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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 18. The focus this week was on U.S. pandemic projections through 2020. 
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. If your question does not appear 
here, it was answered previously. 
 
Here are links for your reference:  

• July 15 webinar recording  

• July 8 webinar recording 

• Questions & Answers from the July 8 webinar 
 

TESTING 
Q: In the test-based strategy in the return-to-work protocol you showed, if a saliva test is performed, are two 

negative tests still required or is one sufficient based on accuracy? 
A: It comes down to the accuracy of that particular test kit and process that the laboratory is using to detect 

the virus in that sample. The saliva tests that are FDA-authorized at this point are pretty good with regard 
to sensitivity over 95 percent and specificity at 99-100 percent. But the understanding is that a saliva test 
has far fewer viral elements than a nasal pharyngeal or oral pharyngeal swab. So, that means that the 
testing on the back end must be far more sensitive. The limit of detection must be far lower to call that test 
positive. But we are seeing the technology play out to do that well. In particular, if the accuracy can be 
validated, then, no, you don’t need two negative tests.  

 
Q: How can an employer verify the sensitivity and specificity of a COVID test of an employee for return-to- 

work purposes? 
A: As I mentioned during my presentation, the employer must try to verify test accuracy. At this point in time, 

taking at face value the fact that a lab is performing a PCR test does not mean a lab is performing a highly 
accurate PCR test. Doing the due diligence to understand and capture that data, and in some cases picking 
up the phone and calling the lab, is appropriate. We do that from the clinical side to vet the labs we partner 
with. It’s a prudent step for any employer to make that extra effort with local labs. If you know in your area 
there are only two or three options for tests, then the burden of picking up the phone and calling will give 
you less heartburn when tests come back negative and somebody is symptomatic. I strongly urge you take 
the extra step to capture that data.  

 
Q: How do we assess or monitor testing if staff are going to free testing sites like those set up in parking lots? 
A: If you’re local, or even if you’re not local, identify who is providing the test. Introduce yourself as a local 

employer with employees who are showing up to get tests. Request data on the accuracy of the test being 
used and look to them to get back to you.  

 
Q: Can WorkCare assist in reviewing the accuracy of test data received from employees? 
A:  Yes, clinical staff and physicians routinely review test results and assist in determining clinical relevancy, 

including accuracy.  
 
 

https://www.youtube.com/watch?v=nFXkKPUKG_A
https://www.youtube.com/watch?v=19cE1ZNU05s
https://www.workcare.com/wp-content/uploads/2020/07/WorkCare_COVID-19-Webinar-QA_070820.pdf


 
Q: Do you support mandating a testing protocol for return to work? What is the timeframe to return after the 

second negative test? 
A:  Yes, our best practices include testing for return with at least one negative test if the COVID-19 test can be 

verified for accuracy. In the event the test cannot be verified, two negative tests are preferred, with testing 
done 24 hours apart. 

 
DATA  
Q: What implications does the government’s direction to no longer report COVID-19 data (e.g., bed capacity, 

drug supplies, diagnostic equipment, PPE availability ) to the Centers for Disease Control and Prevention’s 
National Healthcare Safety Network and instead report it directly to the Department of Health and Human 
Services, have on obtaining accurate data? 

A: A multifactorial approach to understanding the data is definitely a must at this point. We cannot rely on a 
sole source of data. The CDC serves as a springboard to look for other sources of data. At the end of the 
day, there is a lot of good data that the CDC captures, but we also have to be diligent about going back and 
looking specifically at where that data is coming from. A lot of institutions, specifically non-profit 
organizations, capture data that is not just U.S.-based. Looking to those as sources for identifying trends is 
definitely important, and obviously any attempt by anyone to suppress data is going to do a disservice to all 
of us. My hope that the efforts to gather more data are going to be supported at all levels, not the 
opposite.  

 
Q: Is there any data about transmission from household members versus casual close contacts, and/or on 

surface-to-person transmission? 
A:  There is data from Wuhan, China and from studies in Israel that looked at household transmission, which is 

the highest risk for COVID-19 primary and secondary attack rates. Studies have compared household 
transmission rates with community transmission rates and found a fourfold increase in certain cases for 
household member contact compared to community transmission. 

