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Summary
Since 31 December 2019 and as of 2 August 2020, 17 841 669 cases of COVID-19 have been reported
worldwide, including 685 281 deaths. European Union/European Economic Area (EU/EEA) countries and the
United Kingdom (UK) have reported 1 733 550 cases (10% of all cases), including 182 639 deaths (27% of
all deaths).
The COVID-19 pandemic continues to pose a major public health threat to EU/EEA countries and the UK and to
countries worldwide. As cases increased, peaking in early April 2020 in the EU/EEA, many countries
implemented a range of response measures which led to a reduction in incidence. As countries regained control
of transmission and alleviated the burden on healthcare, many measures were relaxed or removed to allow for
a more viable way of life with the virus in circulation. Subsequently, a recent increase in COVID-19 cases has
been reported in many EU/EEA countries. While many countries are now testing mild and asymptomatic cases,
which has resulted in increased case reports, there is a true resurgence in cases in several countries as a result
of physical distancing measures being relaxed.
Further increases in the incidence of COVID-19, and associated hospitalisations and deaths, can be mitigated if
sufficient control measures are reinstalled or reinforced in a timely manner. Countries that are now observing an
increase in cases, after having lifted their control measures following a temporary improvement in the
epidemiological situation, should consider re-instating selected measures through a phased, step-wise and
sustainable approach. Assessment of risk at local level is important, taking into consideration the
epidemiological situation, local services and lessons learned regarding the impact of previous measures.
Member States implementing comprehensive testing are better able to rapidly detect an increase in cases and
identify groups at high risk of disease. Alongside a tailored local testing strategy, the speed of contact tracing is
important to reduce transmission, and efforts should be made to shorten the time needed for each step in the
testing, notification, and contact tracing process.
Given that there are now dedicated COVID-19 surveillance systems, extensive public health measures in place,
and ongoing testing and contact tracing of the population, countries should be better prepared to prevent and
control any resurgence in cases.
In general, response strategies should be guided by continuous monitoring and assessment of the
epidemiological situation. They should be based on sustainable public health measures to protect vulnerable
groups and decrease transmission in the community and should include extensive testing and contact tracing,
followed by isolation and treatment of identified cases and quarantining of contacts.
In addition to the preparedness and response strategies implemented by national authorities, adapted human
behaviour is the key to tackling this pandemic. As the COVID-19 pandemic continues, it is natural for people to
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become fatigued and reduce compliance with public health measures. Risk communication efforts should be
tailored to changes in the local situation and continuous messaging is needed to remind the population that the
SARS-CoV-2 virus will remain in circulation within the community and that they should take everyday measures
to reduce potential exposure, such as practising cough and respiratory etiquette, physical distancing and hand
hygiene, wearing face masks, reducing the number of contacts and staying home when ill.

What is new in this update?




Updated epidemiological situation and response measures implemented in the EU/EEA countries and the UK.
Updated testing strategies, contact tracing, and general and targeted measures to minimise the risk of
COVID-19 resurgence.
Various risk profiles, based on the changes countries are observing in their reported cases, hospitalisations,
testing methodologies, and test positivity rates in response to the relaxing or removing of measures.

What are the risks being assessed in this update?
In this update, we analyse the risk of further escalation of COVID-19 in the countries that have reported a
recent increase in COVID-19 cases and the risk of further escalation of COVID-19 across all EU/EEA countries
and the UK.
In countries where there is a strong indication of increasing transmission, locally or nationally, as demonstrated
by a recent increase in cases and an increase in hospitalisations, the risk of further escalation of COVID-19 is
high. For those countries, the risk is very high if they do not implement or reinforce multiple measures,
including physical distancing and contact tracing, if they have sufficient testing capacity.1
In countries where there is evidence that is suggestive of increasing transmission, as demonstrated by a recent
increase in cases and no increase in hospitalisations but where there has been an increase in test positivity
rates (if they have sufficient testing capacity and intensity of testing has remained stable), the risk of further
escalation is high. For those countries, the risk is very high if they do not implement or reinforce multiple
measures, including physical distancing and contact tracing.
The risk of further escalation of COVID-19 is moderate to high for countries reporting a recent increase in
cases but no increase in hospitalisations or test positivity rates (if they have sufficient testing capacity and
intensity of testing has remained stable). Countries that have multiple measures in place should conduct local
assessments to better understand the local drivers of the increase in cases and to determine measures to be
added or strengthened.
Overall, the risk of further escalation of COVID-19 across all EU/EEA countries and the UK (if they have
sufficient contact tracing and testing capacity), is moderate for countries that continue to implement and
enforce multiple measures including physical distancing and very high for countries that do not implement or
enforce such measures.
Regularly updated information on the coronavirus disease 2019 (COVID-19) outbreak is available on ECDC’s
website [1], the European Commission website [2], and the World Health Organization (WHO) website [3]. This
risk assessment is based on published information available as of 2 August 2020.

1. Event background
Epidemiological situation
Since ECDC’s tenth risk assessment published on 11 June 2020 [4] and as of 2 August 2020, 10 772 391 new
COVID-19 cases and 279 694 new deaths have been reported worldwide, out of a total of 17 841 669 reported
cases and 685 281 reported deaths since 31 December 2019. Since the beginning of the pandemic, the EU/EEA
and the UK have reported 1 733 550 cases and 182 639 deaths (10% of all cases and 27% of all deaths reported
worldwide).
In week 14, the EU/EEA and the UK reached a peak in reported cases. Between the end of weeks 15 and week
23 (second week of April and first week of June), the trend in the EU/EEA and the UK declined, after which it
reached a plateau, however in recent weeks there has been a resurgence.
The total number of daily cases reported, as well as the 14-day incidence rate, seems to be increasing again in
the EU/EEA and the UK overall, although it is currently lower than the first peak which occurred on 9 April 2020
(Figure 1). Most of the new cases (111 840) reported in the last 14 days in the EU/EEA and the UK have been
reported in Spain (28 267), Romania (15 420), France (13 245), the UK (8 743) and Germany (8 319). As of
2 August 2020, the 14-day case notification rate for the EU/EEA and the UK was 21.5 (country range: 2.2–209.5)
1

Sufficient testing capacity refers to the testing of at least all symptomatic cases and their contacts, in accordance with the
latest ECDC and WHO guidance.
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per 100 000 population. Compared to the incidence of reported cases for the 14 days up to 19 July (13.4 per
100 000 population) there was an increase of 60.5%. The 14-day COVID-19 death notification rate for the
EU/EEA and the UK was 4.1 (country range: 0-15.9) per 1 000 000 population. The rate has been stable for 13
days.
Hospital and/or ICU occupancies due to COVID-19 are increasing in Bulgaria, Croatia, Czechia, Luxembourg, Romania
and Slovenia. No other increases have been observed, although data availability is incomplete for some countries.
Figure 1. EU/EEA and the UK: 14-Day COVID-19 case and death notification rates, 2 August 2020

As of 2 August 2020, ten countries had 14-day incidence of reported cases greater than 20 per 100 000
population. Among these, six countries (Belgium, Czechia, Luxembourg, Malta, Romania and Spain) reported an
increase of 30% or more and two countries (Portugal and Sweden) reported a decrease of 30% or more
compared to the 14-day incidence of reported cases as of 19 July (Figure 3a). In three countries (Luxembourg,
Romania and Spain) the rate was higher than 60 per 100 000 population (Figure 2, Table 1).
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Figure 2. Incidence of reported COVID-19 cases/100 000 population in EU/EEA countries and the
UK in the last 14 days, (20 July – 2 August 2020)

Figure 3. Change in reported COVID-19 in 14-day incidence of reported COVID-19 cases/100 000
population (A) and (B) 14-day incidence of reported COVID-19 deaths/100 000 population from
19 July to 2 August 2020 among EU/EEA countries and the UK

