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USE OF THE CT-RAP 

This REACT risk assessment tool combines evidence 
retrieved from the scientific literature with expert knowledge to 
provide support for decision making on contact tracing (CT) 
by local public health institutions.  

The user is invited to chart on the disease specific CT-RAP 
all available information by selecting the appropriate value of 
each Epi Criterion according to the specific event and setting. 
A single decision algorithm containing information considered 
to be decisive whether or not to initiate CT precedes the Epi 
Criteria wherever appropriate. 

The two endpoints of the bipolar scales represent a high 
(on the right hand side) or a low (on the left hand side) 
indication whether or not to start CT. The values selected may 
cluster on either side of the neutral midline or around the 
midline according to the particular details of the case. If CT-
RAP’s values are predominantly positioned around the neutral 
midline, there is neither a high nor a low indication for 
conducting CT. If most of the criteria’s values in the CT-RAP 
are marked on the right end of the scale, the result can be 
interpreted as indication to start CT. In contrast, profiles with 
predominantly marked values on the left end of the scale point 

to an overall low indication for CT. The tool may also be used 
when some criteria/values are not known. We are aware that 
information such as “susceptibility of contact persons”, the 
“quality of contact between index case and contact person” or 
other information may not be available. If there is no 
information available on a criterion, the neutral midline scale 
position of the respective criterion should be selected.  

The CT-RAP supports decision making on whether or not 
to start CT based on the most hazardous value of each Epi 
Criterion of any given event, for example: Following a situation 
during which an index case with meningococcal disease or 
tuberculosis has had contacts of varying quality to other 
contact persons, including very close interactions as well as 
brief conversations, the most closely involved “quality of 
contact” value should be chosen, which is for meningococcal 
disease “contact to oral secretions” and for tuberculosis “face 
to face conversation”. 

Please refer to the manual 
CT-RAP:  Contact Tracing Risk Assessment Profile  
for Public Ground Transport 
for information on criteria, references, etc.  
react@rki.de

 
 

DISEASE SPECIFIC CONSIDERATIONS 

Due to the severity of meningococcal disease, CT in 
public ground transport may be considered for persons sitting 
next to the suspected or laboratory-confirmed index case, and 
for persons who were directly exposed to oral secretions of the 
index case, so that post-exposure prophylaxis can be 
administered. It is likely that contacts would willingly accept an 
offer of antibiotics, even if there was very low risk and 
uncertain benefit due to the perceived harm from meningitis. 
However, there is no evidence to support the provision of 

widespread chemoprophylaxis to persons who are not close 
contacts. Widespread use may result in eradication of benign 
strains of Neisseria that provide protective antibodies, the 
generation of drug-resistant strains and an increase in the 
prevalence of drug-related adverse events. Sharing the same 
transport vehicle as a case of invasive meningococcal disease 
is not, in itself, an indication for chemoprophylaxis.  

CT for meningococcal disease should only be considered 
when the possibility of PEP is given. PEP can be administered 
to contact persons no later than 10 days post exposure. 

 
 

FACTSHEET 
Etiological agent  Multiple serogroups of Neisseria meningitidis 

Transmission 
Neisseria meningitidis colonises mucosal surfaces of the 

nasopharynx and will only occasionally cause disease. It is unknown 
why some individuals carry the bacteria without harm while others go 
on to develop meningococcal disease. Approximately 10% of the 
population carries N. meningitidis, with the highest carriage (~25%) in 
15–19 year-olds. Infection is not easily spread. The disease is 
transmitted from person to person by inhaling respiratory secretions 
from the mouth and throat or by direct contact (kissing, mouth-to-
mouth/nose resuscitation, medical staff managing endotracheal 
intubation or handling endotracheal tubes). Close prolonged contact 
is usually required for transmission. Humans are the only host.  

Infectiousness 
7 days before onset of symptoms up to 24h after start of 

adequate antimicrobial treatment.  

Incubation period 
The incubation period of meningococcal disease is 3–4 days, 

however, it can range between 2–10 days. It can last longer because 
invasive diseases show colonisation patterns of variable duration. Rate 
of secondary cases for close contacts is highest immediately after 
onset of symptoms in the index patient.  

