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Abstract

Background: Surveillance strategies are critical to cope with the current SARS-CoV-2 pandemic and to evaluate, as
well as adjust government-imposed countermeasures. Incidence estimates are widely based on laboratory
confirmed cases reported by health authorities. Prevalence and incidence data of SARS-CoV-2 is still scarce, along
with demographic and behavioural factors associated with infection risk.

Methods: The Cologne Corona Surveillance Study will be conducted in the City of Cologne, which is the fourth-
largest city in Germany with a population of approximately 1.1 million. Researchers will apply self-sampling
surveillance to a rolling cohort of Cologne residents. Random samples of 6000 Cologne residents 18 years of age
and older will be drawn from the registration office. Upon receiving the information and saliva sample kit
participants will be asked to fill out a questionnaire online or via phone, sign written informed consent, and send
back written consent, as well as saliva sample. The saliva samples will be tested for SARS-CoV-2 by reverse PCR. The
questionnaire will be administered to gather information about personal characteristics such as health status and
risks. A second round of testing will take place 6 weeks after the first.

Discussion: Self-administered saliva sampling proved to be a legitimate and feasible alternative to nasopharyngeal
swabs taken by health professionals. However, it is unclear whether the targeted response rate of 40% can be
achieved and whether the results are representative of the population.

Trial registration: DRKS.de, German Clinical Trials Register (DRKS), Identifier: DRKS00024046, Registered on 25
February 2021.
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Background

The first detection of Severe Acute Respiratory
Syndrome-Coronavirus-2 (SARS-CoV-2) in December
2019 in Wuhan, China, and its subsequent worldwide
spread in spring 2020 signalled the beginning of a global
pandemic and public health crisis [1]. As of April 13th
2021, the virus had infected over 135 million people,
resulting in 2.9 million deaths [2]. Germany’s public
health authorities report more than 3 million cases and
almost 79,000 deaths on April 13th. The 7-day notifica-
tion rate of newly reported SARS-CoV-2 infections has
risen to more than 160 cases per 100,000 inhabitants [3],
which poses a serious threat to hospitals and intensive
care units. Facing the pandemic, the German federal
government imposed countermeasures including lock-
down for economy and private households, the quaran-
tine of confirmed patients and their direct contacts, the
mandatory use of personal protective equipment, the im-
plementation of social distancing with restrictions of pri-
vate gatherings and closure of public and private
institutions including schools and kindergartens [4]. The
countermeasures result in a significant reduction in inci-
dence, but at the cost of serious psychological [5], social
[6], and economic consequences [7].

The current incidence estimates in Germany are based
on laboratory confirmed cases reported by health au-
thorities, which are influenced by availability of tests and
acceptance of these tests. As a result, it is likely that
underreporting will occur because a noticeable number
of SARS-CoV-2 infections are asymptomatic or mild.
This is important because asymptomatic and mild cases
are infectious and play an important role in transmission
[8]. To better understand the spread of the virus and to
provide a valid data base for effective countermeasures,
effective surveillance strategies beyond laboratory con-
firmed cases are needed. Population-based studies have
already been launched in Berlin [9] and Munich [10], as
well as in Bonn [11].

This protocol introduces the ‘Cologne Corona Surveil-
lance Study’. The prospective, representative, and rolling
cohort will receive saliva sampling kits via mail and their
questionnaires on socioeconomics and health issues will
be completed online or over the phone two times, 6
weeks apart. Saliva samples will be sent to our testing fa-
cility for analysis of SARS-CoV-2.

Methods
Aim
The aims of CoCoS are:

1. To provide a more precise estimate of the
prevalence and incidence of SARS-CoV-2 in the
general population of Cologne by estimating the ex-
tent of undetected SARS-CoV-2.
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2. To estimate differences in prevalence and incidence
by age, gender, housing characteristics, and
socioeconomic status.

3. To study the relationship between behavioural
factors (risk behaviour, working from home or
going to work, using public transportation) and risk
perception with SARS-CoV-2 infections.