Notification rates are highly dependent on a number of factors, one of which is the testing rate. Luxembourg has
the highest testing rate for week 30, followed by Denmark, Malta, the UK, Cyprus, Austria, Ireland and Portugal.
Countries with low testing rates and test positivity above 2% for week 30 were Croatia, Romania, Bulgaria,
Spain, Czechia, Belgium, Poland and Slovenia (Table 1).
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Table 1. COVID-19 reported 14-day case and death incidence rates, testing rates and test positivity
during week 30, 2020, EU/EEA and the UK

Country

14-day case
notification rate
(per 100 000
population)

14-day death
notification rate
(per 1 000 000
population)

Reference date

2 August 2020

2 August 2020

Week 30

Week 30

Testing rate (per
Test positivity(%)
100 000 population)

Austria

19.4

0.9

1120.1

0.8

Belgium

44.4

2.7

610.2

3.4

Bulgaria

45.7

12.3

463.2

5.2

Croatia

24.3

6.1

269.2

5.1

Cyprus

9.9

0

1221.9

0.1

Czechia

26.7

2.3

321.6

4

Denmark

10.6

0.7

1855.6

0.2

Estonia

3.8

0

190

0.5

Finland

2.3

0.2

523.1

0.2

France

19.8

1.7

683.4

1.3

Germany

10

0.7

678.8

0.7

Greece

5.6

1.1

234.9

0.7

Hungary

2.2

0.1

181.7

0.7

Iceland

15.4

0

95.5

1.5

Ireland

7.3

2

1012.6

0.2

Italy

6

1.7

534.3

0.5

Latvia

2.6

0.5

528.2

0.2

Liechtenstein

7.8

0

NA

NA

Lithuania

6.4

0

749.4

0.4

Luxembourg

209.5

4.9

10659.2

1.2

Malta

21.5

0

1453.7

0.2

Netherlands

18.2

0.7

645.2

1

Norway

3.6

0

435.4

0.3

Poland

17.4

2.7

365.9

2.1

Portugal

28.4

5.2

923.3

1.6

Romania

79.4

19.1

580.2

6.2

Slovakia

6.6

0.2

247

1.2

Slovenia

11.1

2.9

272.2

2.2

Spain

60.2

0.5

582.4

4.5

Sweden

30.7

12.1

578.1

2.9

United Kingdom

13.1

13.8

1378.2

0.5

EU/EEA and the UK
- TOTAL

21.5

4.1

710.4

1.4

At the sub-national level, there is substantial variation within and across countries, with some regions reporting no
cases in the last 14 days and others reporting an incidence of more than 120 per 100 000 population (Figure 4). For
the period analysed, Luxembourg and some regions in Bulgaria, Croatia, Spain and Romania reported incidences of
more than 120 per 100 000 population.
For the period analysed, which compared weeks 29/30 with weeks 30/31, an increasing trend in the 14-day incidence
of reported COVID-19 cases/100 000 population was seen across and within countries (Figure 5). In Cyprus and
certain regions of Austria, Belgium, Bulgaria, Croatia, Czechia, Denmark, Estonia, France, Germany, Ireland, Italy,
Lithuania, Netherlands, Norway, Poland, Portugal, Romania, United Kingdom, Slovakia, Slovenia, Spain and Sweden an
increasing trend was reported. In contrast, a decreasing trend was observed in Luxembourg and other regions of
Bulgaria, Croatia, Poland, Portugal, United Kingdom, Spain and Sweden during the same period.
All countries reporting an increased 14-day case notification rate also had increased testing rates per 100 000
population including Belgium, Czechia, Luxembourg, Malta, Romania, and Spain (Annex 1). However, the testing rate
remained low in Belgium, Czechia, Romania and Spain (Table 1, Figure 6). If Luxembourg - which reported testing
rates 5.7 times higher than the country with the next highest testing rate - is excluded, there was no correlation
between 14-day case notification rates and testing rates (Spearman’s rank correlation rho: 0.25, p-value = 0.18).
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Figure 4. 14-day COVID-19 case notification rate per 100 000 population, weeks 3031 in the EU/EEA/UK

Figure 5. Change in 14-day incidence of reported COVID-19 cases/100 000 population in EU/EEA
countries and the UK at subnational level between weeks 29/30 and weeks 30/31

Trend for day x compares 14-day rate on day x with that on day x-7.
Regions with low 14-day notification rates (<10 cases per 100 000) or which do not meet the criteria below for an
increasing/decreasing trend are classified as stable trend. Increasing/decreasing trend defined as a relative rate change of
>10% OR an absolute rate change of >10 per 100 000.
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Figure 6. 14-day COVID-19 case notification rate with testing rate/100 000 population in EU/EEA
countries and the UK, as of 2 August 2020

Age and gender
As of 2 August 2020, age and gender were reported for 736 389(95.8%) of the 768 652 cases reported in
TESSy. The largest proportion of cases overall were reported among 5059 year-olds (18.1%) and among both
males and females. Only 1.9% of cases were reported among children below 10 years of age and 3.7% among
1019 year-olds (Figure 7a). Age distributions varied by severity of infection, with a higher representation of
older people among hospitalised patients and deaths (Figure 7). The male-to-female ratio overall was 0.9,
however this varied by age-group and severity, with more males than females admitted to hospital, requiring
intensive care or respiratory support and also dying.
The age-distribution was different when comparing the periods of January – May and June – July. Between
January and May 2020, 40% of cases were aged 60 years or above and the largest proportion of cases were
reported among 50-59 year-olds (18.7%). In contrast, in June and July, persons aged 60 years or above
accounted for 17.3% of cases and the largest proportion of cases were reported among 20-29 year-olds
(19.5%). The proportion of cases diagnosed among children and youths aged below 20 years also increased
from 4.2% of cases between January and May to 12.8% in June and July. The median age decreased from 54
years in January – May to 39 years in June – July. The proportion of mild-cases overall increased between the
two periods (+11.9%), with the biggest increase among persons aged 70-79 years (+7.3%), 60-69 years
(+6.8%) and children below 10 years of age (+6.3%). Among other age-groups, the proportion of mild cases
changed by less than 5%. These changes could be related in part of the expansion of testing over time, leading
to more testing of milder cases, particularly among younger persons, as well as potentially increased
transmission among younger people once public health measures were lifted.
The age-distribution of mild (non-hospitalised) cases changed over time, with the median age decreasing from
46 years in January – May to 35 years in June - July. Hospitalised cases also tended to be younger in June and
July compared to previous months (median age: January – May: 67 years; June - July: 57 years). The median
age of cases admitted to intensive care or who required respiratory support remained stable over time (January
– May: 65 years; June - July: 64 years) although 20.4% of cases admitted to intensive care or requiring
respiratory support were below 50 years of age in June and July compared to 14.2% between January and May
(Figure 8(i)). Almost all deaths were among persons aged 60 years or over in both periods, however there was a
lower proportion of deaths among 60-79 year olds in June and July compared to January to May (January - May:
26.3%; June - July 20.0%) and a higher proportion of deaths among persons aged 80 years or over (January
May: 58.4%; JuneJuly 66.2%).
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Figure 7. Age and gender distribution of COVID-19 cases reported in TESSy at different levels of
severity as of 2 August 2020, EU/EEA and the UK

Figure 8. Age and gender distribution of COVID-19 cases reported in TESSy at different levels of
severity, January – May 2020 (i) and June – July 2020 (ii), EU/EEA and the UK
(i)

January - May 2020

(ii)

June – July 2020
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Hospitalisation and ICU occupancy
Since 2 August 2020, hospital and/or ICU occupancies resulting from COVID-19 have been increasing in Bulgaria,
Croatia, Czechia, Luxembourg, Romania and Slovenia (Figure 8). No other increases have been observed,
although data availability is incomplete and among the countries reporting an increasing trend in the 14-day
incidence of COVID-19 cases no data on hospital and/or ICU occupancies were available for Malta and Spain.
Overall, 28% of reported COVID-19 cases to date in the EU/EEA and the UK have been hospitalised, with 14% of
hospitalised patients requiring ICU and/or respiratory support, although there is considerable variation among
countries (Figure A, Annex 3).