 
INFLUENZA 
Q: Has any study been done on how the extra efforts at containing COVID spread affected flu fatalities in the 

2019-20 flu season?   
A: Yes, there has been data looking at what we normally anticipate as the burden of mortality in a particular 

geographic area over a period of time, as compared to now with the onset of COVID-19 and the pandemic. 
We have presented this data on excess mortality being observed in New York, with a 2.1-2.2 increase in 
mortality beyond what they normally would have experienced at this point in time. Those datasets are 
being captured and those comparisons are being made.  

 
FATALITY RATES 
Q: For the "Deaths by Jurisdiction” data shown during your presentation, I noticed a few states with less than 

100 deaths. Is that due to a lack of reporting, or are those states doing something right to keep the virus at 
bay? 

A: You can view case rate and fatality data by state here: https://www.cdc.gov/coronavirus/2019-ncov/cases-
updates/cases-in-us.html. This map from the Harvard Global Health Institute shows exposure risk level, 
case rates and deaths by state/county: https://globalepidemics.org/key-metrics-for-covid-suppression/. 
This graph from the Johns Hopkins Coronavirus Resource Center shows cases, deaths and testing in all 50 
states, which is an indicator of the effect of diagnostic testing: https://coronavirus.jhu.edu/testing/states-
comparison. The New York Times tracks case rates using data from a variety of state and local health 
agencies and hospitals: https://www.nytimes.com/interactive/2020/us/coronavirus-us-cases.html. In some 

https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/cases-in-us.html
https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/cases-in-us.html
https://globalepidemics.org/key-metrics-for-covid-suppression/
https://coronavirus.jhu.edu/testing/states-comparison
https://coronavirus.jhu.edu/testing/states-comparison
https://www.nytimes.com/interactive/2020/us/coronavirus-us-cases.html


 
but not all instances, you’ll notice that states with lower numbers of reported fatalities have fewer large 
urban centers and/and or are less densely populated than other states. According to The New York Times, 
the impact of the pandemic is uneven. In New York and California, the states with the most known cases, 
more than 725,000 people have had the coronavirus. In some less populous states, including Hawaii and 
Montana, there are less than 2,500 cases. Urban areas are particularly vulnerable. Public health officials are 
studying case and fatalities rates at state, county and local community levels to identify hot spots. 

 
Q: The U.S. loses 400 lives per 1 million people to COVID-19. Japan has seven deaths per million. Do you think 

this discrepancy is due to prevalent mask use in Japan? 
A: Shigeru Omi, the vice chairman of an expert scientific panel in Japan, reports that a culture of health 

consciousness among Japanese people has helped keep case rates down. This includes a high level of 
comfort and compliance with wearing masks and practicing hand hygiene. However, recent statistics have 
suggested a reoccurrence of illness in Japan. A similar reoccurrence has been observed in Hong Kong. 
Ongoing observations will inform the extent to which these increased outbreaks may propagate in the 
coming months. 

 
GENERAL 
Q: I have heard that there have been mutations of the COVID-19 virus. Is this true? There have been reports a 

person can get the virus twice. Is this because of mutations or lack of immunity? 
A:  Can someone get re-infected? The prevailing evidence at this point in time is no. We don’t know how long 

immunity lasts, but we do know there is some imparted immunity once you have COVID-19. That could be 
two months, two years or 20 years – we just don’t know – as we don’t know with other illnesses, such as 
tetanus. With tetanus we think it’s five years, but it could be 10 or it could be eight. Evidence suggests that 
we apply the same clinical logic to SARS-CoV-2. With regard to the mutation, yes, there have been studies 
looking at mutations of the spike protein – up to 14 times in some cases. We’ll pay attention to that in 
regard to creating an effective vaccine, but we don’t know to what extent the spike mutation has imparted 
any increased or decreased virility of SARS-CoV-2 infectiousness.  