4. To compare the results with other regional
population-based studies [9-11] in order to dis-
cover optimal surveillance strategies for COVID-19
outbreaks, as well as geographic predictors.

Setting

The City of Cologne is situated in the West of Germany,
near the borders between Germany and the Netherlands,
Belgium and Luxembourg. With a population of
approximately 1.1 million, Cologne is the fourth-largest
city in Germany and the largest city of the federal state
of North Rhine-Westphalia. Around 18% of the popula-
tion in Cologne count among the particularly vulnerable
age groups for a severe COVID-19, 12.1% are 65 to 80
years and another 5.4% are older than 80 years [12].
The population density is 2697 people per square
kilometre [13]. There are 68 hospital beds and 27
doctors per 10,000 people [14].

The SARS-CoV-2 outbreak spread from the district of
Heinsberg, 64 km west of Cologne, during carnival cele-
brations and towards the end of winter holiday season.
As the local countermeasures did not work, a state-wide
countermeasure was implemented by the state govern-
ment of North Rhine-Westphalia [15-18]. A nationwide
lockdown was imposed March 22nd, 2020 [4] in order
to control the spread of the virus. Locally, in the City of
Cologne, additional measures comprised mask regula-
tions, prohibitions on consumption of alcohol between
3 p.m. and 6 a.m. and restrictions on street art posted in
specific public places [19]. Throughout spring and sum-
mer 2020, step-by-step nationwide measures were lifted
as a result of lower incidence. As the incidence numbers
rose again (second wave) in 2020, a second lockdown
was imposed 2nd of November 2020. Since the numbers
would continue to rise, these measures would be ex-
panded on December 16th, 2021. A nationwide vaccin-
ation campaign was launched on December 26th, 2020.
However, despite measures to control the spread of the
virus and despite the beginning vaccination campaign,
there were 38,565 cases registered in Cologne until mid-
April 2020, and 610 died from or with SARS-CoV-2
[20]. By March and April 2021, incidence reached 160
confirmed cases within 7 days and remained high [3]
(third wave). The German health system is at risk of be-
coming overburdened with the growing number of se-
vere SARS-CoV-2 cases. At the end of April 2021, of the
448 intensive care units in Cologne, only 29 beds were
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available for patients who suffered from SARS-CoV-2;
out of these, 65 needed mechanical ventilation [21].

Study design

The study will be conducted as a prospective, longitu-
dinal, surveillance cohort study, involving at least two
rounds of testing with a representative sample of citizens
of the City of Cologne (n = 6000). The study flowchart is
shown in Fig. 1. The study protocol was approved by the
Ethics Committee of the Medical Faculty of the Univer-
sity of Cologne and by the Ethics Committee of the
North Rhine Medical Association. Study details were
added to the German Clinical Trial Register (Ger-
manCTR) (Identifier: DRKS00024046). Any modifica-
tions to the protocol, which may impact on the conduct
of the study, potential benefit of the patient or may
affect patient safety, including changes of study objec-
tives, study design, study population, sample sizes, study
procedures, or significant administrative aspects will re-
quire a formal amendment to be approved by both Eth-
ics Committees.
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Sample

Inclusion criteria comprise of residence in the City of
Cologne and age of 18 years or older. Exclusion criteria
comprise of age younger than 18, living in a closed insti-
tution, being imprisoned, or unable to give consent. Ini-
tially, a random sample of 6000 Cologne citizens will be
drawn from the registration office using a random gen-
erator in the official registration management program
(MESO, HSH Soft- und Hardware Vertriebs GmbH, 16,
356 Ahrensfelde OT Lindenberg). Participants will be
assigned a unique study ID and will receive detailed in-
formation about the study, including the study’s objec-
tives, details about participation, and information about
data storage, as well as information about confidentiality.
Participation is voluntary, and selected citizens will be
free to decline participation at any time with no adverse
consequences. Participants in the study will be only in-
cluded with written informed consent. Participants who
will decline informed consent in the first testing round
will be replaced in order to reach again 6000 potential
participants. The newly invited participants will be

Sample 1: 6,000 Cologne citizens
(randomly drawn Cologne residents)

Informed consent

not given

Testing round #1

1) Questionnaire
2) Saliva sample

Laboratory
analysis

Participants inform study staff in case
of symptoms/Sars-CoV-2 infection

Sample 2: 6,000 Cologne citizens
(Participants testing round #1 +
randomly drawn Cologne residents)

Informed consent

’ Informed consent given

not given

o
=
©
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1) Questionnaire
2) Saliva sample

Laboratory
analysis

Fig. 1 Flow chart of enrolment and testing at each surveillance round
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drawn from a second sampling from the registration of-
fice as described above.

