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Rationale for why some advice in the ECDC contact tracing guidance has not 

been included in the proposed Irish contact tracing guidance 
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ECDC published its third revision to its contact tracing guidance “Contact tracing: public health 

management of persons, including healthcare workers, who have had contact with COVID-19 cases 

in the European Union – third update” on 18th November, 2020.  

The updated ECDC guidance was reviewed by the HSE Pandemic Incident Control Team (PICT) 

following its publication. Each situation where advice in the ECDC document differed from draft 

revised Irish guidance was considered in detail by a PICT guidelines advisory subgroup, and decisions 

were taken on whether to incorporate them or not.  The rationale for these decisions, in situations 

where the ECDC guidance was not incorporated into the Irish guidance, is set out below.  

1. The threshold for commencing contact tracing, and speeding up contact tracing:  

The ECDC guidance states “Contact tracing is initiated once a case of COVID-19 is confirmed, but in 

specific high-risk settings it is recommended to initiate the process upon detection of a probable or 

possible COVID-19 case. They include prisons, cruise ships, and LTCF if resources allow”. 

In the Irish guidance, we state “When numbers of cases for contact tracing reduce, and resources 

allow, contact tracing may be initiated when notified of probable cases in high risk settings such as 

residential facilities or long-term care facilities (LTCF)”. 

We have focused on LTCF and qualified this recommendation for the situation when case numbers 

and resources allow. We feel that this is appropriate.  

2. Definition of a close contact 

The ECDC definition includes as one of the categories of close contact: 

“being in a closed environment (e.g. household, classroom, meeting room, hospital waiting room, 

etc.) or travelling* with a COVID-19 case for more than 15 minutes;” 

In these circumstances, the Irish guidelines include household contacts as close contacts, and for 

other categories say  

Subject to available Public Health capacity, a Public Health Risk Assessment will be undertaken in the 

following circumstances: 

….. 

Contacts who have shared a closed space (e.g. meeting room, hospital waiting room, classroom) 

with a case for a longer period of time, though not within 2 metres. In these settings, the PRHA 

may determine that there is an increased likelihood of these persons being close contacts 

The risk assessment allows for consideration of parameters that affect risk. These are listed in the 

document and include: 

• The level of supervision in the environment 
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• Type of environment – e.g. crowded, indoor  

• Presence of extremely medically vulnerable persons 

• Mitigation measures and how they are being implemented: infection prevention and control 

measures i.e. social distancing, hand washing, hand hygiene, respiratory etiquette. 

• Use of plexiglass barriers 

• Ventilation. See here for further information 

• Proximity of contact to the case 

• Duration of exposure 

• If the case was symptomatic at the time of exposure. For symptomatic individuals, 

transmission risk is greatest on the day of symptom onset, with the majority of 

transmissions occurring from two days prior to the onset of symptoms to two days after 

• Number of symptomatic persons and confirmed cases present 

• If the case was likely to have generated showers of droplets and respiratory aerosols, e.g. 

coughing, shouting, singing, or was an adult exercising in indoor locations such as gyms. 

• If the case was wearing a cloth face covering or mask (source control) 

• If those potentially exposed were wearing cloth face coverings or masks or at the time of 

exposure 

The group felt that this is the appropriate approach to take, as it allows for consideration of 

mitigating measures that may affect the risk in these situations, rather than always including them 

as close contacts.  

3. Risk assessment 

The ECDC guidance says that a risk assessment should be done “if the case was likely to be 

generating droplets/aerosols (e.g. coughing, singing, shouting, exercising); 

In the Irish guidance we have qualified the section on exercising as follows: “If the case was likely to 

have generated showers of droplets and respiratory aerosols, e.g. coughing, shouting, singing, or 

was an adult exercising in indoor locations such as gyms”. 

This is because exercising in indoor locations such as at a gym has been identified as a setting with 

increased risk of transmission in the HIQA evidence review. Including exercising here in any setting 

or age group would have significant implications for the school setting, where the transmission rate 

is known to be low, with a 1.3% positivity rate for week 47, (15th-21st November), noted in the 

Weekly COVID-19 Schools Testing Report.  

