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The following questions were asked during WorkCare’s weekly webinar series on Preventing and Managing 
COVID-19 in the Workplace – Week 17. The focus this week was on planning for ongoing screening and testing. 
Anthony Harris, M.D., M.B.A., M.P.H., WorkCare’s Chief Innovation Officer and Associate Medical Director - 
Onsite Clinical Operations, presented the webinar and provided these answers.  
 
Here are links for your reference:  

• July 8 webinar recording  

• July 1 webinar recording 

• Questions & Answers from the July 1 webinar 
 

TESTING 
Q:  In what scenario would the quarantine period be extended from 14 to 21 days? 

A:  This is established on a case-by-case basis as part of the return-to-work assessment process. Extension of 

that quarantine would likely occur based on symptoms that individual is having. Let’s say day 14 is here and 

I still have a cough and shortness of breath. My quarantine continues until my symptoms go away and I can 

return to work 72 hours after my symptoms have stopped. Across the board, should 21 days be the 

number? No, the recommendations and the wisdom about infectiousness after recovery from COVID is 14 

days at the most. In some cases, it can be 10 days if the illness is mild or asymptomatic and you have a 

negative test. 

 

Q:  Is batch testing a good approach when everyone is asymptomatic? 

A:  Batch or pool testing can be an effective method for reducing the cost of testing. If you have 100 people in 

a workplace, you can break those 100 people into groups of 20, test everyone in each group, pool all the 

samples taken from the group and send that sample to the lab. The positive groups are then retested. The 

incidence must be low, but it has been shown to reduce costs. Russia and Israel have shown that. There are 

parts of the U.S. that are starting to get more into it, but the issue in the U.S. is that the FDA has a specific 

authorization process for laboratories to do pool testing, and that has not happened yet. We will look to 

that more as the FDA starts to authorize these laboratories. The other pool method is to use a 

stochiometric process, where you are still pooling samples together, but you’re not re-testing positive 

individuals. You can have the same individual in multiple different groups and can thus statistically narrow 

down that one individual.  

 

Q:  What are the varying degrees of accuracy for the nasopharyngeal, oropharyngeal and mid-turbinate nasal 
swabs? The nasal swab that is not as deeply inserted is more comfortable, but is it as accurate as the other 
methods since it does not go as deep for a specimen? 

A:  The accuracy behind those methodologies comes down to the likelihood of picking up viral particles in 
those swabs, and to what volume. The testing predicates the accuracy on limit of detection (LLD). If the 
testing mechanism – the machinery and process to amplify the genetic material – has a low limit of 
detection, then the nasal swab can be effective and just as accurate as the oral or nasal pharyngeal. The 
issue is that technology is not ubiquitous across the U.S. It’s diversified in terms of what products and kits 
are being used to replicate the nucleic acid, and what machines these samples are being run on. All of these 
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are a factor in determining the level of detection and the final accuracy of detecting the virus. When 
COVID-19 first started, you needed a couple hundred particles per microliters in a sample in order to detect 
SARS-CoV-2. Technology today can detect SARS-CoV-2 in samples with as little as 10 particles per 
microliter. Again, across the board, the technology is not at that level of sensitivity yet. The standard has 
been and continues to be the nasopharyngeal swab.  

 
Q:  What is the false-negative rate if I have symptoms today and get tested on day 1 or 2 of symptom onset? 
A: Researchers have found that testing people for SARS-CoV-2 too early in the course of infection is likely to 

result in a false-negative test, even though they may eventually test positive for the virus. In a study 
published May 13 in the Annals of Internal Medicine, researchers at Johns Hopkins estimated that those 
tested with SARS-CoV-2 in the four days after infection were 67 percent more likely to test negative, even if 
they had the virus. When the average patient began displaying symptoms of the virus, the false-negative 
rate was 38 percent. The test performed best eight days after infection (on average, three days after 
symptom onset), with a false negative rate of 20 percent, meaning one in five people who had the virus 
had a negative test result. This study was performed early during the COVID-19 pandemic and current 
testing accuracy is likely to be improved from these numbers, in general. 

 

Q:  What level of specificity and sensitivity should we look for in an antigen test?  

A:  Antigen testing detects proteins from SARS-CoV-2. It does not detect nucleic acids. Antigen testing can be 

more rapid and can use chromatography. The accuracy of these tests varies greatly. The World Health 

Organization reported months ago that antigen test accuracy and sensitivity was down at least 25 percent, 

meaning 75 percent of the time it was wrong, and that could be as high as 80 or 85 percent in some cases. 

Since then we’ve moved a long way toward better tests. The antigen test is still the least accurate across 

the board in terms of molecular PCR and antibody test at this point in time. Nonetheless, the sensitivity you 

should look for should be at least 95 percent, and the specificity should be at least 98 to 100 percent.  