Study procedures
Figure 1 shows the surveillance strategy that is planned
to be implemented. The 6000 randomly selected Co-
logne citizens will be notified by regular mail, with all
envelopes being sent out simultaneously. Besides the in-
vitation letter, a saliva sample and a pre-addressed,
stamped UN3373 envelope will be included in the pack-
age. Participants will be required to give written in-
formed consent and to send a saliva sample within 1
week of receiving the package to the Institute of Vir-
ology, University Hospital Cologne. On the informed
consent form, participants will record the exact date of
the saliva sampling.

At the University Hospital of Cologne, the existence of
a written informed consent will be checked, saliva sam-
ples will be analysed and participants who test positive
will be notified immediately. Participants will also be
provided with a QR-code and a link for completing the
study questionnaire online, as well as a phone number
to call study staff in case they need assistance. Partici-
pants can choose to complete the questionnaire during a
telephone interview with a member of the study team.
All participants are asked to inform study staff if they
experience symptoms between testing rounds. A second
testing round will take place 6 weeks after the first. Data
on non-participation will be collected along with demo-
graphic and socioeconomic information of non-
responders, as well as reasons for non-participation. In
order to assess representativeness, the data will be com-
pared with official statistics of the City of Cologne.

Study instruments

Questionnaires

The first round of the CoCoS study survey will be con-
ducted using a standard questionnaire that includes
questions about personal data, such as age and health
status, risk behaviours, and potential sources of infec-
tion. Therefore, we can detect possible sources of infec-
tion, as well as assess socioeconomic factors in our
participants. We also hope to explore potential correla-
tions between infection status and socioeconomic
factors.

The CoCoS questionnaire is aligned with the ELISA
and MuSPAD questionnaires developed by the ‘Helm-
holtz Zentrum fiir Infektionsforschung’ [22]. The ques-
tionnaire was then adjusted for the specific focus of the
CoCoS study, consisting of five starting questions, plus
23 main questions in the first round and 17 questions in
the second round, to which follow-up questions were
added based on the selected answers. Several sections
are included in the questionnaire, including personal
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information, housing conditions, household members,
education and employment, possible symptoms, past
SARS-CoV-2 test results, preventive behaviours and pos-
sible sources of infection. The CoCoS questionnaire is
estimated to take from 5 to 10 min to complete.

Participants will be asked to fill out their specific ID at
the beginning of each interview in order to ensure that
only our study members can access the questionnaire
and to be able to match their sample to the interview.

The second round of the questionnaire will examine
issues that may have changed from round one to round
two.

Laboratory analysis

Samples will be analysed and stored at the University of
Cologne, Faculty of Medicine and University Hospital
Cologne, Institute of Virology. The samples will be
stored at 4 °C upon arrival until further processing. The
salivettes will be centrifuged at 1000 x g for 2 min. One-
hundred pl of saliva will be used for subsequent RT-
qPCR in a pool of each 10 samples, containing 1 ml of
pooled saliva. For SARS-CoV-2 detection, either the
COBAS 6800 (Roche Diagnostics) or Alinity (Abbott) in-
struments equipped with their respective SARS-CoV-2
detection kits will be used. One ml of each sample of a
positive pool will be re-tested individually as described
above.