Deaths
As of 2 August 2020, the 14-day COVID-19 death notification rate for the EU/EEA and the UK was 4.1 (country
range: 0-15.9) per 1 000 000 population. The rate has been stable for 13 days (Figure 1).
As of 2 August 2020, Bulgaria, Croatia, Portugal, Romania, Sweden and the UK had a 14-day incidence of deaths
higher than 5 per 1 000 000. Among these, three countries reported a decrease of 10% or above compared to
the incidence of reported cases for the 14 days up to 19 July (Figure 3B): Portugal (33%), Sweden (38%) and
the UK (14%).
Three countries reported increases of 10% or above compared to the incidence up to 19 July: Bulgaria (48%),
Croatia (257%) and Romania (33%) (Figure 3B).
We estimate that 24% (country range: 0.5–38.0%) of hospitalised COVID-19 cases reported in the EU/EEA and
the UK have died.
Pooled estimates of all-cause mortality reported by EuroMOMO have now returned to normal levels, following a
period of substantially increased excess mortality that coincided with the COVID-19 pandemic peaks.

Importation
Of the 760 159 cases reported in the EU/EEA and the UK to TESSy between 23 January and 2 August 2020, the
importation status was known for 565 871 cases (74.4%). Of these, 549 198 (97.1%) were infected in the
reporting country, whereas 16 673 (2.9%) were probably infected in another country.
Among the 15 countries that reported more than 80% of their cases in TESSy and provided the place of infection
for more than 80% of cases, 4.8% of cases were reported to be imported (8 101 out of 169 678 cases)2.
Imported cases were mainly reported to be infected in another EU/EEA country or the UK (6 469, 79.9%) with a
further 9.8% infected in another country on the European continent.
The proportion of imported cases among these 15 countries changed over time: in January and February, when
overall case numbers were low, 26 out of 51 reported cases were imported (51%). The proportion of imported
cases decreased in March to 15.3%, however the absolute number of imported cases was highest in March
(5 634 cases). As lockdowns and travel restrictions were introduced, the proportion (and number) of imported
cases decreased to 1.5% in April and reached a minimum of 1% in May when 241 cases out of 24 024 were
reported to be imported. The number and proportion of imported cases then increased in June and July to reach
3.6% of reported cases (616 out of 16 905 cases).
The proportion of imported cases also varies by country. Table A (Annex 3) shows the proportion of imported
cases between January and May and June and July. A larger number of countries reported that more than 20%
of cases were infected abroad during the latter period. This could be partly due to systematic testing of travellers
entering countries as travel restrictions were eased.

Testing
Testing strategies have changed over the course of the epidemic as testing capacity has improved and countries
have moved towards more widespread testing in the community, including the testing of asymptomatic
individuals in some circumstances [6]. Any increase in testing for both the general population and high-risk areas
or vulnerable groups will offer a better understanding of the trends in transmission.
There are marked differences between countries in the rates of testing for COVID-19 (Table 1). The testing rate
in week 30 ranged from up 95.5 test per 100 000 in Iceland to 10 659.2 tests per 100 000 in Luxembourg. Seven
countries had testing rates of over 1 000 tests per 100 000 during week 30 (Austria, Cyprus, Denmark, Ireland,
Luxembourg, Malta and the UK). All these countries had a test positivity below 1.0% except Luxembourg which
reported a test positivity of 1.2%. On 2 August, Luxembourg’s 14-day case notification rate was the highest ever
reported at 209.5 per 100 000.
2

None of the most populated countries in the EU/EEA (Germany, France, Italy, Spain and Poland) or the UK are included in
these 15 countries, meaning that the figures only represent the overall picture in the EU/EEA and UK population to a limited
extent.
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Test positivity ranged from 0.1% in Cyprus to 6.2% in Romania, where there has been a steady increase in the
positivity rate as well as an increase in the testing rate. The six countries with test positivity above 3% in week
30 (Belgium, Bulgaria, Croatia, Czechia, Romania and Spain) all reported marked increases in the notification
rates for cases and deaths over the past month.
Some countries in the EU/EEA and the UK have reported implementing testing strategies that include screening
asymptomatic individuals for SARS-CoV-2. Some countries are conducting random swabbing of those in
occupations which have been identified as having high-risk contact with the public (e.g. healthcare workers,
police, armed forces, etc.). Meanwhile, others are conducting comprehensive screening of individuals when an
outbreak is detected in a specific setting. Many countries have established testing of incoming travellers from
areas with high 14-day incidence rates or have enacted 14-day quarantine recommendations for incoming
travellers. As testing strategies and objectives differ over the course of the epidemic throughout the European
region, it remains important to consider whether an increase in case notification rates is due to a change in
testing methods or a true resurgence.

Vulnerable groups
Medically and socially vulnerable groups are at increased risk of severe disease and death due to the public
health measures in place to reduce the spread of COVID-19. The medically vulnerable include older adults,
people with underlying health conditions and the socially vulnerable: those with long-term physical, mental,
intellectual or sensory impairments, homeless people, people living in abusive household settings, sex workers,
and others who face challenges due to their belonging to two or more categories of social vulnerability.
Residents in long-term care facilities (LTCF) are also a vulnerable population group for COVID-19 and are
particularly at risk when transmission rates are high within the general community. Many LTCFs across the region
and globally have reported COVID-19 outbreaks, with high rates of morbidity and case fatality among residents
[7]. In some countries, a high proportion of all the deaths reported at the national level have been among
residents of such facilities. The transmission dynamics of COVID-19, combined with a previously low availability
of testing are considered to have fuelled a rapid spread within and between facilities. A further contributing
factor has been asymptomatic transmission among cases in both staff and residents [7].
People in prisons are another vulnerable group due to the many environmental factors that may increase risk of
COVID-19 transmission, such as overcrowding and unsanitary facilities, and the demographic profile of the prison
population, including the proportion of the population belonging to risk groups for developing severe disease [8].
Outbreaks in prison settings can be a serious challenge for public health as they can quickly overburden prison
and community health services and, given the high turnover in many prisons, can result in increased
transmission within, or reintroduction into, marginalised communities.
Environmental factors such as overcrowding in reception and detention centres may increase exposure to SARSCoV-2 among the migrants and refugees living there [8]. Outbreaks in reception and detention centres can
spread quickly in the absence of adequate prevention measures.

Occupational settings
Recently, multiple outbreaks have been reported in various types of occupational settings within and beyond the
EU/EEA and the UK, including slaughterhouses, meat processing plants, construction sites and mines [9-12].
Outbreaks in these occupational settings may drive ongoing transmission, depending on the number of
employees and their interactions within the community.
Robust data on the true extent of COVID-19 among occupational settings are limited and it is probable that the true
extent of clusters is under-identified in many occupational settings. However, many clusters have been identified
among occupational groups working in health and social care sectors, particularly in LTCFs and hospitals, where
frequent testing has been conducted. Large numbers of occupational transmissions have been reported from the
food packaging and processing sectors, in factories and manufacturing, and in office settings [13].
Data suggest that the most common exposure relates to lack of physical distancing, particularly in indoor
settings, including in shared accommodation, canteens, rest rooms or transport [13]. Factors associated with
transmission also included face-to-face contact with clients in sectors such as transport and retail, lack of access
to handwashing facilities, housing conditions, and lack of appropriate communication of the recommended public
health measures.

Outdoor vs. indoor settings
As the more stringent physical distancing measures have been relaxed over time, public health authorities have
encouraged people to spend more time outdoors, given knowledge that indoor settings pose a higher risk of
transmission than outdoor settings. In Spain, this has led to multiple activities being allowed outdoors, with
terraces in bars and restaurants opening earlier on, before the reopening of cinemas or other indoor activities.
Following the relaxation of measures, many clusters associated with outdoor activities have been reported from
Catalonia and most regions in Spain, particularly clusters involving young people participating in late-night leisure
activities. There have been some suggestions that projecting the voice to be heard over loud music or just
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because the outdoor noise, often associated with alcohol intake and relaxation of physical distancing, may be
associated with increased transmission [10,15].
The seasonality of COVID-19 and the potential effect of increasing temperatures and humidity leading to a
decrease in the transmission of SARS-CoV-2 has been widely discussed [14,15]. However, the current situation of
the pandemic in many countries in the northern hemisphere suggests that these statements may need to be
reviewed.

