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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 16. 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 1 webinar recording  

• June 24 webinar recording 

• Questions & Answers from the June 24 webinar 
 

TESTING 
Note: Several webinar attendees had questions about testing sequences and quarantine options. Dr. Harris 
answered then collectively. 
 
Q: Given the potential for a false-negative result for antigen testing, we would like to require two tests 24 

hours apart. If both tests are negative, then the worker would be allowed back into the workplace, given 
there are no other exposure risks:  
a. Is this approach (two tests done 24 hours apart) appropriate, or is there some other individual testing 

strategy we should consider? For example, would one negative test be enough? The risk of a false 
negative in this case might create too much risk for us to consider using this approach. 

b. If testing is not available due to the recent rise in cases and need for testing, I see our only other option 
to be implementing a 14-day quarantine for the exposed workers. Is there any other alternative? 

 
Q: After someone has been told to quarantine, can two negative COVID-19 tests 48 hours apart (or any type of 

test or combination of tests) reduce or mitigate a 14-day quarantine? 
 
Q: My company has workers traveling from Texas to New York state for a week-long project. We would like to 

set up a protocol that allows us to self-test for COVID-19 in Texas at the beginning of the required New York 
state 14-day quarantine period, and then test again at the end of the quarantine period in lieu of traveling 
and quarantining in New York. What would be the best test to use, the viral test or the antibody test? 

 
Q: We are having difficulty obtaining any test kits without a physician’s referral. How should we handle testing 

and quarantine requirements with the mobile workforce that we have? 
 
Q: In the operations shutdown, do we need to test employees even if they show no symptoms? 
 
A: First, if you don’t already partner with us, consider letting us help you develop the optimal approach for 

your situation. We’ve been doing that with a number of our clients. Regarding two tests either 24 hours or 
48 hours apart, we recommend at least 24 hours if you’re testing for clearance to return to work. That test 
is the molecular PCR (viral diagnostic) test using a nasal or oropharyngeal swab. I would recommend 
against antibody testing because the window of opportunity of missing positive antibodies, in particular, 
IgM, is broad – up to seven days. Using molecular testing or antigen testing with high accuracy would be 
the best way to go. That’s the approach that we’re using with our partners.  

https://www.youtube.com/watch?v=i5e_dibvosg
https://www.youtube.com/watch?v=ii5QBrqF8z8
https://www.workcare.com/wp-content/uploads/2020/06/WorkCare_COVID-19-Webinar-QA_062420.pdf


 
 
The issue associated with shortening the period of quarantine is confirming the accuracy of the test being 
performed. Unfortunately, under current circumstances, this has been difficult to do because the 
laboratory uses proprietary technology and oftentimes has come up with its own process for identifying 
nucleic acid in the sample. It is incumbent on the laboratory to provide accurate data, for example, how 
sensitive is the test? Any test less sensitive than 95 percent is not a great test. Any test that is less than 98-
100 percent specific is not a great test. If you can confirm the accuracy of the tests that are being 
performed on an individual basis, and that methodology encompasses the two negative tests done 24 
hours apart, then that would allow you to shorten the quarantine period with a reasonable degree of 
confidence. In some cases, we’ve been able to shorten it to seven days. The issue is confirming the 
accuracy of the test.  

 
Now, when we talk about other methods for returning individuals to work when there’s no testing 
available, we know that has been an issue from day one of the introduction of testing. There is a non-test 
pathway that has been recommended by CDC. We have been performing that methodology as well, but 
that does include the pathway where quarantine for 14 days is still in play. Sometimes, you can shorten the 
quarantine period in a specific case. This will depend on whether that individual is symptomatic and the 
severity of those symptoms, as well as exposure and other factors when they return to work. You can get 
that quarantine period down to maybe 12 to 14 days, 10 to 14 days. Again, it’s a case-by-case 
determination, and you should rely on your occupational health expert clinician to make that 
determination. In short, yes, you can use testing to shorten the quarantine, and you can return people back 
to work even if there is no testing available.  
 
Finally, because someone can be a carrier and not realize it, we recommend testing for anyone who 
suspects they have been exposed to someone with a confirmed or presumed case of COVID-19. 
 