For analysis of the variants of SARS-CoV-2 positive
samples, 500 pl of saliva will be used to purify nucleic
acids with the MagNa Pure 96 automatic nucleic acid
extraction instrument and the Viral NA large volume
Kit. One-hundred pl will be used for elution. Of the ex-
tracted RNA, 5 pl will be used in a qPCR using the VirS-
Nip SARS-CoV-2 Spike A23063T N501Y, del21765-770
del HV69/70 and G23012A E484K assay according to
the manufacturer’s instructions (TIBMolBiol, Berlin,
Germany). Melting analyses will be performed in a
LightCycler® 480 II (Roche Diagnostics).

Statistics

Sample size calculation

With a true prevalence of [1; 2; 5; 1%; 2%; 5%] and an
expected sample size of n =2500 participants, a preci-
sion of the estimate of [+1; +2; +3; +4; +5; +9] (i.e., the
width of a 95% confidence interval) is to be achieved,
which is considered sufficient. Note, on April 9th, 2021,
SARS-CoV-2 prevalence of confirmed cases in Cologne
was 3.9% [20].

Analysis

The distributions of the collected data will be first de-
scribed with the usual parameters of location and distri-
bution, i.e. mean, standard deviation, percentiles (0., 25.,
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50., 75., 100.) for continuous variables, absolute and rela-
tive frequencies for qualitative variables.

Associations and correlations will be described by
means of contingency tables and regression methods
(e.g. logistic regression for dichotomous target variables).
With regard to the prevalence of SARS-CoV-2, the fol-
lowing variables are of particular interest: age, gender,
neighbourhoods, housing size, number of household
members, pre-existing conditions, previous positive test-
ing, potentially contagious contacts. Where possible, im-
portant statistical measures will be provided with 95%
confidence intervals to indicate the precision of the
estimate.

Due to the expected limited participation rate (we esti-
mate 40%) studies of the representativeness of the sam-
ple obtained are of particular importance. On the basis
of the information provided by the non-participants, an
extrapolation to the Cologne population will be carried
out. (Notabene: The risk of non-participation due to lack
of reading and language skills should be minimized by
the assistance of native speakers. Otherwise, a bias cor-
rection will be attempted as described below.) Official
statistics on the total population of Cologne are available
at https://www.stadt-koeln.de/politik-und-verwaltung/
statistik/ (accessed 22.01.2021). Sensitivity analyses
examine the correction for various bias constellations.
For this purpose, corresponding weights will be used in
combination with regression methods.

The calculations will be performed using scripts for
the programming languages R (R Foundation for Statis-
tical Computing, Vienna, Austria), SAS (SAS Institute
Corp., Cary, NC, USA), Stata (StataCorp LLC, College
Station, TX, USA) and SPSS Statistics (IBM Corp.,
Armonk, NY, USA).

Data management

An instance of the Internet application REDCap (Re-
search Electronic Data Capture) (Vanderbilt University,
Nashville, TN, USA) hosted at the Clinical Trials Center
Cologne will be used to record the questionnaires. A sin-
gle MySQL database will store all of REDCap’s data and
associated system and project information. This open
source relational database management system makes
use of foreign keys and indexes to accommodate the
project and system data.

Discussion

Despite the importance of surveillance for the current
SARS-CoV-2 pandemic, specific data on prevalence and
incidence of SARS-CoV-2, the association between risk
of infection and demographic factors, as well as behav-
ioural factors, are still scarce in Germany. This informa-
tion can be used to identify risk factors for infections,
better understand how the virus spreads and evaluate
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the efficacy and efficiency of public health measures. A
cohort study can provide these data. The rolling cohort
in Cologne will provide a representative sample.

The CoCoS study presents a self-sampling strategy as
a surveillance strategy. This approach allows us to reach
a large and representative sample of Cologne citizens
and it is less labour-intensive than taking samples from
mobile testing sites [23] or general practitioners [24]. It
is crucial that response rates are high using self-
sampling, as low participation rates negatively affect the
generalizability of results. With support from the Co-
logne authorities and a media announcement, we are
hopeful that 40% of the 6000 residents invited for par-
ticipation will respond.

Our self-sampling method of choice was saliva swab,
which is particularly easy to handle for participants, and is
comparable to the gold standard in the diagnosis of acute
infections with SARS-CoV-2, nasopharyngeal swab [25].