Non-pharmaceutical interventions in EU/EEA countries and the UK
Most EU/EEA countries and the UK have multiple response measures in place, ranging from advice regarding
hand and respiratory hygiene to limiting the size of non-essential groups to <50 people, stay-at-home
recommendations for risk groups, closures of public spaces, and the mandatory and voluntary use of masks in
the community. A selection of non-pharmaceutical interventions in place on 1 June 2020 and 1 July 2020 are
displayed below in Figure 9 and by country in Annex 2 to provide an overview of changes over time preceding
the recent increase in cases. It is possible that measures in place in some countries have changed since the data
shown for 1 July 2020 was made available.
Between 1 June and 1 July, 15/31 countries reduced the number of measures in place, while 2/31 countries
introduced additional measures to help control the spread of COVID-19 (Figure 9). Countries generally removed
the limits on <50 people (9), opened more public spaces (8), and removed measures related to general stay-athome recommendations (6). Two countries (Ireland and Italy) reopened public spaces with community maskwearing in place. It should be noted that the use of masks in the community should always be accompanied by
other public health measures and recommendations related to physical distancing to avoid crowding. Czechia and
Slovakia currently have mandatory mask measures in the community with the recommendation that people
remain two metres apart, but without the other physical distancing measures of stay-at-home orders,
cancellation of mass gatherings <50 people, teleworking and closure of public spaces.
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Figure 9. Summary table of response measures in place in EU/EEA/UK countries, as of 1 June 2020
and 1 July 2020

*The data on non-pharmaceutical interventions in Figure 9 are based on information available from official public sources of
Member States as of Tuesday 28 July at 18:00 and may not capture measures being taken by countries that are not reported on
publicly available websites. The response measures displayed are national measures, reported on official public websites. This data
has several limitations. For example, there is substantial heterogeneity in physical distancing policies and their implementation
between countries. The exact dates of introduction were often available from official sources but delays in their implementation
may have occurred. Additionally, availability of public data from official government sources varies among countries.

Contact tracing
Contact tracing continues to be a key public health activity for the containment of COVID-19 clusters and outbreaks.
Contact tracing is ongoing across the countries of the EU/EEA and the UK, although implementation has varied over
time, and between regions within countries. Contact tracing mobile applications (apps) can complement, but not
replace conventional contact tracing. These apps allow for proximity tracing and notification of contacts exposed to
a case, provided both parties have downloaded the app. Around half of all EU/EEA countries and the UK are known
to have already launched such apps, with another 8-10 countries planning to do so in the near future [16-20],
although the extent of their use and effectiveness remains unknown.
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2. Disease background
For more information and latest evidence on coronaviruses, epidemiology, transmission, clinical characteristics,
diagnostic testing and screening, immune response, immunity, vaccine and treatment and transmission in
different settings, please visit the page on COVID-19 disease background on ECDC’s website:
https://www.ecdc.europa.eu/en/2019-ncov-background-disease (last updated on 30 June 2020).
Detailed epidemiological information on laboratory-confirmed cases reported to The European Surveillance
System (TESSy) is published in ECDC’s weekly COVID-19 surveillance report: https://covid19-surveillancereport.ecdc.europa.eu/
This update of the risk assessment only provides an overview of the latest information on individual and
population immunity.

3. ECDC risk assessment
This assessment is based on information available to ECDC at the time of publication and, unless otherwise
stated, the assessment of risk refers to the risk that existed at the time of writing. The overall risk is determined
by a combination of the probability of an event occurring and its consequences (impact) for individuals or the
population [22].

Risk assessment questions


What is the risk of further escalation of COVID-19 in the countries that have reported a recent increase in
COVID-19 cases?
What is the risk of further escalation of COVID-19 across all EU/EEA countries and the UK?



What is the risk of further escalation of COVID-19 in the countries that
have reported a recent increase in COVID-19 cases?
In EU/EEA countries and the UK where a recent increase in cases has been reported:






The risk of further escalation of COVID-19 is high in countries that have also had an increase in
hospitalisations, providing a strong indication that there is a genuine increase in transmission occurring.
For these countries, the overall risk of escalation is very high if they do not implement or reinforce
multiple measures, including physical distancing measures and contact tracing, and have sufficient
testing capacity.
The risk of further escalation of COVID-19 is high for the countries reporting no increase in
hospitalisations but having seen an increase in test positivity (if testing capacity is sufficient and
intensity has remained stable), suggesting increasing levels of transmission. For these countries, the
overall risk of escalation is very high if they do not implement or reinforce multiple measures,
including physical distancing measures and contact tracing.
The risk of further escalation of COVID-19 is moderate-to-high for those countries reporting no
increase in hospitalisations or test positivity (if testing capacity is sufficient and intensity has remained
stable). The countries that have multiple physical distancing measures in place should conduct local risk
assessments to better understand the groups or settings driving the increase in cases and to determine
which measures should be in place or strengthened.

This assessment was based on the information below.
Following the increase in COVID-19 cases that was observed across EU/EEA countries and the UK starting in
March 2020, all countries implemented a range of response measures, which led to a reduction in incidence.
Although evidence is still emerging and there is a great deal of uncertainty as to the combinations and intensity
of measures having had an impact on transmission, the measures applied did result in an overall reduction in
cases.
All countries have scaled up testing capacity and many have conducted sero-epidemiological studies with data
indicating that community transmission is ongoing across countries and that, while immunity is slowly increasing in
some areas, overall it remains low, so there is still a large susceptible population in the EU/EEA and the UK [4].
Following the decline in incidence between mid-April and June, in some countries there has been a phasing out
of some of the response measures, particularly the stricter distancing measures (e.g. ‘lock-downs’ and border
closures), with an increase in population mobility as regular activities have resumed.
On 2 July 2020, ECDC published a rapid risk assessment on the resurgence of reported cases of COVID-19 and
provided options for response regarding tailored control and prevention measures, as well as long-term
sustainable implementation of essential non-pharmaceutical interventions in the candidate countries of southeastern Europe [23].
13

RAPID RISK ASSESSMENT

Coronavirus disease 2019 (COVID-19) in the EU/EEA and the UK – eleventh update, 10 August 2020

In recent weeks, there has been a rise in the overall EU incidence rate of reported cases, with increasing trends
observed in 26 countries. Of these countries, 12 reported increases of over 10%, with the rates in two of these
countries (Poland and Romania) exceeding their previous peaks. Increasing trends in cases have also been
observed in many EU/EEA countries and the UK at the sub-national level.
Many clusters of infection have been identified in the community associated with specific settings (e.g. LTCFs,
prisons), occupations (e.g. miners, workers in meat processing plants) and events where there is increased risk
of transmission due to certain factors and environmental conditions (e.g. increased face-to-face contact,
crowding and lack of ventilation). Infections in these settings have in some situations been important drivers of
transmission in the community.
Notification rates are highly dependent upon a number of factors including the testing rate. The increase in
notifications reported by Luxembourg is partly explained by the large increase in testing resulting from the
implementation of a widespread testing strategy that includes the screening of asymptomatic individuals for
SARS-CoV-2. In Bulgaria, Czechia, Luxembourg, and Romania, which have all reported a recent rise in cases,
there have been increasing trends in hospitalisation, strongly suggesting that the increase in notifications is not
just related to an increase in testing.
Evidence of localised or national increases in transmission indicates that the extent to which measures have been
reduced in number or intensity is no longer limiting the effective reproduction number of COVID-19 infections to
below 1.0, either within specific localities or more generally (depending on the extent of the observed increases).
Therefore countries that are reporting increasing cases and hospitalisations are at very high risk of further
escalation of COVID-19 without the reintroduction or reinforcement of effective physical distancing measures.
The death notification rate for COVID-19 across the EU has been stable for the past 13 days, although three
countries have reported increases. Mortality data provide information on the impact of COVID-19 that is
important to monitor, however the data are subject to coding issues and reporting delays and therefore do not
provide such timely information on the progression of the pandemic as new case notification rates and
hospitalisation data.
If sufficient control measures are not maintained and/or adhered to, further increases in the incidence of COVID19 cases and associated hospitalisations and deaths will occur. Countries that have relaxed measures and are
now observing indicators of increasing transmission should consider re-instating measures that were lifted using
a phased, step-wise approach. A local approach to the assessment of risk is important, taking into consideration
the epidemiological situation, local services and information on the impact of previous measures implemented.

