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ABSTRACT

• Contact tracing is a critical component in controlling the spread 

of infectious diseases. During the COVID-19 pandemic, the 

demands for contract tracing far exceeded the resources 

available to IPC programs. 

• Leveraging our PCC, our organization established a Contact 

Tracing Center (CTC) with content expertise and oversight by 

IPC and Occupational Health. 

• The CTC identifies exposed patients and employees, provides 

testing guidance and scheduling, and offers post-exposure 

recommendations for employees. 

• We describe patient outcomes due to employee exposures in a 

pediatric healthcare system.

INTRODUCTION

• In March 2020, the Children’s Hospital of Philadelphia (CHOP) 
created a contact tracing center (CTC), leveraging the region’s 
Poison Control Center (PCC), Infection Prevention and Control (IPC) 
and Occupational Health (OH) resources and expertise.

• The CTC utilizes re-deployed healthcare workers from various 
departments across CHOP to identify exposed patients and 
employees, provide testing guidance, schedule and offer post-
exposure counseling to employees.

• Exposure data for employee to patient exposures (EPE) from 
March-Aug were tracked and analyzed to determine COVID-19 
transmission events for pediatric patients.

• One secondary exposure transmission event occurred due to EPE
• EPEs decreased after the institution of universal masking

• Exposure data about employee to patient exposures (EPE) were 

captured real-time by scripted telephone interviews by our CTC.

• Chart review was performed to determine outcomes of exposed 

patients. 

• A concerning exposure from a direct patient care provider to a 

patient was defined as unprotected contact at less than 6 feet for 

greater than 5 minutes (changed to 15 minutes starting in July) in 

the 24 hours prior to developing symptoms. 

• Data elements tracked included, exposure risk classification (low vs. 

concerning), exposure window, and symptom onset. 

• Data were analyzed to determine COVID-19 transmission rates for 

children exposed to pre-symptomatic vs symptomatic employees. 

METHODS RESULTS

• From March 2020 – August, we identified 40 EPE that involved 
11 employees; 27 EPE were pre-symptomatic and 13 EPE 
symptomatic exposures. 

• The average number of EPE per employee was 3.67 (SD 2.77). 
• There was one identified secondary transmission event to a 

patient from a symptomatic employee post universal masking; 
the patients caregiver was subsequently infected by the patient.

• After instituting universal masking, the number of concerning 
exposures to patients were 5 compared to 35 prior to universal 
masking.

CONCLUSIONS

• We describe the experience of a novel Contact Tracing Center, 
leveraging alternate staffing pools to track EPE resulting in one 
case of secondary transmission to a patient and caregiver. 

• Measures to reduce exposures include; sick policy adherence, high 
hand hygiene compliance, standard precautions, universal 
masking, and robust contact tracing operations 

• A strong data collection system is crucial to identify process gaps, 
review compliance themes and have prompt interventions to 
reduce concerning risk exposures.

Impact of masking/eye protection on close 

contact  exposures (being within 6 feet 

of infected person for >15 minutes, >5 

minutes for aerosol-generating procedure) 
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Unmasked without 
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below guidelines)
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concerning symptoms

Low risk OR 
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Employee has a concerning 
exposure

 OR 
returns from travel to a hot-spot 

Post-Exposure or Post-Travel Pathway

Exposure risk level determined by risk stratification table in 
playbook. Risk determination will be discussed with COVID-
19 Hotline agent, this includes hot-spot determination..

If not a concerning exposure, employee should:
1. Symptom monitor
2. Return to work based on regular HR work and sick policies

Employee begins 7 day self-
isolation and symptom monitoring
Note: If an employee is notified of 

an exposure at work, they can 
remain at work for 24 hours post-

exposure

Employee remains 
asymptomatic for 7 

days post-exposure or 
post-travel

Employee has ANY new symptoms
 (any concerning or non-specific symptom, 

see list on symptom pathway) above 
baseline >24 hours post-exposure or post-

travel 

Return to work and 
continue symptom 
monitoring. Follow 

regular HR work and 
sick policies.

(Re-enter pathway if 
employee becomes 

symptomatic)

Test immediately

Negative for COVID-19

Positive for COVID-19

Continue 7 day isolation 
and symptom 
monitoring.

Return to work based on 
regular HR work and sick 

policies.

Immunocompromised 
and/or hospitalized from 

COVID-19

Return to work when >20 days 
from first symptoms AND >1 days 
afebrile without antipyretics AND 

improvement in symptoms.
No retest needed.

Follow regular HR work and sick 
policies.

No

Yes

Do any new symptoms arise
 >24 hours post-exposure or 

post-travel?

Test Results

Immunocompetent with 
no hospitalization

Return to work when >7 days from 
first symptoms AND >1 days 

afebrile without antipyretics AND 
improvement in symptoms.

No retest needed.
Follow regular HR work and sick 

policies.

Fig 1. Post Exposure Pathway

Fig 2. Reported Exposures by Risk Category Over Time 


