cited as valuable since
people often have many questions and concerns. There are some possibilities which enable the contact person to
voluntarily share their phone number with health authorities. Another option could be to include a hotline number
in the message so that contacts can call to obtain more information. At the very least, public health authorities
should be in charge of the content of the messages that are sent out to contacts.
It is also important to note that not all individuals in a community will be able or willing to use mobile contact
tracing apps. This will probably be the case for the elderly and other vulnerable populations. Additionally,
healthcare workers will probably not carry their mobile devices with them at work. It is therefore advisable that
any mobile contact tracing app be introduced and applied as an additional support to traditional, standard contact
tracing systems coordinated by public health authorities. This will also allow public health authorities to have more
control of the process and be able to tailor the messaging and follow-up to different types of contacts.
The European Commission together with the eHealth Network and ECDC, has published guidance on the use of
such contact tracing apps to ensure cross-border interoperability and safeguard data protection [24,25].

Resources required for contact tracing
Validation of ECDC resource estimations
ECDC’s guidance on resource estimation for contact tracing, published in March 2020, provides an indication of the
resources needed for contact tracing related mainly to the containment scenario [20]. These estimates were reviewed
by EU/EEA countries through semi-structured telephone interviews and via an email questionnaire during April 2020.
Some differences were noted in relation to the calculations concerning staff time per activity. A summary of the
updated estimates for these activities obtained from countries is presented in the table below
Table 1. Contact tracing - updated resource estimates
Activity
Interview case, create list of
contacts
Call each contact
Average number of contacts per
case
Time needed to train new staff

Range of estimates from country
interviews
45 min– –1 hour

Notes

3.5 min – 20 min

Reduction in time reported as staff gain
experience
Sometimes contacts can be larger groups of
people (e.g. plane, school or work contacts)
Topics covered: disease epidemiology; the
contact tracing process; how to conduct
interviews (practical examples and exercises)
and data protection issues.

• 2–3 close contacts during lockdown
• 7–20 close contacts pre-lockdown
4–20 hours

Up to two hours for complex cases

Contact identification, contact listing, and contact advice
•

•

Interview the case – the average time was estimated to be between 45 minutes and one hour, with one

country suggesting it sometimes took up to two hours. This is usually done by staff in one call.
−
One country reported that when the case is first informed of their positive result, they are alerted to
the fact that that they will be called soon afterwards by someone to interview them about people
they have been in contact with. Asking the case to start listing their contacts in advance can shorten
the duration of the call where staff collect information.
Create the list of contacts and classify the contacts into high- and low-risk exposure – this is done during
the interview by the same staff interviewing the case. Data are then entered directly into the database or
electronic information system, either by the interviewer or by an administrative team later. Most countries
use Excel files or even a paper-based approach for contact tracing. Three countries reported that they have
used Go.Data at national level and several other countries are exploring its use. In one country a web-
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based tool has been developed where many cases were not interviewed, but were instead directed to a
website where they were asked to enter details of their movements. Contacts were then advised, depending
on their exposure. These data were subsequently pulled into the case management system.
Interview by phone with the contacts – average time per contact estimated to be between 3.5 and 20
minutes. This call is to inform the contacts of their exposure and give them information about selfquarantining, hand hygiene, monitoring for symptoms and what to do if they develop symptoms. This is
often done by non-public health staff, with supervision from someone with a public health background.

Testing of contacts
•

All countries reported testing symptomatic contacts in hospitals or at local testing facilities. In some instances
contacts were tested at home (e.g. elderly or vulnerable people or people living in rural areas). One country
reported that they send a driver to pick up the person and take them to a testing facility if they lack transport
or are housebound, or they send a team (consisting of two public health professionals and a driver) to test the
person at home. Some countries also test asymptomatic contacts in closed settings, for example in nursing
homes where there has been a confirmed case or if the contact is a healthcare worker. Asymptomatic close
contacts have also been tested in some regions where there has been sufficient testing capacity.

Follow -up of contacts
•

High-risk contacts are asked to self-quarantine for 14 days following their last exposure. One country
reported that the families of the contacts or the low-risk contacts are also asked to quarantine. The length
of quarantine for healthcare workers was reported to depend on the spread of the outbreak and is weighed
against the need to maintain services, with one country reporting a reduction in quarantine from 14 to
seven days as the situation escalated. Monitoring activities vary by country and depend on the spread of the
outbreak, ranging from daily active follow-up by phone call or text message, to less frequent active followup (every other day or once a week) or no active follow-up (the contact calls the public health team if they
develop symptoms).

