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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 38. This week’s topic focused on anticipating COVID-19 developments in the 
U.S. 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:  

• December 2 Webinar 

• November 25 Webinar Recording 

• Questions & Answers from the November 25 Webinar 
 
VACCINE 
Q: I’ve heard from two family members who are ICU nurses – dealing with COVID from the beginning – who 

will both be refusing the vaccination. What are your thoughts about that? 
A: That’s very interesting – frontline workers refusing the vaccination. If they didn’t give you a reason, please 

go back and ask them why. Perhaps it is because of a pre-existing condition they believe would predispose 
them for a poor response from the vaccine. But as far as we know now, if we’re talking about the Pfizer 
vaccine (which is an mRNA vaccine), the mRNA vaccines have a phenomenally safe profile compared to 
other vaccines that we administer and there is little risk – no risk, virtually – that the vaccine itself can 
cause COVID-19. The profile we’re seeing for these mRNA vaccines in terms of adverse events is very minor. 
I don’t understand what would limit their proactiveness for receiving the vaccine. We know it is 
substantially efficacious for preventing COVID-19. Even if you’re very cynical about the data on how the 
vaccine helps prevent poor outcomes from COVID-19 – meaning that even if you take the stance of the 
vaccine only ameliorating the symptoms or risk of mortality – that’s still a benefit in terms of outcome for 
the masses.  

 
Q: I am having a difficult time understanding the difference in level of immunity from having COVID vs. 

receiving COVID vaccine. We have seen mutation from COVID, so how will this impact immunity from 
vaccination? Do you foresee COVID vaccination having to be repeated yearly, like influenza? 

A: Based on the vaccination phase 3 clinical studies from Pfizer and Moderna, the neutralizing antibody 
production as a result of these mRNA vaccines is comparable to what we see in convalescent plasma from 
individuals who have recovered from COVID-19, suggesting the acquired immunity from these vaccinations 
will be at the same level of immunity from acquired pathways. Mutation, particularly of the spike protein, 
may contribute to less effectiveness for the vaccine that targets this on the SARS-CoV-2 viron. However, to 
date, phase 3 clinical studies show 90 percent and 94.5 percent efficacy of the Pfizer in Moderna vaccines.  
Yes, we anticipate vaccination will need to be repeated, similar to annual influenza vaccination. In addition, 
two sequential doses are required for all but one of the products undergoing phase 3 trials in the U.S., 
according to the CDC. 

 
QUARANTINE  
Q: Regarding the CDC’s recent action reducing the recommended post-exposure quarantine time from 14 to 

10 days, do you think this will negatively impact employers and increase the spread of COVID-19 in the 
workplace?  

https://www.youtube.com/watch?v=BqdA3Lt7YiA
https://www.youtube.com/watch?v=2CjS9pjhVG0
https://www.workcare.com/wp-content/uploads/2020/12/WorkCare_COVID-19_Webinar-QA_112520.pdf


 
A:  The quarantine time reduction is something that we anticipated from the CDC weeks ago when we started 

talking about reducing the number of days for quarantine. We have already implemented the shorter 
period with some employers. Based on recent studies, we know that the likelihood of infection after 10 
days is low enough to warrant a reduction in quarantine time. In addition, the quarantine period can be 
shortened even further when a testing strategy is implemented to determine someone’s positivity for 
COVID-19 – down to seven days. We’re trying to maximize the productivity of the workforce across the 
board in the U.S., get the economy into good shape and mitigate risk for transmission. In some cases, we 
believe this will not have a deleterious effect in terms of protecting workers because we’re looking at the 
data – not prospectively but retrospectively – on who was infectious when, and appropriately adjusting 
quarantine periods to reduce risk of workplace transmission.  

 
Q:  Do you recommend employers transition to the seven-to-10-day quarantine as opposed to keeping with 

the 14-day quarantine to be on the safe side? 
A:   It depends on a couple of factors. Depending on the circumstances, we recommend transitioning to the 

shorter quarantine period because we want to make sure we’re not inappropriately increasing 
absenteeism. We know that work absence during the quarantine of healthy employees affects productivity, 
morale and the ability of companies to weather the pandemic from a business standpoint. At the same 
time, if you have a workplace that does not permit your workers to adhere to safe practices – social 
distancing or even wearing masks – you should consider following the 14-day quarantine period because 
that is the more conservative approach. If you’re able to institute best practices with PPE and 
administrative controls, then we do recommend a transition to the shorter quarantine period. We are 
promoting the diagnostic testing methodology because it adds an additional layer of assurance that the 
individual who is returning from their quarantine is not infected. To a certain extent, it’s playing the odds, 
because it is not absolute, but it is substantiated with enough clinical data that we are going to do a good 
job with these reduced recommendations in place. 

 
Q:  For the seven-day negative test, at what day should they get this test (i.e., day five?) for return to work after 

exposure? 
A: Yes, day five after exposure should be the date of COVID testing. 
 
A:  When would you actually get an asymptomatic quarantined essential worker tested? We’ve been told that 

it’s possible to test too early, but we also have to account for how long a test result takes to get back to the 
worker. Can we test at four or five days after exposure so that a worker can return to work at the seven-
day mark?  