What is the risk of further escalation of COVID-19 across all EU/EEA
countries and the UK?



The risk of further escalation of COVID-19 is moderate for countries that continue to implement and
enforce multiple measures, including physical distancing, and have sufficient contact tracing and testing
capacity.
The risk of further escalation of COVID-19 is very high for countries that do not implement or enforce
multiple measures, including physical distancing, and have insufficient contact tracing and testing
capacity.

This assessment is based on the following considerations.
Given that there are now dedicated COVID-19 surveillance systems, extensive public health measures in place,
and ongoing testing and contact tracing of the population, any resurgence in cases should be rapidly detected
and extreme situations, such as the sudden increase faced by the EU/EEA countries and the UK in March and
April this year, can be avoided. The levels of preparedness and awareness within the Member States are
markedly different now to the situation at the beginning of the pandemic.
Most countries (26/31) are now reporting an increase in their 14-day case notifications, and while the increasing
trends in some countries may be related to changes in testing capacity, the data on hospitalisations and test
positivity suggest that in many countries the increase in notifications reflects a genuine increase in the circulation
of the virus.
The extent to which the easing of travel restrictions, within and between countries, might have an impact on
disease transmission across the region will depend on a number of factors, but mainly on the capacity of
countries to detect (test) and trace the contacts of cases, irrespective of whether these are cases of infection
acquired within the country or outside. The proportion of cases that are reported to have been imported from
one country to another is low. However, the mobility of people within a country and, to a lesser extent, across
borders remains a risk for transmission in the absence of low incidence in all areas, given that there is still
widespread susceptibility to infection and variable application of control measures.
The implementation of control measures varies across EU/EEA countries and the UK. While evidence of the
effectiveness of each measure remains unknown, there is an understanding that multiple measures need to be in
place to control transmission. Around a third (10/31) of countries have only three or fewer control measures in
place (including the closure of public spaces, limits on sizes of non-essential groups, and the wearing of face
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masks in the community). Some countries currently have very few measures (none or one) in place to prevent
ongoing transmission. Between 1 June and 1 July 2020, 13/31 countries removed or relaxed measures related to
physical distancing; three countries increased the number of measures in place; and 15 countries maintained the
same number of measures. Since 1 July, countries have made changes to the measures implemented, with five
countries changing their recommendations concerning masks.
Further increases in cases are likely if robust testing and contact tracing systems are not in place or are unable
to cope with an increase in incidence, and if physical distancing and other non-pharmaceutical interventions are
not well implemented and tailored to the local situation. Countries that see an increase in the percentage of
positive tests and have relaxed or removed various control measures will be at higher risk of resurgence than
countries that have maintained measures or strengthened them. As countries implement multiple response
measures and the public’s adherence to these measures varies, it also remains difficult to quantify the risk posed
to each country.
Sixteen countries recommend stay-at-home measures for people in risk groups, which should reduce the impact
of severe disease for those vulnerable populations. However, outbreaks among vulnerable groups, in particular
among the elderly in LTCFs, have been widely reported, with high levels of associated morbidity and mortality,
and a strong and tailored public health approach is required to limit transmission.

4. Options for response
The response strategy needs to be based on preparedness planning and guided by risk assessments, taking into
consideration the national context (epidemiological situation, resources, socio-political situation). In general,
national response is based on testing and contact tracing followed by isolation of identified cases and contacts,
treatment of cases and public health measures to prevent or decrease rates of transmission in the community.

4.1 Strategic planning for different scenarios
Evolution of the epidemiological situation necessitates a local risk assessment and adaptive changes in the
response measures. The fifth rapid risk assessment, produced by ECDC on 2 March 2020, outlines specific
measures that should be considered for the different epidemiological scenarios [24].
Several countries appear to be now progressing from limited local community transmission towards sustained
community transmission (localised outbreaks which start to merge and become indistinct; leading to sustained
transmission in the country; culminating in increasing pressure on healthcare systems) which necessitates a
stronger approach, focused on both containment and mitigation measures. In this scenario options for response
outlined in the risk assessment include promotion of various control measures, including specific physical
distancing measures such as the cancellation of mass gatherings and measures in the work place, as well as
preparing healthcare services to meet potential increased demands for the treatment of COVID-19 cases.

4.2 Monitoring and evaluation
Monitoring is important for providing strategic local information to authorities and policy-makers to enable
effective decision-making. All countries should have a strong monitoring and evaluation framework in place to
closely monitor both the epidemiological situation and the impact of the public health interventions in place.
ECDC has developed a monitoring and evaluation framework covering COVID-19 preparedness, prevention and
control activities [25]. The framework, which is harmonised with WHO’s COVID-19 Strategic Preparedness and
Response monitoring and evaluation framework [26], presents key indicators and provides guidance on how to
collect and analyse data for these indicators. The main areas for monitoring proposed in the ECDC framework
include surveillance, laboratory activities and testing capability, case management, maintenance of essential
health services, infection prevention and control, vaccine monitoring and risk communication. The framework will
need to be adapted to local circumstances in order to rapidly detect increased transmission, assess the impact of
interventions in place, and guide risk communication messages to the public.

4.3 Testing strategy
Widespread testing, prompt isolation of cases and timely and effective contact tracing and quarantine of
identified contacts are currently the main pillars of the public health response to control COVID-19. Therefore,
ECDC recommends that testing efforts be maximised, with the aim of offering timely testing to all symptomatic
cases, including mild cases [4,27].
Large-scale testing accompanied by isolation of cases and comprehensive contact tracing is the key to controlling
transmission within a population and is the foundation for effective surveillance and public health response to
COVID-19. Testing results inform decisions to implement or reduce public health measures. Widespread testing is
crucial in order to identify localised resurgence early, which may help prevent the need to implement blanket
mitigation measures for an entire population.
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The points below are key priorities to consider in order to optimise testing strategies:


Ensure all people with symptoms, even very mild symptoms are tested.



Ensure testing is easily accessible for everyone, including populations such as migrants, seasonal workers
and travellers.



Promote testing and ensure that people with symptoms are tested as soon as possible after symptom
onset.



Ensure sufficient laboratory capacity exists to be able to deliver results in a timely manner, ideally within 24
hours of sample collection.



Ensure robust follow-up systems for case management, rapid contact tracing and quarantining.

Further options to consider as part of an effective testing strategy include testing of asymptomatic persons such as:


Those who have had a high-risk exposure to a confirmed case (close contacts) [28] .



Those working with vulnerable populations.



Those in high-risk settings such as prisons and long-term care facilities [7].



In the context of clusters or outbreaks.



In the context of screening populations at higher risk of infection, such as travellers returning from hightransmission settings [29] or persons working in occupations with high risk of exposure.

However, the practicalities of widespread testing may not be feasible combined with the fact that, in low
prevalence settings, this could lead to higher rates of false positives, and may not be cost effective. Testing of
asymptomatic people could be considered if resources allow, but such testing should not compromise
accessibility or timeliness of testing for symptomatic people and should be regularly evaluated to provide
evidence on the effectiveness of such strategies.
Testing strategies for symptomatic COVID-19 cases, high-risk populations and point prevalence studies are
described in ECDC’s risk assessment ‘Coronavirus disease 2019 (COVID-19) in the EU/EEA and the UK – tenth
update’ [4] Testing strategies are also provided for long-term care facilities [7], prisons [7], and migrant and
refugee reception and detention centres [8].