The Cologne Corona Surveillance Study will consider
several factors to ensure that responses do not correlate
with acute infections. A self-sampling design will allow
residents who have acute symptoms or who are under
quarantine to participate in the study. In order to ensure
representativeness of the study results, self-sampling and
questionnaires can be completed at home and are time-
free. This allows residents who are unable to visit a test
centre during regular working hours (e.g. working hours)
to participate.

One-week response time should ensure comparability
of epidemiological background. A simple study descrip-
tion with step-by-step instructions was used, as well as
an accessible phone number for assistance with self-
sampling kits and questionnaires to reach residents with
as wide a range of experiences as possible.

Nevertheless, our study is not without limitations. We
cannot rule out the possibility that people with little
computer experience or no Internet access might be less
likely to complete the questionnaire. This is particularly
relevant in the case of older residents. It is possible that
older participants may not be able to provide consent to
participate in our study or may struggle with the admin-
istrative challenges to participate. Therefore, the repre-
sentativeness of data from older participants in our
study must be critically analysed. In addition, foreign-
born residents who do not speak German as their first
language may have difficulties understanding the invita-
tion letter and refrain from participating in the study.
Further, our study does not include residents under 18
years of age and will not detect SARS-CoV-2 positive in-
dividuals currently in intensive care.

Abbreviations
CoCoS-study: Cologne Corona Surveillance Study; SARS-CoV-2: Severe Acute
Respiratory Syndrome-Coronavirus-2; PCR: Polymerase Chain Reaction;


https://www.stadt-koeln.de/politik-und-verwaltung/statistik/
https://www.stadt-koeln.de/politik-und-verwaltung/statistik/

Oberste et al. BMC Public Health (2021) 21:1295

DRKS: German Clinical Trials Register; COVID-19: Corona Virus Disease 19; RT-
gPCR: Quantitative reverse transcription PCR; RNA: Ribonucleic Acid

Acknowledgements

The authors thank Stadt KéIn for support with the randomised sample of
Cologne residents, Daniela Rehburg for practical support with study
planning and Jana Schmitz for designing the laboratory analysis plan.

Authors’ contributions

MO, LMP, RR, KS, FD, CM, CL, MB, AW, GF, GW, FK, MH, and FN have been
responsible for the development of the trial. MO has implemented the trial
and is trial manager. MO, LMP, MH, and FN have written the manuscript for
the study protocol. FD, KS, and LS contributed to the manuscript
development and provided scientific expertise. MH designed the statistical
procedures. All authors read and approved the final manuscript.

Funding

German Federal Ministry of Education and Research (“Nationales Netzwerk
Universitatsmedizin” grant number 01KX2021). The funding bodies do not
play a role in the design of the study and collection, analysis, nor in
interpretation of data or in writing the manuscript. Open Access funding
enabled and organized by Projekt DEAL.

Availability of data and materials
Not applicable.

Declarations

Ethics approval and consent to participate

This study has been approved by both the Ethics Committee of the Medical
Faculty of the University of Cologne (reference number 20-1685_2) and that
of the North Rhine Medical Association (reference number 2020447). The trial
was registered at www.drks.de (ID: DRKS00024046) prior to recruitment. Pa-
tients are informed about the risks and potential benefits of the study. Par-
ticipation is voluntary. Written informed consent is being obtained from all
participants.

Consent for publication
Not applicable.

Competing interests
None of the authors have any competing interests to declare.

Author details

'Institute of Medical Statistics and Computational Biology, Medical Faculty
and University Hospital of Cologne, University of Cologne,
Robert-Koch-StraBe 10, 50931 Cologne, Germany. “Institute of Virology,
Medical Faculty and University Hospital of Cologne, University of Cologne,
Furst-Plickler-StraBe 56, 50935 Cologne, Germany. *Department of Internal
Medicine, Medical Faculty and University Hospital of Cologne, University of
Cologne, Kerpener Str. 62, 50931 Cologne, Germany. “Cologne Health
Authority, Cologne, Germany. “Heidelberg Institute of Global Health,
University Heidelberg, Heidelberg, Germany. °School of Medicine and Clinical
Sciences, Levy Mwanawasa Medical University, Lusaka, Zambia.