Adapting resources according to the local situation
In scenarios where there are low numbers of cases, contact tracing is usually undertaken using existing public
health structures (local public health teams involved in communicable disease control who have experience in
contact tracing.) Even with a limited number of cases, contact tracing can be resource-intensive, especially in
situations where physical distancing is limited and the number of contacts for each case is high.
When traditional contact tracing is still possible, all cases are usually interviewed within 24 hours of being
diagnosed and the interview is generally conducted over the phone if the case is at home or face-to-face (by
infection control staff) if the case is in hospital. All contacts are listed, receive a phone call and are actively
followed up on a regular basis. All symptomatic contacts are tested. Testing is also often offered to asymptomatic
contacts who work with vulnerable populations (e.g. healthcare workers), or are vulnerable themselves. High-risk
exposure contacts are followed up by means of a daily phone call until 14 days has passed since their last
exposure. Where resources are available, contacts with a low-risk exposure may also be actively followed up.
This traditional approach to contact tracing may still be feasible in a containment scenario or de-escalation phase
with few cases, but if there are high numbers of cases and contacts requiring follow-up the situation becomes
challenging, as most public health authorities have never undertaken contact tracing on such a large scale.
With increasing numbers of cases, an adapted model is needed. Public health staff can be supplemented by people
who do not have public health backgrounds, such as government employees from other areas, medical students or
volunteers. Some countries have used military cadets. This staff should be properly trained by public health
personnel in areas such as basic epidemiology, public health mandate, health communication, ethics and data
protection. They should be supervised by public health staff. With increased numbers of staff, the contact tracing
operations require a greater degree of coordination and it is recommended that staff with management experience
work alongside public health staff. Ireland set up an operation like this within two and a half weeks.
In a situation with a large number of cases it may not be possible to sustain contact tracing with active follow-up
of all contacts and it may be necessary to reduce the intensity of interactions. Instead of calling contacts, it may be
possible to provide the initial information through a text message, although direct communication by phone was
considered by several countries to be very valuable. With regard to following up contacts on a daily basis for active
monitoring, some countries have stopped doing this as numbers have increased, while others are working on
alternative solutions, such as sending a text message to contacts asking whether they have developed symptoms.
Only contacts who report symptoms, or who did not respond to the text message, receive a follow-up phone call.
Some countries are beginning to use different technologies (e.g. mobile phone apps, websites for cases to enter
data on contacts etc.) to help scale up their contact tracing efforts.
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Case studies
The following case studies are examples of the resources for contact tracing strategies relating to three different
scenarios: a low number of daily reported cases (10); a medium number of daily reported cases (250); and a high
number of daily reported cases (1 000). These studies are intended to provide a rough guide rather than precise
estimates and countries can choose strategies from all scenarios and adapt accordingly. Countries with a
decentralised contact tracing process may use these examples as a guide for resources needed at regional level.
The following assumptions, based on information gained during the country interviews, were used to make the calculations:
•
•
•
•

Time to interview the case and list the contacts:
Time for initial call to each contact:
Number of contacts per case:
Hours worked per day by staff:

45 min
10 min
10 to 30
8 hours.

Many countries reported that during ‘lockdown’ periods the number of contacts was reduced for each case. This
guide aims to help countries estimate the resources needed for contact tracing during de-escalation and when
lifting lockdown measures. It is difficult to obtain a precise estimate of the number of contacts per case for this
scenario so calculations included a low estimate (10 contacts per case) and a high estimate (30 contacts per case),
resulting in a range of resources needed in terms of staff. Countries are encouraged to not only trace and followup high-risk exposure contacts (‘close contacts’), but also to undertake more extensive contact tracing in order to
contain further spread wherever possible. More extensive contact tracing results in a higher number of contacts
per case so we recommend planning for the higher estimated number of contacts per case.

Case study A: ten reported cases per day
Overall setup:
•
•

Contact tracing mainly carried out by public health staff.
Some staff are trained to use contact management software (e.g. Go.Data).

Intensity of follow-up
•
•
•

All cases are interviewed by phone or face-to-face (for hospitalised patients).
All contacts receive an initial phone call.
Close contacts receive a daily follow-up call.