4.4 Contact tracing
The aim of contact tracing is to promptly identify and manage contacts of COVID-19 cases in order to reduce the
risk of them contributing to further onward transmission before they have been identified and quarantined
[30,31]. Rigorous contact tracing, when accompanied by extensive testing, is an effective strategy for the control
of COVID-19. When implemented in combination with other measures, contact tracing can help reduce
transmission even if not all contacts of a case can be identified and traced [32]. A recent modelling study has
estimated that with 80% coverage, the immediate testing at symptom onset and quarantine of contacts within
24 hours can reduce the reproduction number by 26% (1435%) [33]. Case finding through contact tracing
provides a targeted approach to identifying cases, with studies suggesting that testing of asymptomatic contacts
may be helpful in increasing the impact of contact tracing in terms of reducing onward transmission [34].
Speed is important if contact tracing is to contribute to reducing transmission, and efforts should be made to
reduce the time needed for each step in the process [34]. Firstly, people with symptoms compatible with COVID19 should be tested as soon as possible. This includes emphasising to the public the need to test as soon as
symptoms develop and ensuring that testing is easily accessible, including for visitors from other countries. Test
turnaround time should be minimised, and public health authorities notified promptly after a positive result so
that contact tracing can be initiated.
To improve timeliness, public health authorities may also consider initiating the contact tracing process for
possible and probable cases [36] while awaiting the test result. If the test result is later found to be negative,
contact persons should be informed accordingly. Public health authorities can also consider ‘retrospective contact
tracing’ or ‘source finding’ where cases are interviewed about their activities and contacts during the period from
two to 14 days before symptom onset to identify where they became infected and from whom. This would allow
authorities to trace the ‘source’ and contacts arising from any subsequent cases originating from the same
source. This approach has been used in New Zealand and Japan and is being trialled in the UK [36-38].
Modelling studies suggest that adding an element of retrospective contact tracing to regular contact tracing helps
reduce the effective reproduction number [40].
Data from contact tracing can provide 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. Seven key indicators related to contact tracing have been identified by
ECDC as important for monitoring and countries should be encouraged to collect and analyse data relating to
these indicators [25].
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Contact tracing can be labour intensive if there are many cases and it is conducted manually [41]. ECDC has
published guidance on ways to scale up contact tracing which include the use of novel technology-based
approaches to assist in the identification and management of contacts (e.g. specific contact management
software such as Go.Data, web-based tools and mobile phone applications (apps) for proximity detection and
automatic notification) [32].
Mobile apps can speed up the contact tracing process and also help identify more contacts as they do not rely on
the memory of the case. However, conventional contact tracing should be carried out in parallel to the use of
apps since their effectiveness is associated with coverage, which may be low in some key populations (e.g. older
people) [42]. Public health authorities should be closely involved in the ongoing evaluation and calibration of
mobile apps as empirical data on their effectiveness is lacking [42]. ECDC has published guidance for public
health authorities on the development and use of such apps to ensure that the main epidemiological and
operational considerations are taken into account [43]. Issues around data protection and privacy are covered in
guidance from the European Commission and eHealth Network [44,45].

4.5 Non-pharmaceutical interventions
The main method of transmission for SARS-CoV-2 is likely to be via large droplets (>5µm in diameter), with
transmission also possible through aerosols (i.e. small droplets and droplet nuclei ≤5µm in diameter, also
referred to as short-range airborne transmission), direct contact and fomites (i.e. contaminated surfaces and
objects) [46]. However, the relative contribution of the different transmission routes to SARS-CoV-2 infection and
the spread of the COVID-19 pandemic has not yet been determined. Current evidence suggests the highest rates
of transmission are from infected individuals expelling significant amounts of large and small respiratory droplets
(coughing, singing, or speaking loudly) in indoor settings. Infection rates drop as distance from the source
increases, with a shorter duration of contact, and with higher levels of fresh-air ventilation. Super spreading
events have been reported on a number of occasions, usually involving multiple persons having prolonged
contact in closed spaces, and these may be important drivers of transmission in the pandemic [46,47].
In June 2020, ECDC provided a non-exhaustive list of non-pharmaceutical interventions in the tenth update of its
risk assessment on COVID-19 in the EU/EEA countries and the UK. The list indicated those interventions which
should be maintained irrespective of transmission rates and those to be considered in the event of increased
incidence [4]. Several countries in the EU/EEA and the UK are seeing a resurgence of COVID-19 cases one to
three months after the gradual lifting of stricter measures implemented during MarchApril 2020. Different public
health measures are currently being considered or reinstated, while trying to avoid stricter measures such as a
nationwide ‘stay-at-home’ orders (see Figure 9).
At the same time, response fatigue and the economic consequences of the response to the spring COVID-19
wave are compromising widespread adherence to the mainstay recommendations, such as physical distancing,
and increasing the risk that the public will be less accepting of measures put in place for a prolonged period of
time [49]. Non-adherence to physical distancing recommendations during parties (family functions or others) and
overcrowding in public places, nightclubs or other recreational settings have been seen as the main drivers of the
resurgence of cases in several EU/EEA countries [49-53].

4.5.1 General measures
General measures are presented in two categories: minimum baseline measures that should be considered
irrespective of transmission rates, and additional measures that may need to be considered at local (subnational)
level or even at national level if the reproduction number remains higher than one.