Received: 29 May 2021 Accepted: 3 June 2021
Published online: 02 July 2021

References

1. ZhuN, Zhang D, Wang W, Li X, Yang B, Song J, et al. A novel coronavirus
from patients with pneumonia in China, 2019. N Engl J Med. 2020;382(8):
727-33. https://doi.org/10.1056/NEJM0a2001017.

2. (WHO) WHO. COVID-19 Weekly Epidemiological Update. Geneva: World
Health Organization (WHO); 2021.

3. Institut RK. Aktueller Lage—/Situationsbericht des RKI zu COVID-19. Berlin:
Robert-Koch-Institut; 2021.

4. Bundesregierung D. Erweiterung der beschlossenen Leitlinien zur
Beschrankung sozialer Kontakte. Berlin: Die Bundesregierung; 2020.

5. Peters A, Rospleszcz S, Greiser KH, Dallavalle M, Berger K. The impact of the
COVID-19 pandemic on self-reported health. Dtsch Arztebl Int. 2020;117(50):
861-7.

Page 6 of 6

6. Bonaccorsi G, Pierri F, Cinelli M, Flori A, Galeazzi A, Porcelli F, et al. Economic
and social consequences of human mobility restrictions under COVID-19.
Proc Natl Acad Sci. 2020;117(27):15530-5. https://doi.org/10.1073/pnas.2
007658117.

7. Pak A, Adegboye OA, Adekunle Al, Rahman KM, McBryde ES, Eisen DP.
Economic consequences of the COVID-19 outbreak: the need for epidemic
preparedness. Front Public Health. 2020;8:241. https://doi.org/10.3389/
fpubh.2020.00241.

8. Byambasuren O, Cardona M, Bell K, Clark J, McLaws M-L, Glasziou P.
Estimating the extent of asymptomatic COVID-19 and its potential for
community transmission: systematic review and meta-analysis. medRxiv.
2020;5(4):223-34.

9. Santos-Hovener C, Busch MA, Koschollek C, Schlaud M, Hoebel J, Hoffmann R,
Wilking H, Haller S, Allenj J, Wernitz J et al: Seroepidemiological study on the
spread of SARS-CoV-2 in populations in especially affected areas in Germany —
Study protocol of the CORONA-MONITORING lokal study. J Health Monit.
2000;1:1-15.

10.  Radon K, Saathoff E, Pritsch M, Guggenbuhl Noller JM, Kroidl I, Olbrich L,
et al. Protocol of a population-based prospective COVID-19 cohort study
Munich, Germany (KoCo19). BMC Public Health. 2020;20(1):1036. https://doi.
org/10.1186/512889-020-09164-9.

11, Aziz NA, Corman VM, Echterhoff AKC, Mller MA, Richter A, Schmandke A,
et al. Seroprevalence and correlates of SARS-CoV-2 neutralizing antibodies
from a population-based study in Bonn, Germany. Nat Commun. 2021;12(1):
2117. https;//doi.org/10.1038/541467-021-22351-5.

12. KoIn S. Kdlner Zahlenspiegel. Stadt Koln: Amt fur Stadtenwicklung und
Statistik; 2020. https://www stadt-koeln.de/mediaasset/content/pdf15/sta
tistik-standardinformationen/k%C3%B6Iner_zahlenspiegel _2020_deutsch.pdf.

13. Koln S. Kélner Stadtteilinformationen - Einwohnerzahl 2019. Stadt Koln: Amt fiir
Stadtenwicklung und Statistik; 2020.

14.  Verzeichnis DK. Deutsches Krankenhaus Verzeichnis. Leipzig: Deutsches
Krankenhaus Verzeichnis (DKV); 2021.

15. Nordrhein-Westphalen L. Landesregierung beschlieSt MaRnahmenpaket zur
Eindédmmung des Corona-Virus in Nordrhein-Westfalen. Dusseldorf:
Landesregierung Nordrhein-Westphalen; 2020.