 

4. Asymptomatic cases 

ECDC defines the time period for identifying a contact of an asymptomatic case as someone who has 

had contact with the case in the two days before the sample which led to confirmation was taken, to 

10 days after the sample was taken. 

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/vulnerablegroupsguidance/
https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/infectionpreventionandcontrolguidance/buildingsandfacilitiesguidance/#d.en.20371
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For an asymptomatic case, the time taken for contact tracing is somewhat arbitrary, and there is 

probably no one correct timeframe.  This was teased out and discussed in detail at both the Expert 

Advisory Group and PICT, and a timeframe of 24 hours was chosen. To change this now would have 

practical operational implications and we decided that the current Irish guidelines do not need to 

change on this point.  

The ECDC guidance on asymptomatic cases states that “it is recommended that staff carry out 

interviews with asymptomatic cases asking some specific questions:   

• Ask the asymptomatic case in more detail about a wide range of possible symptoms to 

determine if she/he is truly asymptomatic. Some may have developed symptoms since being 

tested, and others may have had mild symptoms that they did not report as they did not 

consider them indicative of COVID-19. If symptoms are reported, the case should be treated 

as a symptomatic case and contacts traced from two days before symptom onset to 10 days 

after symptom onset.   

• Ask the asymptomatic case whether she/he has had a known exposure to a COVID-19 case. If 

so, contacts of the asymptomatic case should be traced starting from two days after the 

asymptomatic case was exposed to the known COVID-19 case.” 

In Ireland cases are asked about symptoms in addition to those in the current Irish case definition. 

The range of symptoms asked about is currently under review by the Contact Management 

Programme, and some more nonspecific symptoms may be added soon.  In addition, cases can be 

asked about known exposure to a COVID-19 case. If this also leads to different time frames for 

contact tracing and the period for restriction of movements (currently 24 hours prior to the sample 

date), this becomes a more complicated message to relay to contacts, and may lead to difficulties 

with understanding and complying with the advice. In light of this, these points are not included in 

the guidance at this time, but are being considered within CMP.  

5. Persons previously infected 

The ECDC document states that “Available evidence suggests that the risk of reinfection for a person 

who has recovered from a COVID-19 infection (even if mild or asymptomatic) can be considered low if 

the subsequent COVID-19 exposure takes place within three months of their initial diagnosis. 

Balancing the risk with the personal and societal implications, it is suggested that individuals with a 

high-risk re-exposure to COVID-19 within three months of their initial diagnosis can be reclassified as 

low-risk exposure contacts, unless they work with vulnerable populations or live in a high risk setting 

such as a long-term care facility or prison. If the new exposure occurs more than three months 

subsequent to the previous diagnosis, the contact person should be considered at the same risk as 

any other contact person without previous infection”.    

In the Irish guidance a 12-week period of immunity is assumed, based on the HIQA review of 

evidence regarding duration of immunity. However, the exceptions listed in the ECDC guidance, i.e. 

working with vulnerable populations or living in high-risk settings such as LTCF or prison have not 

been included. If in these circumstances they are treated as contacts, with restriction of movement 

and repeat testing, this would in our view lead to difficulties in 2 areas: interpretation of PCR results 

in high risk settings, in as in these situations residual RNA may still be detectable – this has been the 

practical experience with the HCW serial testing programme; and the occupational health 

implications of applying these exceptions and restricting movements in these circumstances leading 

to staff shortages.  
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6. Testing of contacts 

The ECDC guidance states that “All contacts who already have symptoms or develop symptoms 

during follow-up (high-risk and low-risk exposure contacts) should be tested as soon as possible to 

allow for case isolation and further contact tracing. Both RT-PCR and rapid antigen tests (RATs) can 

be considered. With RATs, symptomatic contacts should be tested as soon as possible but within five 

days of symptom onset. Negative RAT tests should be confirmed with RT-PCR. If there is no PCR 

capacity, the negative RAT tests should be repeated after two to four days. 

RATs have the advantage of speed which allows for further contact tracing to commence as soon as 

possible. If more than seven days have passed since the exposure, it is recommended that negative 

RATs are confirmed by RT-PCR.” 

