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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 36. This week we focused on wastewater surveillance. 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 18 Webinar 

• November 11 Webinar Recording 

• Questions & Answers from the November 11 Webinar 
 
WASTEWATER SAMPLING 
Q: Is transmission of the virus possible when sampling wastewater for viral particles?  
A: If you’re sampling wastewater you should be wearing appropriate PPE, not just because of coronavirus but 

because of potential exposur to other infectious diseases. In this case, we’re not worried about respiratory 
droplets, but there is a risk of aerosolization due to potential turbulence in the wastewater flow. 

 
 Q: Would wastewater testing be a strategy at the employer level? 
 A: Yes, waste water testing would be an employer level solution. Specifically to a particular location as well 

based upon capabilities for waste water management at that facility. 
 
 
HIGH-RISK GROUPS 
Q: When you refer to high-risk groups, such as people with diabetes or high blood pressure, are you referring 

to those who don’t have the condition under control or anyone with those types of chronic conditions 
being at higher risk? 

A: What we know in terms of clinical progression of COVID-19 and being high risk is that it’s not just having 
the pre-existing condition that is poorly controlled. Having the pre-existing condition at all can set you up 
for increased and poor outcomes for COVID-19. Let’s take diabetes, for example. We know that diabetes 
damages blood vessels – the microvasculature of the body – even if you have good control over your 
condition. That may increase your risk for thrombolytic events. That’s what we’re talking about in terms of 
increasing overall risk to COVID-19 from pre-existing conditions. Same thing with a history of cancer. It’s 
not that you have to have active cancer or active treatment for cancer to increases your risk to COVID-19, 
it’s a history of cancer that increases your risk because of the long-term effects from these pre-existing 
chronic illness. 

 
CASE RATES 
Q: Regarding the total number of cases and how the case rate continues to climb, what do you think the 

actual estimated number of cases is considering all those that are not confirmed by testing? 
A:  If we are looking at daily new confirmed cases on a seven-day rolling average, and then we look at the 

percentages we just showed from a seroprevalence standpoint, it’s safe to say that the number would be 
higher. To what extent, I haven’t seen any evidence-based calculations. I don’t want to give you a shot in 
the dark in terms of a number higher than what we’re seeing,  but it’s certainly safe to say we are not 

https://www.youtube.com/watch?v=2eqi_PjWTLk
https://www.youtube.com/watch?v=4lmqo-FCmwE
https://www.workcare.com/wp-content/uploads/2020/11/WorkCare_COVID-19_Webinar-QA_111120.pdf


 
articulating the burden of disease with any level of precision. When we review the percentage of tests that 
are positive, we can see the upward trend, and that is the strongest indicator that the burden of illness is 
perhaps even beyond 15 percent. We won’t know until we get that testing level higher than where it is 
now.  

 
Q: Should India even be on the global chart showing case rate comparisons? Doesn’t their socio-economic 

situation make it possible that the number of cases, deaths and tests are all under-estimated due to the 
poorest of poor not having access to care? 

A: yes the accuracy of the data is dependent on a nations capability of testing, tracking, and reporting positive 
results. It is still prudent to examine the data with the notion that under reporting may be a significant 
factor given the circumstance. 

 
 
ANTIBODIES 
Q:  Does the decrease in time of COVID-19 antibodies follow paths similar to other types of coronaviruses?  
A:   If we look at immunity to coronaviruses, in general, you can catch the same coronavirus multiple times. The 

adage that you can never catch the same cold twice is just flat out wrong. When we talk about catching a 
coronavirus multiple times, we know it’s possible, and we’ve already seen it with COVID-19. We know it’s 
going to continue being an issue for years to come in terms of immunity. It appears individuals will 100 
percent be able to contract COVID-19 multiple times, and that’s why we’re going to need, most likely, a 
seasonal vaccine just like we do for the flu. 

 

Q: In regard to diminishing immunity/antibody prevalence, do you have data showing numbers or percentages 
of reinfected individuals? Is this data being collected? 

A: Thus far I have not seen any nor am I aware of any large scale or even small scale studies examining re-
infection rates for COVID-19. First step would be to incorporate such findings in a questionnaire for 
individuals who are being tested for COVID-19. As far as I’m aware this is not common practice amongst 
testing facilities broadly. 