Q: If a job applicant is required to get a negative test within five days of starting a job, would there be 
difficulty getting such a test if the person has no symptoms and it is strictly for pre-employment screening 
purposes? 

A: Yes and no. The CDC now recommends testing of asymptomatic individuals from an epidemiological 
standpoint to accurately understand the spread of COVID-19 and how to control it. So, there’s widespread 
support for testing asymptomatic individuals. Now, at the individual/local level, there is still a resource 
barrier. Therefore, clinics are not testing asymptomatic individuals for routine physicals or post-offer/pre-
hire purposes. If that is a scenario that you’re contemplating, WorkCare can advise you because we 
specialize in those types of exams. We’re able to provide you with the necessary prescription, and in some 
cases even the test kits themselves, and we can help build that into your post-offer physical requirements.  
 

Q: Does it matter whether the PCR test is nasal, pharyngeal or even deeper in the lung? For instance, would 
getting two tests 24 hours apart in saliva or surface nasal secretions show that you have an infection 
deeper down? 

A:  That is all contingent on something called limit of detection (LLD). The LLD of a particular test is key in 
understanding the determination of positive or not positive. LLD technology has dramatically improved 
over time. It used to be that a particular sample required 100-200 viral particles per microliter in order to 
flag that sample as positive for COVID-19. What we’ve seen now is that the LLD is as little as 10 particles per 
microliter, and there’s technology where only two particles of the virus can flag it positive for COVID-19. So, 
that dramatic improvement of technology is what has allowed us to rely on testing more as we move 
forward. The nasopharyngeal approach generally captures more viral particles. The oropharyngeal 



 
collection method is a step down, followed by swabbing the insides of the cheeks to test saliva, which is 
possible now because we have tests that are far more sensitive.  

 
Q: Is day four or five after an exposure the best time to test if the exposed person is asymptomatic?  
A: Day four or five presumptively would be better than day three. The absolute earliest you should be testing 

after an exposure is day three. If you wait until day 10 or 11, that isn’t necessarily better than day four. 
Testing too soon can provide increased opportunity for a false-positive result. Now, I don’t know of a 
particular study that has looked at a best day to test for an asymptomatic individual vs. the cut-off for 
testing too soon.  

 
CASE RATES AND EXPOSURES 
Q: The number of confirmed infections appears to be increasing in many places, including California, Texas, 

Arizona and Florida, but the numbers of deaths do not appear to be increasing in those states. Can you 
comment on whether fatalities are likely to increase dramatically in those states over the next few weeks? 

A: Yes, they are expected to increase. There has already been a bump in mortality. As we’ve seen an increase 
in incidence of COVID-19 cases, we’ve seen the corelated increase in deaths.  

 
Q: Do you think employees traveling to states such as Florida, where the numbers are increasing quickly each 

day, should be self-quarantining at home for 14 days when they return to other states, such as Iowa or 
Illinois? (In this scenario, these employees are employed by a residential facility or municipality.) 

A: Much like we saw earlier in the evolution of COVID-19 in the U.S., the approach is a business-case 
determination vs. a clinical determination. The reason I say that is because clinically speaking, most 
jurisdictions have had some level of sustained community transmission. So, going from one area that has 
had significant community transmission to another with higher transmission and then returning home may 
not necessarily impart greater risks – as long as everyone is wearing a cloth mask and practicing safe social 
distancing. It’s going to be an individual, case-by-case determination on the risk of that travel. Were you 
traveling for business or pleasure? Were you in a group of three people or 30 people? The case-by-case 
determination will be the easiest way to approach each situation appropriately versus a blanket 
quarantine.  

 
Q: If an employee has a sore throat, thinks it is from allergy-related post-nasal drip and goes for COVID-19 

testing the next day and test is negative, is it necessary to keep the employee in self-isolation for 10 days or 
okay to return to work? The employee's symptoms resolved the following day and there are no other 
symptoms. 

A: Assuming a qualified medical professional determines exposure risk is low, in combination with the 
negative test result and evaluation of symptoms, then the employee can go to work. 

 

  
 


