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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 35. This week we focused on COVID fatigue, hospitalizations and ICU 
utilization. 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 is not 
answered here, it was answered in a previous Q&A. 
 
Here are links for your reference:  

• November 11 Webinar Recording 

• November 4 Webinar Recording 

• Questions & Answers from the November 4 Webinar 
 
VACCINE 
Q: Any feedback on the Pfizer vaccine announcement? Is it on track, early or late per your predictions? 
A: The Pfizer announcement is obviously a slight breath of fresh air. It’s perfectly on track with what we 

predicted in terms of Pfizer applying for an FDA emergency use authorization between now and December. 
As you recall, we picked Pfizer as our front runner for development of the vaccine. It’s expected to play out 
well in that direction once Pfizer has the EUA, which will happen late this month or early next month. Our 
next prediction is related to when the vaccine is going to be available to everyone. To remind you, that is 
not predicted until May of next year. That’s after the states pre-order, and that’s after we see continued 
Phase 3 clinical trials bring us additional data on safety and efficacy. We are also signing up at WorkCare to 
be a distributer in some states to administer the vaccine. We will be bringing you more details on the 
administration as things move forward.  

 
Q: Will the Pfizer vaccine adapt to mutations of the virus? 
A: Mutations to the SARS CoV-2 virus have occurred on the spike protein that is targeted by vaccines, 

including the Pfizer vaccine. Mutations to this protein may cause changes in the efficacy of the vaccine, and 
therefore may present the need to re-vaccinate year-to-year to prevent COVID-19 in the general 
population, similar to seasonal flu vaccines. 

 
Q: Why does the vaccine need to be kept at such low temperatures?  
A: The Pfizer vaccine is an mRNA vaccine that requires cold storage (cold chain) because the mRNA s very 

vulnerable to degradation by several factors. The most impactful site of degradation occurs within the 
mRNA itself; important phosphorus bonds are broken down internally due to reactions within the 
nucleoside strand. The mRNA is also susceptible to oxidative damage by free radicals once inside the cell 
and ozone when outside the cell. Therefore, keeping mRNA at very low temperatures – 20 -o -70 degrees 
Celsius – is essential to minimize these processes. 

 
CASE RATES 
Q: Were there upticks in U.S. case rates during holidays like Memorial Day, Independence Day and Labor Day? 

How do they compare to what is occurring right now as we approach the winter season? 
A: Yes, we did see an increase in incidence after those holidays, both anecdotally on the local level as well as 

across the board. In comparison to what is happening now, we’re seeing a spike in the same way we 
predicted seasonal spread of coronavirus. If you recall, a month or so ago we talked about the potential for 

https://www.youtube.com/watch?v=4lmqo-FCmwE
https://www.youtube.com/watch?v=0k0z8HpzGv0
https://www.workcare.com/wp-content/uploads/2020/11/WorkCare_COVID-19_Webinar-QA_110420.pdf


 
SARS-CoV-2 seasonality to mirror cold and flu season – and that being hardest hit potentially in the winter 
months. That’s what we’re starting to see play out now and what we have been seeing throughout the fall. 
Again, that’s not very different from what we predicted back in March and April when we compared it to 
the Spanish flu. That hit in the spring, went kind of quiescent in the summer and then came back with a 
vengeance. Coronavirus is playing out that way. That’s why we’re anticipating that things will get worse.  

 
Q: Why do you think the United States is getting worse as we have more mask mandates, more hybrid and/or 

distanced learning, more work from home employees, etc.? To what extend do you think case rates are 
influenced by people with COVID fatigue and lax attitudes about compliance?  

A: One would postulate that COVID fatigue is playing a role in the number of cases that we’re seeing now. 
That’s not just Dr. Harris saying that, it’s other clinicians and epidemiologist doing that analysis. What we 
also know is that there has been a shift in community incidence rates and places of exposure. Exposure 
risks aren’t happening at work for the most part. U.S. employers have been very diligent about putting in 
place preventive measures to help keep their workforce safe, and we applaud you for that. Where we are 
seeing the uptick in many states – for example, in Wisconsin – is in household exposures, and these are 
happening because the number of people who are having a great time at home in numbers of 25, 50 or 
more are causing case clusters that are going through the roof. That data has been tracked in different 
states. In comparison to the Midwest, we’re not seeing the same level of uptick in New York and California. 
So, we want to continue to examine – as we presented that data weeks ago – the differences in those 
states that were once hard hit and now aren’t corresponding with the Midwestern states in terms of uptick. 
One would then postulate that sentiment plays a significant role, and that COVID fatigue plays a significant 
role, and we’ll hopefully get more data on causality as we move forward. 

 
ANTIBODIES 
Q: Are there any recent seroprevalence studies showing the percentage of the U.S. population with COVID 

antibodies, especially in densely populated areas? 
A: I would so love to say yes to that question. For those who may not understand seropositivity, it’s basically 

about how many people are we tracking who have become immune potentially to SARS-CoV-2 as a result of 
infection. This also gets at natural herd immunity. We can actually reach natural herd immunity with the 
population recovering to the tune of 60 to 70 percent from a COVD-19 infection. I have not seen, 
anecdotally, any robust data on tracking those who have become or have developed that seropositivity. One 
can look to the numbers of tests being done on a serologic basis and that number is low. We learned long 
ago that serology testing is not as sensitive or specific as a PCR test, not as useful from a clinical or diagnostic 
standpoint, so we just haven’t seen a prevalence of serological testing to the extent that we’ve seen with 
diagnostic testing. That being said, as technology improves, as serological testing becomes more sensitive 
and more specific, we may see better tracking of that over time. Now, what we can conclude from what we 
see among the population of infected individuals is that people are developing immunity. We know that 
most people do develop immunity after an infection. So, as the infectious numbers we track go up, we are 
also assuming that those individuals are out of that susceptible category for now. We realize that the 
opportunity to be reinfected after about 120 days increases. We’ll continue to look at that evidence. 

 
HOSPITALIZATIONS 
Q: What is the age of those hospitalized with COVID? What are common underlying conditions of those 

hospitalized? 
A: Please refer to these resources for information:  

COVID-Net: A Weekly Summary of U.S. COVID-19 Hospitalization Data 
Hospitalization Rates and Characteristics of Patients with Laboratory-confirmed Coronavirus Disease 

https://gis.cdc.gov/grasp/covidnet/COVID19_5.html
https://www.cdc.gov/mmwr/volumes/69/wr/mm6915e3.htm