Testing
•
•
•

Contacts who are symptomatic are directed to local testing locations.
Contacts who are unable to travel by themselves to testing locations may need to be tested by other
means, such as an outreach testing team, or transported to a testing location.
Testing of asymptomatic contacts can be considered, if resources allow. Priority should be given to healthcare
workers, staff in long-term care facilities or contacts who belong to vulnerable groups.

Staff resources:
•
•

Between three and seven full-time staff members are needed to interview 10 cases a day and to make the
initial call to each of their contacts.
An additional 10–21 staff members are needed to provide close contacts with a daily follow-up call. This
assumes that 10–20 close contacts per case will receive daily follow-up calls, for an average of 10 days after
their last contact with the case (but this will vary depending on how many contacts are identified per case
and how many of these are close contacts).

Other resources:
•
•
•

Contact management software.
Additional staff are required for data entry, data management and data analysis using contact management
software such as Go.Data.
Testing resources have not been specifically estimated as most contacts will be tested through existing local
testing structures. Some additional resources may be needed for symptomatic contacts who cannot travel
as transport may have to be provided to testing locations or a team sent to test them at home.

Case study B: 250 reported cases per day
Overall setup:
•
•

Contact tracing led and supervised by public health staff (in person or remotely) but largely carried out by
non-public health staff or volunteers who receive training.
Staff work in a set-up similar to a call-centre, or possibly remotely.

Staff are trained to use contact management software (e.g. Go.Data), or call management software.
Intensity of follow-up:
•

All cases are interviewed by phone or face-to-face (e.g. for some hospitalised patients).
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All contacts receive an initial phone call.
Contacts receive daily follow-up phone calls or messages (see staff resources below).

Testing:
•
•

Contacts who are symptomatic are directed to local testing locations.
Testing of asymptomatic contacts can be considered if resources allow. Priority should be given to
healthcare workers, staff in long-term care facilities or contacts who belong to vulnerable groups.

Staff resources:
•
•
•
•
•

Between 76–180 staff to call cases and make the initial call to each contact. These can be non-public-health staff.
Core team of public health staff to supervise staff.
Managerial staff to coordinate call centres and overall processes.
IT staff to support contact management software and resolve issues.
The resources needed to provide a daily call to high-risk contacts have not been estimated. Calling all
contacts every day will probably not be manageable with high case numbers and this should be done less
frequently or via an automated messaging system where only those contacts reporting symptoms or not
responding receive a call. This has not yet been implemented anywhere and it is difficult to estimate the
staff resources needed.

Other resources:
•
•
•
•
•
•

Various locations for use as call-centres – can be any location where staff can sit with laptops and phones,
at a safe distance from one another.
Contact management software.
Laptops and phones for staff.
Additional staff are required for data entry, data management and data analysis through contact
management software such as Go.Data. Software may be used to send and receive messages for daily
follow-up of contacts.
Website with information and frequently asked questions specific for contact tracing. Staff to prepare
training materials and provide training.
Resources for testing are not estimated here as contacts will be tested via existing local testing structures.

Case study C: 1 000 reported cases per day
Overall setup:
•
•
•
•

Contact tracing led and supervised by public health staff (in person or remotely) but largely carried out by
non-public health staff or volunteers who receive training.
Staff work in set-ups similar to call-centres or possibly remotely.
Staff are trained to use contact management software (e.g. Go.Data) or call management software.
A web-based tool is used for cases in order to directly enter information on the people they have been in
contact with and their phone numbers. Contact persons are then either contacted by phone or via an
automated text message. This can be used for cases who are willing and able to use a web-based tool and
well enough to use one (estimated to be around 50%).

Intensity of follow-up:
•
•
•

All cases are offered the option of entering information about their contacts into a web-based tool. Cases
who are unable to use this tool, or who are considered to be at high risk of spreading the infection to a
large number of people or to vulnerable people receive a phone call.
Contacts receive a message with information either through the web-based tool or by phone. The webbased tool helps automate the classification of high and low-risk contacts and facilitate notification and
communication with contacts.
No daily follow-up of contacts beyond initial call. Contacts are directed to a website with frequently asked questions.

Testing:
•
•

Contacts who are symptomatic are directed to local testing locations.
Testing of asymptomatic contacts can be considered if resources allow. Priority should be given to healthcare
workers, staff in long-term care facilities or contacts who belong to the vulnerable groups.