The use of RATs is not currently included in the Irish guidelines. The following sentence: “The role of 

rapid antigen testing for detecting infection in close contacts, as proposed in recent ECDC contact 

tracing guidance, is being considered currently, and testing guidance may be updated, depending on 

the results of current work on validating their use in Ireland”  has been included and we think this is 

appropriate until the results of the validation studies are in.  

 

7. Testing to end quarantine – restricting movements 

ECDC states “A negative RT-PCR test at day 10 can be used to discontinue quarantine earlier than the 

recommended 14 days.  Testing capacity may be limited and it is important that testing contact 

persons for the purpose of ending quarantine early should not adversely impact test accessibility and 

test turnaround time for symptomatic people. 

However, early release from quarantine needs to be assessed on a case by case basis for contacts 

working with vulnerable populations or contacts in high-risk settings such as long-term care facilities, 

prisons, migrant and refugee reception and detention centre.” 

This has not been included in the Irish guidelines. We are aware that HIQA did model the effect of a 

test at Day 10, with earlier exit from restriction of movements, and that NPHET has not indicated 

that it will implement this change, hence we did not include this.   

8. Household contacts duration of quarantine 

The ECDC guidance states “Contact persons who live in a household where someone has been 

confirmed as having COVID-19 are high-risk exposure contacts and should quarantine. The days of 

quarantine are always counted since last exposure to the infectious case, which poses an extra 

challenge in the household setting.   

If the household case is managed in hospital or is able to be isolated within the home, quarantine for 

the household contact should be for 14 days following their last exposure to the case (or discontinued 

after a negative PCR test at day 10). ECDC has published guidance on infection prevention and 

control measures in the household management of people with suspected or confirmed coronavirus 

disease  

If the household case is managed at home and is not able to isolate from other household members, 

quarantine for the household contacts should ideally be for 14 days (or earlier if PCR test at day 10 is 

negative), counted from the day when the household case is not considered infectious anymore. This 

https://www.ecdc.europa.eu/en/covid-19-contact-tracing-public-health-management
https://www.ecdc.europa.eu/en/covid-19-contact-tracing-public-health-management
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would be when both the following criteria for ending isolation are met for the case, according to the 

latest update of the ECDC guidance:   

– ten days after the onset of symptoms in the case (or from sample collection if asymptomatic); 

– resolution of fever and clinical improvement of other symptoms for at least three days.  

However, whilst cases can be infectious up to 10 days after symptom onset, evidence suggests that 

transmission after five days of symptom onset is limited. For household contacts, public health 

authorities could make the decision to count the days of quarantine (14 days, or earlier if PCR test at 

day 10 is negative) starting from five days after symptom onset in the case. This approach could pose 

a greater risk for the effective control of onward transmission and should be considered on a case by 

case basis.  Severe and immunocompromised cases may shed virus for longer (up to 20 days from 

symptom onset) and contact with such cases should also be assessed on a case by case basis “ 

According to ECDC the need for 24 days quarantine (10-day infectious period + 14 days incubation 

period) can be reduced to 14 + 5 days = 19 days, though this could pose some risk. This situation has 

also been reviewed in Ireland, with advice of the Expert Advisory Group that the duration should be 

17 days, based on a 10-day infectious period, and likelihood that the majority of persons who will 

develop symptoms will have done so by day 7. This timeframe is a pragmatic one, balancing risk with 

adherence, and the group feel that this timeframe is adequate.   

 

9. Enhanced contact tracing 

The ECDC document states ‘Backward’ or ‘retrospective’ contact tracing refers to the process of 

identifying the source of infection of the case under investigation, to identify further cases and 

contacts. This contrasts with regular ‘forward’ contact tracing where contacts who were recently 

exposed (but also in the past) are identified and quarantined to stop further transmission. The 

rationale for backward tracing is that a relatively small proportion of cases is responsible for a large 

proportion of transmission, often at so called ‘super-spreader events. If public health authorities can 

locate the source of the infection of the current case under investigation, it is possible that other 

undetected cases may be found around this original source. Further contact tracing can then be done 

for these other cases in order to stop the chains of transmission resulting from them. As a secondary 

benefit, these investigations will also shed light on the circumstances and settings that are relevant 

to the epidemic spread”. 