Baseline measures
Hygiene measures
As mentioned above, the main route of transmission of SARS-CoV-2 is likely to be via large droplets and direct
contact, which has been discussed since the early days when the virus first emerged. Therefore, meticulous hand
and respiratory hygiene - focussing on the protection of the mouth and nose with the elbow when coughing and
sneezing, and avoiding touching the face, nose, eyes and mouth - has been continuously advocated and should
remain the focus of risk communication to the public. The contribution of the fomite route has not yet been
clarified, although a recent cluster has been attributed to contact transmission [55].
Physical distancing and limiting gatherings
Recent evidence confirmed the importance of physical distancing for the prevention of person-to-person
transmission of SARS-CoV-2. In a systematic review and meta-analysis, physical distancing of one metre or more
was associated with an approximately five-fold reduction of the transmission risk, with twice the increased
protective effect for every extra metre of distance added [55]. Physical distancing can be achieved through a
recommendation or obligation to maintain a minimum of one and ideally two metres distance between individuals
in public places, reinforced by measures such as discouraging or prohibiting small, medium-sized and mass
gatherings [57], and implementing a wider policy of teleworking. Physical distancing can be facilitated in public
spaces by limiting available seating and by using floor markings, as well as implementing physical barriers for
employees serving people (e.g. cashiers, ticketing staff, etc.).
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A recent analysis of eight non-pharmaceutical interventions implemented in 41 countries found the highest
reduction of the effective reproduction number R1 when gatherings were limited to 10 people or less (36%;
1653%), compared to 100 people or less (21%; 139%) and to 1 000 people or less (2%; -2022%) [58].
One approach that could decrease the intensity of physical distancing and limit the mental effects of this
measure, is by creating ‘social bubbles’ [58,59]. Consistently meeting with the same people, whether friends or
co-workers, can allow for a greater degree of contact between people, while still minimising the risk of SARSCoV-2 transmission and associated outbreaks.
Using face masks in the community
There is increasing evidence showing the effect of face masks for the prevention of SARS-CoV-2 transmission. In
a recent systematic review, Chu et al. determined that on average there was more than a five-fold reduction of
the transmission risk, from 17.4% with no face mask to 3.1% with a face mask (e.g. N95, surgical, or 12-16
layer cotton mask) [55]. In healthcare settings, stronger positive associations have been found with the use of
FFP2 respirators than with the use of medical masks or similar. In addition, several other studies on the use of
either medical or non-medical face masks in the community have provided evidence on the efficacy of this
measure at individual [60-62] and population level [63,64]. The evidence shows that wearing masks is not only
effective in reducing the spread of the virus through respiratory secretions (source control), but also in protecting
the individuals that wear them correctly from contracting COVID-19.
Based on the available evidence, implementing the use of face masks in the community when physical distancing
cannot be guaranteed should be strongly considered, both indoors (e.g. supermarkets, shops and public
transport) and in overcrowded outdoor situations, in areas with increased incidence of COVID-19.
The key to the effectiveness of using face masks in the community is good compliance [65], and proper and
rational recommendations (unnecessary in non-crowded, well-ventilated open spaces), which can be improved by
means of appropriate risk communication methods. Concerns that mandatory face mask usage would generate a
false sense of security that could decrease adherence to other types of protective behaviour, such as physical
distancing, have been shown to be unfounded in several studies [67,68]. The decision to issue a strong national
recommendation or make the use of face masks mandatory in community settings should take into account the
local context, the availability of face masks for the public (which should not compromise the availability of face
masks for health and social care workers), the socio-political situation and resources available to monitor the
implementation of any mandatory measure.
Nevertheless, the use of masks in the community should not be considered as the main single cover-all measure,
but should be combined with other essential measures, particularly respiratory etiquette. Recently Hong Kong,
which has a long-standing mask-wearing culture, faced a second wave of COVID-19 infection attributed to
increased contact between persons, importations and limited capacity to isolate confirmed cases [69].
Teleworking recommendation
Recommendations for employees to telework limit the number of adults circulating in the general community,
reduce congestion on public transport and reduce contacts in the workplace. In a recent assessment of the
response to the first wave of COVID-19 cases in Hong Kong, community surveys found that for government and
private employees teleworking was one of the most consequential physical distancing measures, with up to 35%
of those employed in the country having modified their working hours to work from home [70].
Isolation and quarantine
Isolation is recommended for all confirmed, probable and possible COVID-19 cases. From an infection prevention
point of view, hospitalisation and isolation in airborne infection isolation rooms or single rooms should be
considered for all confirmed cases [71]. However, patients with mild and moderate illness may not require
hospitalisation and could be monitored in a community facility or at home. This decision should be made on a
case-by-case basis depending on the clinical presentation, requirement for supportive care, potential risk factors
for severe disease, and conditions at home, including the presence of vulnerable persons in the household and
the capacity to take measures to limit household transmission. Individuals with symptoms compatible with
COVID-19 should be relieved of their work duties and managed in accordance with the national guidance for
diagnostic testing and isolation.
Protection of vulnerable populations
For the protection of people in the community at increased risk of developing severe disease as a result of
infection with SARS-CoV-2, such as the elderly or those with underlying health conditions, special measures
should be considered in areas with ongoing local community transmission. These measures must include physical
distancing, strict hand and respiratory hygiene and the use of personal protective equipment (PPE) by caregivers
in contact with vulnerable individuals. Specifically tailored advice concerning physical distancing (‘shielding’)
should also be considered, especially during periods of intense local transmission. Influenza vaccination of the
vulnerable individual and their household is also advisable.
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Additional measures
Travel restrictions
Border closures were implemented extensively in response to the COVID-19 pandemic in the EU/EEA and the UK,
as well as worldwide, with the aim of reducing long-distance transmission and importation. However, available
evidence does not support border closures, which cause significant secondary effects and societal and economic
disruption. Border closures result in substantial challenges for logistics, trade and the movement of people,
particularly during a crisis period. It is important that decision makers understand that SARS-CoV-2, as a humanto-human transmitted respiratory virus with global distribution, cannot be controlled by means of border closures
and that measures to effectively contact-trace travellers crossing borders are needed and these should be
reinforced during the coming period [29,72].
Limiting population movement
In addition to teleworking, limiting the numbers of contacts per person (‘social bubbles’), avoiding mass
gatherings (see above) and limiting population movement can also be achieved by paying particular attention to
the regulations for high-risk areas (e.g. bars, nightclubs, gyms), most non-essential businesses, closure of
schools and ‘stay-at-home’ orders, which may be total or partial (e.g. curfew). A recent analysis of the effect of
eight non-pharmaceutical interventions in 41 countries between January and May 2020 found that closing (some)
high-risk businesses reduced the reproduction number by 31% (1346%), with only a slightly higher effect of
40% (2255%) reduction for most non-essential businesses and 18% (431%) for stay-at-home orders [58].

4.5.2 Targeted measures
In countries seeing a resurgence in cases, it is important to prevent outbreaks in specific settings and re-evaluate
infection prevention and control measures, as well as enhanced surveillance to monitor potential resurgences.
The prompt and rigorous application of non-pharmaceutical interventions, including physical distancing
measures, strict hand and respiratory hygiene, the appropriate use of face masks and cleaning, can assist
significantly in mitigating the risk of SARS-CoV-2 transmission. Cases in these settings must be promptly
identified and managed and a comprehensive testing and contact tracing strategy is essential.

Healthcare facilities

Healthcare workers and long-term care facility administrators should continue implementing the measures for
COVID-19 preparedness and infection prevention and control described in ECDC’s report ‘Infection prevention and
control for COVID-19 in healthcare settings – third update’ [73], as incorporated in the national guidance. All
healthcare workers should be trained properly in infection prevention control (IPC) protocols to prevent nosocomial
transmission and should be provided with adequate personal protective equipment. Universal masking for all routine
clinical care activities (also for non-COVID patients and residents) should be strongly considered for as long as there
is community transmission of COVID-19. In addition, ways in which ICU and hospital treatment capacity can be
increased should be clarified to accommodate a potential resurgence in cases, incorporating lessons from the
response to the spring wave of COVID-19.

Prisons

Challenges to the successful control of COVID-19 in prisons include unavoidable close human-to-human contact,
poor ventilation, sub-optimal healthcare services, multi-morbidities of inmates and the often high turnover of
people coming in and out of prison from the community, including prison staff [7]. In addition to standard
measures, cleaning and disinfection is particularly important due to the closed environment, possible
overcrowding and the centralised provision of services within prison settings, which promote clustering. Prison
administrations and authorities should consider strategies to avoid overcrowding, the restriction of visitors and
the ‘cocooning’ of people at high risk of severe COVID-19. In addition, where possible prison administrators
should review and improve ventilation of prison facilities and ensure that staff have access to adequate PPE and
can stay at home, if they are symptomatic [7]. It should also be ensured there is a robust system in place for the
surveillance and monitoring of COVID-19 in people in prison (including staff members), which should be
developed in consultation with local public health authorities.

Other occupational settings

In relation to the prevention of COVID-19 in occupational settings, a particular focus on testing is important in
combination with robust and enforced polices for physical distancing, hygiene and cleaning, appropriate use of
PPE and hand hygiene, particularly in closed settings and in situations involving extended contact, shared
transportation and accommodation [13]. Robust surveillance and contact tracing is essential and specific
guidance is provided by the European Agency for Safety and Health at Work (EU-OSHA) on some aspects of
COVID-19 prevention in occupational settings [74]. There is also a need for strong collaboration between public
health and occupational health and safety authorities at the local and national level. Strong inter-sectoral
collaboration and the implementation of recommended public health measures will help to prevent resurgence of
COVID-19 in the workplace and in the wider community, and attention should be given to cooperation between
national and international authorities if clusters involve seasonal workers or workers from other countries.
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4.6 Risk communication
As the COVID-19 pandemic continues, it is natural for people to become fatigued and reduce compliance with
public health measures. While all risk communication efforts should be tailored to changes in the local situation,
continuous messaging is needed to remind everyone that the SARS-CoV-2 virus will remain in circulation within
the community. People need to be reminded of the everyday measures they can take to reduce potential
exposure such as cough and respiratory etiquette, physical distancing, hand hygiene, and staying home when ill.
They need compelling reminders to encourage them to continue to adhere to measures and these should be
presented by public figures of influence and trust. They also need to be made aware of any changes in the local
situation and the measures that should be adhered to. Messaging regarding a resurgence of cases may include
recommendations on encouraging teleworking, restricting travel, reducing the size of non-essential groups, and
other social distancing measures that may need to be reinstated and strengthened.
The public needs to understand what actions or settings are driving the resurgence and what behaviour is
resulting in an increase in cases. They also need to be aware of the burden on the healthcare system as this
knowledge influences adherence and compliance to more restrictive measures. Despite the scientific progress
achieved to date in understanding SARS-CoV-2 and COVID-19, there are still a number of uncertainties in
relation to the science and the future progression of the COVID-19 pandemic and these uncertainties need to be
openly acknowledged.
If there is a resurgence in cases, it remains imperative that vulnerable groups are protected and adequately supported
and the general public are made aware of the importance and rational of measures to protect these groups.
Authorities may need to adapt or re-introduce effective response measures at the subnational level as the level
of transmission is likely to vary between different areas within the same country. In addition to intensive testing
and contact tracing, non-pharmaceutical interventions to limit population mobility and reduce exposure may need
to be considered to control rapid upsurges in transmission, and any differences in measures applied between
areas need to be clearly explained. Risk communication messaging must be realistic and acknowledge the
sacrifices and lifestyle changes the public has already made to reduce the spread, with sustainable and long-term
implementation in mind.