Staff resources:
•
•
•
•

Between 151 and 359 staff to call cases and make the initial call to each contact for those not using the
web-based tool. These can be non-public-health staff.
Core team of public health staff to supervise staff.
Managerial staff to coordinate call centres and overall processes.
IT staff to support contact management software and resolve issues.

Other resources:
•
•

One or more locations that can be used as call-centres - this can be any location where staff can sit with
laptops and phones at a safe distance from one another.
Contact management software.
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Laptops and phones for staff.
Additional staff are required for data entry, data management and data analysis using contact management
software (Go.Data) or call management software. Software may be used to send and receive messages to
contacts for daily follow-up.
Some additional IT staff time may be required to manage the web-based tool for cases registering their contacts.
Website with information and frequently asked questions specific for contact tracing.
Staff to prepare training materials and provide training.
Resources for testing are not estimated here as contacts will be tested via existing local testing structures.

•
•
•
•
•
•

Contact tracing in healthcare settings and long-term care facilities
In all scenarios, contact tracing in healthcare settings and long-term care facilities needs to be carried out
separately and these activities are not included in the above estimates. In hospitals, contact tracing is generally
done by hospital infection prevention and control staff.

Training materials, tools and procedures shared by countries
ECDC consultation with all EU/EEA countries and with experts from various non-EU countries including Australia,
the Republic of Korea and Singapore has identified a range of different training materials that are already available
or can be shared upon request to ECDC. These are summarised in Table 2. Please email
ecdc.info@ecdc.europa.eu to request the materials not published.
Table 2. List of materials collected
Type of
material
Video

Title

Description

Provided by

Link

COVID-19: How Singapore
does contact tracing

Ministry of Health
Singapore

Online
course

Introduction to Go.Data – field
data collection, chains of
transmission and contact
follow-up.

https://www.straitstimes.com/multi
media/a-guide-to-singaporescovid-19-contact-tracing-system
https://openwho.org/courses/godat
a-en

Training
material for
an online
course

COVID-19 Contact
Management Programme
(CMP) - training plan and
education resources

Training
material

A standard operating
procedure (including pre/post
interview checklist, interview
script to be followed, email
template to send to the
contact after interview, Q&A);
three presentations (COVID19 epidemiology, COVID-19
contact tracing principles,
conducting interviews); six
scenarios for role-play
interviews; one exercise for
identifying contacts of a case
on a plane.
Two PDF presentations:
- Epidemiology and disease
control
- Mapping case activity and
tracing contacts

A short video (6:58 minutes) that explains
how contact tracing is undertaken and the
methods and teams involved.
This briefing package provides an orientation
to the purpose, benefits and utilization of
Go.Data, consisting of 7 modules with a
narrated walkthrough of the key features of
the Go.Data web-based platform and mobile
application.
Comprehensive package of training material
used to organise an online training course of
eight modules (four hours and 25 minutes)
consisting of three main elements: selfdirected learning resources; facilitated
learning session and introduction to the
COVID 19 Case Tracker.
The material supports the organisation of a
three-hour training course with the following
learning objectives:
- Understand the basic epidemiology and
clinical characteristics of COVID-19
- Understand the place of contact tracing in
pandemic control
- Perform contact tracing for COVID-19 using
the ACT REDCap software for data capture
- Create strategies to overcome four
common challenges faced when interviewing
COVID-19 cases.

Training
material

Guidelines
and info
material

NA

The presentations have been developed for
the Field Epidemiology Training Programme
(FETP) and include infographics and
educational comic strips.
National guidelines and information material
to support systematic contact tracing. The
materials is in Danish.

WHO

Ireland (Health
Service Executive)

Not published. Stored in the ECDC
repository.

Australia (National
Centre for
Epidemiology and
Population Health
(NCEPH), Australia
National University)

https://extranet.who.int/goarn/partn
er-resourcescontent/320?combine=contact+trac
ing&technical_stream=All&type_of
_capacity_building_resource=All

Singapore (Ministry
of Health, National
Centre for Infectious
Diseases, Saw
Swee Hock School
of Public Health)
Denmark

Not published. Stored in the ECDC
repository.

To be published on
http://www.sst.dk/

ECDC internal contributors (in alphabetical order)
Agoritsa Baka, Stefania De Angelis, Erika Duffell, Maria Keramarou, Lina Nerlander, Emmanuel Robesyn, Ettore
Severi, Emma Wiltshire.
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