The Irish guidelines state “Source investigation and control is undertaken by Departments of Public 

Health as appropriate, and as resources allow, as part of the PHRA. The Departments of Public 

Health, HPSC and the CMP are collaborating on a retrospective contact tracing pilot and further 

guidance on this process will be developed as part of this pilot.”  The group feels that this is 

sufficient detail at this stage. It will be important to test in one site before full roll out in all CTCs and 

Departments of Public Health as it is represents a significant change in process. 

 

10. Speeding up contact tracing  

Quarantine contacts of contacts (‘secondary contacts’) 

The ECDC guidance states “In addition to just asking persons with a high-risk exposure to a case to 

quarantine (‘primary contacts’), public health authorities can also consider asking the household 
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members of the contact person (‘secondary contacts’) to quarantine for the same duration. The 

rationale for this is that the primary contact may, by the time they are reached by contact tracers 

and asked to quarantine, already be in the infectious phase and have transmitted infection to, for 

example, household members. By asking those household members to also quarantine, further 

onward transmission can be prevented”.   

This proposal is not supported by the PICT advisory sub-group for the following reasons:  

• The probability of the contact of a contact being positive is less than the overall positivity rate 

for the general population  

o The positivity rate in contacts is approximately 1 in 8 

o The probability of a contact of a contact being positive is approximately 1 in 64 

o Below is an example of numbers likely to be affected:  

▪ 100 positive cases will generate approximately 300 first degree contacts, of 

whom 37 are expected to be positive (1 in 8 of the 300); 

▪ These 300 first degree contacts will generate approximately 900 second degree 

contacts, of whom 111 would be contacts of a confirmed case and as such would 

be required to restrict their movements (37 positives with 3 contacts each); 

▪ We can expect approximately 14 positive cases from this group (1 in 8 of the 

111). 89 would not be contacts of a confirmed case and thus would be 

restricting their movements unnecessarily.  

▪ Of the 100 positive cases, there would be 37 first degree contacts who are 

positive, 111 secondary contacts who would be required to restrict their 

movements, and 789 secondary contacts who would be unnecessarily restricting 

their movements.  

• Incubation period  

o With an incubation period of approximately 5 days, with infectiousness occurring up to  

2 days prior to symptom onset, there are 6 days from last contact with a case, to a 

contact of a contact likely being positive. Test and Trace is significantly quicker in the 

identification of contacts i.e. contact of contacts can be identified before they become 

infectious. 

• This would also represent a substantial change in messaging - that ‘contacts of contacts’ are not 

a risk. This would require a significant communications exercise. The impact of this will most 

likely be felt by healthcare workers more than any other group given the nature of their work. 

This may give rise to additional challenges in respect of staffing availability. 

• Managing the increase in queries in relation to this change may also stretch resources. 

 

11. Low risk exposures 

They are included in the ECDC guidance document. The Irish guidelines focuses on close contacts, 

and all reference to casual contacts have been removed in Irish guidance. The rationale for this is 
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that all messaging and actions are focused on close contacts and it makes the document clearer and 

easier to read.  

12. Isolation duration: 

In the ECDC guidance it states “… when both the following criteria for ending isolation are met for 

the case, according to the latest update of the ECDC guidance:   

– ten days after the onset of symptoms in the case (or from sample collection if asymptomatic); 

– resolution of fever and clinical improvement of other symptoms for at least three days [Duration 

fever-free” 

The Irish guidance states 10 days, the last 5 of which should be fever-free. This was based on advice 

from EAG and agreed by NPHET earlier this year.  

13. Definition of close contacts/high risk exposures on an aircraft 

The ECDC guidelines have revised the definition of high-risk exposures on flights as follows: 

High-risk exposures: 

·Passengers who were seated in the same section of the aircraft as defined by seat configuration**, 

in addition to travel companions or persons providing care, and crew members serving in the section 

of the aircraft where the index case was seated.  

 ** Input from civil aviation representatives may be needed to define this on a case-by-case basis. Depending on the 

configuration it may in fact mean all the passengers in the particular flight. 

·Ιf contact tracing discovers one or more additional COVID-19 case around the index case, then all 

passengers on the aircraft should be considered high-risk exposure (close) contacts and traced 

appropriately.  