Morbidity & clinical features 
Meningococcal disease appears often with a short prodromal 

stage with uncharacteristic afflictions of nose and throat followed by a 
sudden onset of symptoms like intense headache, fever, shivering, and 
vertigo. Meningococcal meningitis is additionally characterised by 
vomiting, stiff neck (meningism; Kernig and Brudzinski's signs 
positive), and sometimes accompanied with neurological symptoms 
(stupor, epileptic seizures, paralysis of cerebral nerves). Symptoms for 

meningococcal sepsis are petechial rash, hypotension, disseminated 
intravascular coagulation and multiorgan failure.  

In the acute phase around half of the adult patients with bacterial 
meningitis develop complications. A systematic review and meta-
analysis on global and regional risks of disabling sequelae showed that 
the median risk of at least one major sequela in meningococcal 
meningitis was 7.2% (4.3–11.2%), the most common major sequela 
was hearing loss (4.6%), and 2.3% (1.1–4.0%) had multiple 
impairments. Risk of long-term disabling sequelae were highest in 
low-income countries, where the burden of bacterial meningitis is 
greatest.  

Case fatality rate 
Meningococcal disease has a case fatality rate of approximately 

10%, however, more deaths are caused by septicaemia than by 
meningitis. 

Incidence 
The majority of meningococcal disease in European countries, 

which ranges in incidence from 0.2 to 14 cases per 100,000, is caused 
by serogroup B strains, particularly in countries that have introduced 
serogroup C meningococcal conjugate vaccines. By far the highest 
incidence of meningococcal disease occurs in the meningitis belt of 
sub-Saharan Africa. During epidemics, the incidence can approach 
1,000 per 100,000 or 1%; serogroup A has been the most important 
serogroup in this region.  

Risk groups 
The majority of meningococcal infections occurs in children 

younger than five years of age, with a peak incidence in infants under 
one year of age. There is a smaller, secondary peak in incidence in 
adolescents and young adults aged between 15–19 years old. Further 
risk groups are refugees, household contacts of case patients, military 
recruits, college students who live in dormitories, microbiologists who 
work with isolates of N. meningitidis, asplenic patients or persons 
with terminal complement component deficiencies, and people 
exposed to active and passive tobacco smoke.  



 

Inf (I) Contact after onset of 
symptoms (symptomatic)

Inf (II) 0-10 days before onset of 
symptoms (asymptomatic)

CT-RAP: Meningococcal Disease

Sym (I) Shedding (sneezing, 
coughing, vomiting)

Sym (II) Other disease specific 
symptoms

Sym (III) Asymptomatic

Q (I)  Contact to oral secretions
Q (II)  Conversation
Q (III)  Embracing
Q (IV)  No social contact

5. Duration of exposure of contact person(s) to index case during travel (Dur)
Please select the longest duration of contact between any passenger and the index case

6. Susceptibility of contact person(s) (Sus)
Please select the value representing the most susceptible individual among the passengers

Dur (I) Duration ≥ 8 h 
Dur (II) Duration < 8 h

4. Quality of contact between index case and contact person(s) (Q)
Please select the value representing the closest interaction

2. Proximity of contact person(s) to index case during exposure (Prox)
Please select the closest distance of any passenger to the index case

Prox (I) Proximity ≤ 1 m 
Prox (II) Proximity > 1 m

Sym (II)

S(II)

Sus (I) Immunodeficiency
Sus (II) Age (0-5 years; 15-19 years)
Sus (III) All others

E (I) No external ventilation (with 
or without circulation)

E (II) External ventilation (with air 
exchange)

3. Infectiousness of index case during exposure (Inf) 
Please select the more infectious value

7.  Environmental factors in means of transport (E)
Please select the value representing the environmental factors

Prox (II) Prox (I)

1. Symptoms of index case during exposure (Sym)
Please select the value representing the worst symptom during exposure

E (I)

E (II)

Sus (I)
Sus (II)

Dur (II)

Dur (I)

Inf (I)

Inf (II)

Sym (I)Sym (III)

Q (I)Q (IV) Q (III)

Q (II)

Sus (III)

≤ 10 days since 
exposure?

Please continue CT-RAP

No 
contact 
tracing NO YES

Low Indication for CT                 Neutral Position         High Indication for CT

Low Indication for CT                 Neutral Position         High Indication for CT

 

 
 
 
 
 
 

 