16.  Nordrhein-Westphalen L. Landesregierung beschlief3t weitere Manahmen
zur Einddmmung der Corona-Virus-Pandemie. Dusseldorf: Landesregierung
Nordrhein-Westphalen; 2020.

17. Nordrhein-Westphalen L. Neue Leitlinie bestimmt Personal kritischer
Infrastrukturen. Dusseldorf: Landesregierung Nordrhein-Westphalen; 2020.

18. Nordrhein-Westphalen L. Landesregierung beschlief3t weitere Mainahmen
zur Pandemie-Einddmmung - Soforthilfe in Hohe von 150 Millionen Euro
fur Krankenhduser und Pflegeeinrichtungen. Dusseldorf: Landesregierung
Nordrhein-Westphalen; 2020.

19, Oberbirgermeisterin SK-D. Anderung der Allgemeinverfligung vom 2,
Oktober 2020 zur regionalen Anpassung der Coronaschutzverordnung an
das Infektionsgeschehen in der Stadt KéIn vom 12.03.2021. Cologne: Die
Oberburgermeisterin; 2021.

20.  Koln S. Corona-Virus in KéIn - Entwicklung der Fallzahlen. Daily Stadt KéIn; 2021.

21, Notfallmedizin D-DIVfl-u. Tagesreport vom 11. April 2021. In: daily. 12 April
2021 edn. Berlin: DIVI - Deutsche Interdisziplindre Vereinigung fur Intensiv-
und Notfallmedizin; 2021.

22, Helmholtz-Zentrum fir Infektionsforschung. Webpage of the Multi-local and
serial cross-sectional prevalence study on antibodies against SARS-CoV-2
in Germany. 2021. https://hzi-c19-antikoerperstudie.de/en/. Accessed 20
Apr 2021.

23. Rahn J. Planning and managing a COVID-19 mobile testing site. Campus
Sec Rep. 2020;17(3):7-8. https://doi.org/10.1002/casr.30671.

24. de Lusignan S, Lopez Bernal J, Zambon M, Akinyemi O, Amirthalingam G,
Andrews N, et al. Emergence of a novel coronavirus (COVID-19): protocol
for extending surveillance used by the Royal College of general
practitioners research and surveillance Centre and Public Health England.
JMIR Public Health Surveill. 2020,6(2):e18606. https://doi.org/10.2196/18606.

25. Tsang NNY, So HC, Ng KY, Cowling BJ, Leung GM, Ip DKM. Diagnostic
performance of different sampling approaches for SARS-CoV-2 RT-PCR
testing: a systematic review and meta-analysis. Lancet Infect Dis. 2021.
https://doi.org/10.1016/51473-3099(21)00146-8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


http://www.drks.de
https://doi.org/10.1056/NEJMoa2001017
https://doi.org/10.1073/pnas.2007658117
https://doi.org/10.1073/pnas.2007658117
https://doi.org/10.3389/fpubh.2020.00241
https://doi.org/10.3389/fpubh.2020.00241
https://doi.org/10.1186/s12889-020-09164-9
https://doi.org/10.1186/s12889-020-09164-9
https://doi.org/10.1038/s41467-021-22351-5
https://www.stadt-koeln.de/mediaasset/content/pdf15/statistik-standardinformationen/k%C3%B6lner_zahlenspiegel_2020_deutsch.pdf
https://www.stadt-koeln.de/mediaasset/content/pdf15/statistik-standardinformationen/k%C3%B6lner_zahlenspiegel_2020_deutsch.pdf
https://hzi-c19-antikoerperstudie.de/en/
https://doi.org/10.1002/casr.30671
https://doi.org/10.2196/18606
https://doi.org/10.1016/S1473-3099(21)00146-8

	Abstract
	Background
	Methods
	Discussion
	Trial registration

	Background
	Methods
	Aim
	Setting
	Study design
	Sample
	Study procedures
	Study instruments
	Questionnaires
	Laboratory analysis

	Statistics
	Sample size calculation
	Analysis

	Data management

	Discussion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Declarations
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

