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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 37. This week we discussed a testing strategy with the potential to shorten 
days in quarantine or isolation. 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 25 Webinar Recording 

• November 18 Webinar Recording 

• Questions & Answers from the November 18 Webinar 
 
VACCINE 
Q: Should employers consider requiring vaccination against COVID-19 as part of a return-to-work strategy? 
A: We think that is going to be the trend, yes, both from a civil standpoint – what public health officials will 

require for public transit – and what employers will require based on trends that we’ve seen historically. 
For example, in the university setting, it is required if you’re an employee or student that you have certain 
vaccinations before you are allowed to be on campus. We believe that the employer will be empowered by 
the Equal Employment Opportunity Commission (EEOC) and other governing bodies to make vaccinations 
for COVID-19 a requirement for continued employment.  

 
Q:  Would a second dose of the vaccine be required from the same manufacturer as the first dose?  
A: In everything that we’re reading and understanding, the answer to that is yes. The vaccines all differ in 

terms of their makeup, how they’re produced and their means of providing protection in terms of 
seroconversion – how your body responds to and develops antibodies. For example, if you receive Pfizer’s 
vaccine, which is an mRNA-based vaccine, and it introduces the mechanics of producing immunity – 
production in your cells – it’s different from a vaccine that causes your body to manufacture antibodies in 
another fashion. You will want to make sure that you receive the same manufacturer’s vaccine that you 
received the first time for your second dose.  

 
Q: For those who have a history of Guillain-Barre or severe reaction to past vaccinations, how will they 

proceed to work and travel if they are unable to receive the COVID vaccine for a medical reason? 
A:  Medical documentation from the employee’s provider may suffice to document their inability to undergo 

vaccination. Employers may refer to such documentation as part of the return to work process. 
 
TESTING 
Q: Regarding the data you show every week on number of tests, why do we measure the number of tests and 

expect that number to rise? Shouldn’t it be a consequence of the number of people who present symptoms 
or have risky contacts? If we do a lot of PCR testing with no strategy, don’t we risk having a lot of false- 
negative test results?  

A:  No, not necessarily. We watch that number in terms of tests because we know that surveillance is key to 
accurately articulating the burden of illness. Put another way, if we don’t test across the board or as much 
as we can at this point, then we are going to continue to under-represent the burden of illness. That’s a 
classic paradigm of pandemic and epidemic incidents and prevalence understanding – that only when we 

https://www.youtube.com/watch?v=2CjS9pjhVG0
https://www.youtube.com/watch?v=2eqi_PjWTLk
https://www.workcare.com/wp-content/uploads/2020/11/WorkCare_COVID-19_Webinar-QA_111820.pdf


 
have a sufficient number of tests for the level of illness in the population will we accurately articulate the 
true burden of disease, and that’s why we’re seeing the seropositivity studies that have been published by 
the CDC and others come into play. We understand that we’re likely underreporting because we don’t have 
a sufficient number of tests that are being conducted among those who are not exposed and 
asymptomatic, and who may still have a positive result. So, understanding, again, burden of illness is 
dependent on how much we are actually testing per our population.  

 
Q:  Regarding the testing and quarantine model you presented, is seven days the more conservative option?  
A:   Five is the most conservative option. Depending on which scenario you’re referring to here, testing a post-

exposure, asymptomatic individual on day 5 would allow us to capture seven days compared to a full 14-
day quarantine period. 

 
ANTIBODY STRATEGY  
Q: Has the CDC commented on the antibody strategy you presented? 
A: At this point, no, the CDC has not commented on serologic testing being utilized as we have proposed, 

However, we think they will. We believe we’re able to read the tea leaves a little bit more quickly and 
communicate strategy a little more quickly than the tremendous amount of effort it takes to make 
recommendation changes at the CDC.   

 
Q: Would the antibody strategy work with the WorkCare saliva test? 
A: Currently antibody testing is through blood draw or a finger prick only. Saliva testing does not permit 

antibody or serology testing at this time. 
 
Q: With antibody testing changes, will the quarantine be shortened for the close contact as well as the 

potentially infected person? 
A:  Using the antibody testing strategy, the quarantine period of someone exposed to COVID-19 would 

potentially be shortened. If an individual is infected with COVID-19, they would still need to self-isolate for 
10 days after onset of symptoms or date of a positive test result. 

 
HOSPITALIZATION  
Q: Having worked in the ICU for 10 years, we historically reach peak capacity at this time of year. Many 

patients are trying to get in before the end of the year to use their FSA dollars, and this is compounded this 
year due to many delaying treatment and procedures because of COVID at the beginning of March. When 
looking at metrics, it is important to include the percentage of beds in the hospital setting of patients 
diagnosed with COVID. Are you aware of what these percentages are? 

A: We don’t have them this week, but we presented that data two weeks ago; we looked specifically at 
capacity of ICU beds per state, the number of  occupied ICU beds and the number of COVID patients in the 
ICU. We looked at all three of those metrics to understand COVID-specific numbers for ICU utilization.  

 
Q: Did the14-year-old girl you mentioned who died of COVID have underlying comorbidities? 
A: As far as what was reported, no, but they are not providing any details on the clinical outcome. In the 

articles that I’ve reviewed, there were no pre-existing conditions pointed out.  
 
MASKS 
Q: There was a recent study in Denmark published in the Annals of Internal Medicine that involved 6,000 

participants. The conclusion showed a .3% increased risk of infection among non-mask wearers vs. mask-



 
wearers. Might public health authorities in the United States modify recommendations based on findings in 
this study? 

A: I’m not aware of any modified recommendations or intent to modify recommendations. If I understand the 
question and comment from the study, it’s to suggest that those who wear masks have a lower incidence of 
infection compared to those who don’t wear masks, meaning there’s a protective factor to wearing masks. 
Certainly, that may be a correlation but not necessarily a causal relationship, which would be necessary for 
public health officials to make recommendation changes. Put another way, if the mask-wearing correlation 
is not specifically geared toward protecting the individual wearing the mask, there may be other factors 
that do so. For example, I am a mask wearer, so I hang out with a bunch of people who also wear masks in 
my social circle, meaning, we’re all protected a little bit better than those who don’t wear masks who may 
be hanging out with people who also don’t wear masks. That could have the same correlation of those who 
wear masks are less likely to contract COVID-19, but it’s not related to the protective factor of the mask 
itself for the individual, rather the behavior of the cohort.  

 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
  