 

Q: What are your thoughts on saliva-based test kits? 
A: Saliva kits are becoming more useful for COVID-19 testing because the limit of detection has improved with 

regard to PCR technology concerning SARS-CoV-2 specifically. Several saliva-based tests on the market have 
accuracy comparable to molecular testing with 99 percent sensitivity and sspecificity. WorkCare is currently 
utilizing a saliva-based test for certain clients that meet criteria for their use. 

 

Q:  How do you feel about the CDC test-based return-to-work protocol with two negative tests vs. symptom-

based which is 10 days with no symptoms after a positive test? A test may detect residual RNA even after 

the person is no longer infectious. 

A:  Both pathways are viable. It’s all predicated on whether testing is available. Not every person will have 

prolonged virus in the nostrils after their recovery, so a negative test could still be a reliable diagnosis. But, 

if you don’t have access to testing readily, the non-testing pathway is viable. We’ve done both at 

WorkCare, and we will continue to do both.  

 

Q:  In your presentation, how did you arrive at the primary, secondary and tertiary numbers for testing in 

employee populations? Is it based on standard information or is it a WorkCare recommendation? 

A:  These numbers are based on WorkCare’s recommendation from our occupational health physicians. The 

CDC has published recommendations for strategy based on local sustained community spread or 

transmission, but they don’t include numbers. They describe the spread or transmission by rate of 



 
hospitalizations or ICU utilization. Our recommendation tries to get at a discrete number based on 

population density and incidence per 100,000 people. We will continue to update our recommendation as 

incidence changes in the U.S.  

 

Q: Is the cases per 100K population statistic cumulative? Does it make sense to base a testing strategy on 
cumulative statistics rather than recent trends? 

A:  This statistic from the CDC is cumulative since the beginning of the pandemic. It accurately depicts the 
incidence rate For COVID-19 in a particular geographic area during this time. This data is key for 
understanding risk to the workforce due to community spread of the illness and helps determine the level 
of risk mitigation necessary to prevent workplace transmission. 

 

Q:  What is your thought on the statement that the COVID-19 test is touching the blood-brain barrier and 
causing health issues because of that? 

A: COVID testing with nasal pharyngeal swabs or oral pharyngeal swabs do not touch or impact the blood-
brain barrier whatsoever.  

 

SCREENING 
Q:  For screening symptomatic or asymptomatic people, is the emphasis on "elevated temperatures" during 

screening still valid? Should we be asking specific questions regarding cough, shortness of breath, etc.? 
A: A temperature above 100.4°F is an indicator for potential COVID-19 infection and is still valid for screening 

purposes. However, there are other reasons someone may have a temperature. Daily screening typically 
includes a brief questionnaire about other indicative symptoms, such as fatigue, muscle aches, runny nose 
or congestion, sore throat, cough, chest tightness and intestinal upset.  

 
Q: What does the rash look like that people present with? 
A: Manifestations of rash vary and can appears as macular or maculopapular. The American Academy of 

Dermatology (AAD) has established a COVID-19 registry for physicians and health care professionals 
treating COVID-19 patients who develop dermatologic manifestations and patients with an existing 
dermatologic condition who develop COVID-19.  

 
Q: When you say that 40-50 percent of people with COVID-19 are asymptomatic, does this number represent 

those who NEVER develop symptoms or is it falsely high because it doesn't track people to see if they ever 
develop symptoms?  

A: This figure refers to asymptomatic individuals who never develop COVID-19 symptoms as a result of their 
infection. 

 
CASE RATES 
Q: Do we have an age average for the current death rate? Is this a younger age or the same as we may have 

seen in earlier stages of the pandemic? 
A: The elderly population continues to be the most vulnerable. Visit the CDC’s demographic and geographic 

webpage for a current graph of death rates by age.  
 
GENERAL  
Q:  Is there a flu vaccine available now for the 2020-21 flu season? Is it too early to seek a flu shot for this 

season? 
A: Flu vaccine is made by private manufacturers. The timing of vaccine availability depends on when 

production is completed. Some influenza vaccine shipments have already begun and will continue through 

https://www.cdc.gov/nchs/nvss/vsrr/covid_weekly/index.htm
https://www.cdc.gov/nchs/nvss/vsrr/covid_weekly/index.htm


 
the fall until all of the vaccine is distributed. It is advisable to check with your personal provider on the 
availability of flu vaccine in your area and the timing for receiving it. Visit the CDC’s flu webpage for more 
information. 

 
Q: Is there any data to indicate if COVID can be transmitted by dogs and cats?   
A: Based on limited available information, the CDC reports that the risk of pet cats and dogs spreading COVID-

19 to people is low. 
 

https://www.cdc.gov/flu/prevent/vaccine-supply-distribution.htm