 
 
Q:  If someone were to contract COVID-19 multiple times, would their symptoms be milder because they have 

antibodies? 
A: Yes, this scenario is very likely and is a result of the immune system’s faster recognition of the virus. This 

has played out in the few cases that have presented for a second infection. 
 
Q: When we consider waning immunity and vaccines, it seems unrealistic that this is going to end the 

pandemic if the virus is mutating. Are public health officials really going to recommend everyone be 
vaccinated and re-vaccinated every 5-6 months, assuming the vaccine is 100 percent effective? 

A: It is likely that the vaccination process and protocols for COVID-19 will mirror the seasonal vaccination of 
the flu. Therefore, public health officials will recommend annual vaccinations rather than more frequently 
as suggested. 

 

SEROPREVALENCE 
Q: I reviewed CDC seroprevalence data yesterday, and it appeared they only had data through July. I have a 

few related questions: Do we expect this data set to continue? Is there any rationale as to why there isn't 
any more current data available? Do you expect the seroprevalence data to change as immunity declines? 

 



 
A: The seroprevalence data reported by the CDC is slated to be collected every two weeks for a estimate a 

total of 1.2 million samples until August 2021. Data collection and may still be occurring and not reported 
yet from the CDC. 

 
 
TESTING 
Q: Will a positive result from a home test trigger a health department contact trace? 
A: I’m not aware of the consistency of contact tracing in this scenario. If it’s reported, it should be. Mostly 

likely, it would, in terms of the state’s response. I’m not guaranteeing that there’s going to be a state by 
state, county by county, public health official-guided protocol – but one would hope that a home test, in 
which the results get reported through automation, triggers a positive review of that individual’s tracing. 
However, those resources are being taxed in every state 

 
Q: Are you aware of any data on the rate of false results in home tests? 
A: Since these are brand new, we have yet to have a longitudinal study of the false-positive rate for these 

home tests. The home tests you are probably familiar with are just for collecting a specimen that you send 
to a lab. The devices that we’re seeing coming to the marketplace now literally take 20 minutes to produce 
a result using methodology like isothermal amplification to detect nucleic acid.  

 
Q: When is the best time to get tested after a positive exposure? I have heard day 3-5 after exposure is best to 

detect viral load, but is this dependent on the type of test, as well (saliva, swab, etc.)?  
 

A. The best time to detect the virus after a positive exposure is on day five through Day seven. Testing 
prayer today five would lead to increased risk of false negative results. 
 

THANKSGIVING HOLIDAY 
Q: In your expert opinion, what are your thoughts about the increased trend after Canada’s Thanksgiving last 

month and the impact for the U.S. after our Thanksgiving holiday weekend?  
A: I just answered this question earlier today during an interview is did on CBS News. Yes, we are absolutely 

anticipating a spike after Thanksgiving. We know it’s the most heavily traveled holiday of the year, and we 
know that individuals are still going to be compelled to see their family. We strongly recommend you don’t. 
We strongly recommend you stay home –  particularly if your locality has a stay-at-home order or a stay-at-
home recommendation – and do a “teleThanksgiving.” If you’re going to venture out, take precautions. Try 
to wear your face coverings, even in the home. If you can socially distance while you’re visiting, even 
better. Practice those safe protocols.  

 
VACCINE 
Q:  When a vaccine becomes widely available to non-essential workers, will workplaces be a good place to 

administer it? 
A: Yes, we believe that employers will remain at the epicenter of controls for COVID-19 including viral 

vaccination administration. WorkCare is preparing for this opportunity to distribute amongst employers. 
We will likely see a similarity to flu vaccinations as it pertains to workforce protection strategies. 

 
 
 
 
 



 
VITAMIN D 
Q: There have been some significant clinical trials linking Vitamin D to reduced severity of illness with COVID, 

including Dr. Fauci speaking about this on national news. Can you speak to the validity of this? Seems like it 
certainly can't hurt, but is any more evidence to prove or disprove this? 

A: Deficient Vitamin D levels have been associated with Increased inflammatory markers such as interleukin 
six and serum ferritin. Severely ill COVID-19 patients have demonstrated significant vitamin D deficiencies 
compared to asymptomatic COVID-19 patients. Therefore it is suggested that vitamin D supplementation 
may benefit an individual during a COVID-19 infection. More research is necessary to fully understand 
implications prior to making treatment recommendations. 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
  