For the Irish guidelines, following consultation with the national Port Health Group, PICT advises that 

a close contact should remain as it was previously, i.e. limited to 2 seats in all directions for 

passengers. Evidence is emerging that, aside from super spreader type events, the risk of 

transmission is low, even on full flights with cases on board in Spring 2020, prior to implementation 

of many of the measures used now. The supporting evidence for this is as follows: 

• Absence of in-flight transmission of SARS-CoV-2 was evidenced by two articles on flights in 

spring 2020. A 15-hour flight from China to Canada of 350 passengers had two cases of 

COVID-19 on board. Of the 25 close contacts actively monitored for 14 days, six later 

became symptomatic and all six tested negative for SARS-CoV-2; an attack rate of zero 

(Schwarz 2020).  There was no report of face mask wearing by passengers or crew.  

• A 14-hour evacuation flight of 11 passengers from Japan to Israel had two cases of COVID-19 

on board. None of the remaining nine passenger contacts tested positive for COVID-19, all of 

whom wore masks for the flight duration (Nir-Paz et al 2020).  

• Low attack rates were identified in several papers (Bae, 2020; Kutsuna 2020) Two evacuation 

flights of 11 hours duration from Italy to South Korea reported very low attack rates of only 

0.3% (1/293) and 0.5% (1/202) among exposed passengers, all of whom wore masks (Bae 

2020).  

• Three evacuation flights from China to Japan of six hours duration had in total eight cases of 

COVID-19 on board (Kutsuna 2020). All passengers and crew were quarantined for 14 days 

and tested for SARS-CoV-2 on arrival and again on day 13. Calculated attack rates were 0.5% 
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(1/202), 0.5% (1/208) and 0.7% (1/148) for the flights. This article did not report on the 

wearing of face masks by passengers or crew on these flights.  

• Documented cases of transmission of SARS-CoV-2 in aircraft took place mostly before the 

implementation of non-pharmaceutical interventions (NPI).To minimise the risk of 

transmission of SARS-CoV-2 during air travel, EASA and ECDC developed a dedicated COVID-

19 Aviation Health Safety Protocol addressing all stages of travel and describing all the 

measures including communication, administrative controls, physical distancing measures at 

airports and on-board aircraft, enhanced hygiene and cleaning.  

• According to the available evidence to date, the spread of SARS-CoV-2 is mostly facilitated 

by human interactions in the absence of NPIs such as physical distancing, hand and 

respiratory hygiene and the use of face masks, with the majority of the clusters occurring in 

crowded indoor settings. Data from overall contact tracing activities in Ireland show an 

overall positivity rate at 15% [95% Confidence Interval (CI) 11% to 20%]. In contrast, 

prevalence in travellers is estimated by modelling studies much lower, closer to the 

estimated prevalence of COVID-19 in the general population at < 1%. Current average 

estimated prevalence of COVID-19 in general populations in the EU/EEA countries and the 

UK is estimated at less than 2.5%. As these estimates are based on the reported cases and as 

travellers with symptoms are discouraged from travelling, ECDC estimates that the current 

prevalence of COVID-19 in the EU/EEA is approximately 1%; only in areas of intense 

widespread transmission of SARS-CoV-2, the prevalence among travellers could be higher. 

(From ECDC EASA Draft Addendum to the Aviation Health Safety Protocol November 30 

2020- awaiting full sign off) 

 

Bae SH, Shin H, Koo H-Y, Lee SW, Yang JM, Yon DK. Asymptomatic Transmission of SARS-CoV-2 on 

Evacuation Flight. Emerging Infectious Disease journal 2020; 26(11). 

Nir-Paz R, Grotto I, Strolov I, et al. Absence of in-flight transmission of SARS-CoV-2 likely due to use 

of face masks on board. J Travel Med 2020. 

Schwartz KL, Murti M, Finkelstein M, et al. Lack of COVID-19 transmission on an international flight. 

CMAJ 2020; 192(15): E410. 

Kutsuna S, Suzuki T, Hayakawa K, et al. SARS-CoV-2 Screening Test for Japanese Returnees From 

Wuhan, China, January 2020. Open Forum Infect Dis 2020; 7(7): ofaa243. 

 

 