5. Limitations
This assessment is undertaken based on information known to ECDC at the time of publication and has several
key limitations.


Information on testing strategies for some EU countries was not available at the time of this assessment
being published.



It is also important to consider the lag time between infection, symptoms, diagnosis, disease notification,
death, and death notification that may be subject to biases, including changes in testing and reporting over
time. The effects and impact of lifting or imposing response measures may take weeks to be reflected in
the population’s rates of disease.



Assessing the impact of response measures is complex as many countries have lifted or relaxed multiple
measures simultaneously. Changes in individual behaviour, compliance with measures, and cultural,
societal, and economic factors all play a role in the dynamics of disease transmission.



The data on non-pharmaceutical interventions are based on information available from official public
sources and may not capture measures being taken by countries that are not reported on publicly available
websites. These data have several limitations. There is substantial heterogeneity in physical distancing
policies and their implementation between countries. The exact dates of introduction were often available
from official sources but delays in their implementation may have occurred. Additionally, availability of
public data from official government sources varies among countries. For some countries, data are no
longer available on official websites concerning measures that are no longer in force, which may result in
the data for more recent measures being more complete.



The 14-day notification rate of reported cases and deaths is dependent on data collected by ECDC’s
epidemic intelligence team. ECDC does not recommend using notification rates to directly compare
countries. Caution is recommended whenever interpreting country data with small populations as small
changes in reported cases can have a significant impact on the notification rates. It is important to
understand any changes in testing within each country in order to be able to interpret the notification data.

6. Source and date of request
European Commission, 30 July 2020.
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7. Consulted experts
ECDC experts (in alphabetical order): Leonidas Alexakis, Agoritsa Baka, Julien Beaute, Jordi Borrell Pique, Sergio
Brusin, Nick Bundle, Stefania De Angelis, Tarik Derrough, Erika Duffell, Lisa Ferland, Lea Franconeri, Tjede Funk,
Hector Honrubia, Josep Jansa, Irina Jovel Quinonez Dalmau, Tommi Kärki, Csaba Ködmön, Favelle Lamb, Lina
Nerlander, Taina Niskanen, Anastasia Pharris, Gianfranco Spiteri, Carl Suetens, Ivo Van Walle, Ariana Wijermans.

Disclaimer
ECDC issues this risk assessment document based on an internal decision and in accordance with Article 10 of
Decision No 1082/13/EC and Article 7(1) of Regulation (EC) No 851/2004 establishing a European centre for
disease prevention and control (ECDC). In the framework of ECDC’s mandate, the specific purpose of an ECDC
risk assessment is to present different options on a certain matter. The responsibility on the choice of which
option to pursue and which actions to take, including the adoption of mandatory rules or guidelines, lies
exclusively with the EU/EEA Member States. In its activities, ECDC strives to ensure its independence, high
scientific quality, transparency and efficiency.
This report was written with the coordination and assistance of an Internal Response Team at the European
Centre for Disease Prevention and Control. All data published in this risk assessment are correct to the best of
our knowledge at the time of publication. Maps and figures published do not represent a statement on the part
of ECDC or its partners on the legal or border status of the countries and territories shown.
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Annex 1. 14-day incidence of reported cases
and deaths, testing rates and test positivity,
EU/EEA, UK
The overview of the notifications rates, testing and non-pharmaceutical interventions by country in the EU/EEA
and the UK is published in the ECDC’s weekly COVID-19 country overviews report: https://covid19-countryoverviews.ecdc.europa.eu/#europe
Figure A. Evolution of trends in notification rates, testing rates and test positivity
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Annex 2. Response measures in EU/EEA countries
and the UK, as of 28 July 2020
Figure B. Daily incidence of reported COVID-19 cases per 100 000 population, daily reported deaths
per 1 000 000 population, both with 7-day moving average, and the public health response
measures at national level reported from public sources over time
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*The data on non-pharmaceutical interventions in Annex 2 are based on information from official public sources as of Tuesday 28 July (18:00) and may not
capture measures being taken by countries that are not reported on public websites. The situation is evolving rapidly and this represents a snapshot of measures
active in the EU/EEA and the UK on 1 June and 1 July 2020. The response measures displayed are national measures, reported on official public websites.
Non-pharmaceutical interventions displayed include: ‘stay-at-home’ orders for the general population (enforced and referred to as ‘lockdown’); ‘stay-at-home’
recommendations for the general population (voluntary or unenforced); ‘stay-at-home’ recommendations for risk groups or vulnerable populations (the elderly,
people with underlying health conditions, physically disabled people, etc.); mass/ public gathering limitations (limit of 50 participants or less, and all mass
gathering limitations with defined limit up to 1000 participants); closure of public spaces (including restaurants, entertainment venues, non-essential shops,
public transport, etc.); teleworking recommendations/closure of workplaces; use of protective masks in public spaces/on public transport (mutually exclusive
voluntary recommendations and mandatory obligations shown separately).
This data has several limitations. There is substantial heterogeneity in physical distancing policies and their implementation between countries. For instance, the
level of enforcement may vary between countries and there may be specific rules/exceptions to the measures, making interpretation of the data challenging.
The measures displayed in these figures have been reported at national level and it should be noted that due to the evolution of the outbreak in certain regions,
regional or local measures often preceded national ones. The exact dates of introduction were often available from official sources but delays in implementation
may have occurred. Additionally, availability of public data from official government sources varies among countries. For some countries, data are no longer
available on official websites for measures that are no longer in force, which may mean that the data for more recent measures are more complete.
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Annex 3.
Figure A. Daily hospital and/or ICU occupancy or admissions for COVID-19 cases for Bulgaria,
Croatia, Czechia, Luxembourg, Romania, Slovakia and Slovenia
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Annex 4.
Table A. Proportion of imported cases between January and May (a) and June and July (b), EU/EEA
countries
A: January to May 2020

B: June to July 2020

Country

Imported

Total

Country

Imported

Total

Cyprus

139 (14.7%)

943

Cyprus

59 (75.6%)

78

Czechia

733 (8.2%)

8 964

Czechia

290 (5.5%)

5 298

Estonia

115 (6.1%)

1 870

Estonia

24 (14.8%)

162

Finland

728 (12.4%)

5 861

Finland

60 (20.5%)

293

Croatia

301 (12.8%)

2 343

Croatia

125 (5.0%)

2 488

Hungary

85 (2.2%)

3 888

Hungary

NA

NA

Ireland

392 (1.8%)

22 067

Ireland

40 (5.3%)

748

Lithuania

305 (18.6%)

1 641

Lithuania

64 (19.9%)

322

Latvia

288 (27.0%)

1 066

Latvia

46 (30.1%)

153

Malta

12 (1.9%)

630

Malta

0 (0%)

206

Netherlands

1591 (3.5%)

44 961

Netherlands

0 (0%)

4 511

Norway

1737
(23.4%)

7 420

Portugal

0 (0%)

34 542

Slovakia

654 (43.6%)

1 501

Total

7 080
(5.1%)

137 697

Norway

122 (21.7%)

562

Portugal

0 (0%)

16 723

Slovakia

191 (43.7%)

437

Total

1 021
(3.2%)

31 981

Notes: Includes countries reporting more than 80% of cases in TESSy and place of infection for more than 80%
of cases. Hungary did not report cases in TESSy during June and July.
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