A: Waiting until day five is best to minimize false positives. 
 
Q: We’re struggling with whether employees who have recovered from COVID should quarantine after close 

contact with an active case. If they are initially immune, should we assume that they are immune after four 
months? At some point in the future, will we also have the same issue with people who have been 
vaccinated? Do you have any comments or guidance? 

A: Yes, individuals should still quarantine after an exposure if they previously had COVID-19. For how long 
after having COVID is the next question. When applying a serologic (blood) testing strategy, asymptomatic 
individuals who are exposed to someone positive for COVID-19 and who have recovered from COVID-19 
are those for whom we recommend antibody testing. If the antibody test is positive, meaning they have 
active immunity against COVID-19 with a positive IgG, most likely their IgM would be undetectable if it’s 
been a substantial time since their infection, and we can accelerate their return to work after a period of 
24-48 hours. If it’s negative, meaning their immunity has waned and they’re likely now susceptible for a 



 
reinfection of COVID-19, then they would continue their quarantine period. This strategy involving 
serological testing would permit us to return those workers appropriately who are demonstrating 
immunity. The total savings in terms of reduced absence would potentially be 12 days, depending on the 
circumstances.  

 
Q: Does an employee who does not receive positive test results until 10 days have already elapsed the need to 

continue to quarantine? If they subsequently get an antibody test that shows negative for COVID (day 12-
13 post-testing) do they need to continue quarantine? Does the negative antibody test invalidate the 
diagnostic PCR test? 

A: Someone who is asymptomatic and has a positive test on day 10 can complete the quarantine on day 10 
with the likelihood that they are no longer infectious. No, a negative antibody test does not invalidate a 
diagnostic PCR test as the accuracy of the PCR test historically has been superior to serological testing. 

 
Q: What is the recommended antibody test for the quarantine evaluation process?  
A: There are several serological test that have high sensitivity and specificity which may be useful for the 

quarantine-shortened pathway for individuals who have developed natural immunity to COVID-19. 
 
TESTING 
Q: What’s the optimal diagnostic test and when should it be performed after potential exposure? What’s the 

point of testing if someone is symptom-free and doesn’t think they’ve ever been in contact with an infected 
person?  

A: The optimal time for diagnostic testing is five days after a suspected exposure or upon development of 
symptoms. There are a variety of tests available. If clinicians are administering the test, a nasal or oral swab 
is recommended to collect specimens for a PCR lab test. If self-administering the test, we recommend 
collecting a saliva sample and shipping it to a lab for testing. Testing is a key aspect of prevention because 
many people are infected but do not have symptoms and don’t realize they are contagious. Confirmation of 
infection when symptomatic provides case rate information public health authorities need to make 
informed decisions about protection policies.  

 
CAUSAL RELATIONSHIP 
Q: I’m not sure how we prove a causal relationship to an exposure at work when we’re dealing with an 

airborne virus. Having worked in a hospital for more than 20 years, influenza illness was never accepted as 
work-related. Even if you had a known exposure at work, you couldn’t prove you got the virus while 
providing patient care. Help me understand COVID and work-relatedness, as both COVID and influenza are 
spread the same way. The burden of proof is extremely difficult to establish from a legal standpoint. Also, 
we have to consider the difference of dying with COVID as opposed to dying from COVID. 

A: We did answer part of that question today in the presentation when we spoke about a two-fold 
determination: Did the worker contract COVID at work? In the event of death, was SARS-CoV-2 infection 
the primary cause or were there other causes? I absolutely agree that the latter point needs to be 
addressed in the causality  analysis. That is why you need your clinical consultant to help you make that 
determination in concert with the other factors. Speaking to the difference between COVID and influenza, 
it is functionally different from a cluster and casualty standpoint because of the impact of COVID. If flu ever 
became the third leading cause of death in the U.S., I can almost guarantee that workplace exposure would 
be more stringently addressed by OSHA and others in terms of protecting workers. As we see it now, 
because of the substantial risk of exposure in the workplace, if precautions are not adhered to that is why 
we have to dive more deeply into causality with COVID-19. Anecdotally, the meatpacking companies that 
we were helping during the spring and summer had a 63 to 65 percent positivity rate when testing their 



 
workers, and it was clearly associated with exposure in the workplace. The need to do casual association 
and make a workplace determination is important for that reason. It’s all about protection. If we neglect 
the opportunity to protect workers by understanding the causal relationship, then we’re going to miss the 
opportunity to help stem the tide of transmission. But the main difference from a susceptibility and 
transmissibility standpoint – airborne being airborne – there’s not a lot of difference. What we’re seeing, 
however, is that the level of susceptibility is far greater for COVID versus flu. Go back to that “R-naught” 
(R0) number we have previously discussed: Compare R0 for flu to R0 for COVID-19 and there is the basis for 
why it is so important to protect workers from exposure to COVID-19.  

 
Q: Many workplaces are trying to defer blame when an employee is infected with COVID 19 because they do 

not want it to become an OSHA-recordable case. How do medical ethics come into play when acting as a 
third party in a corporate setting? 

A: Third-party medical or clinical evaluation of causality from COVID-19 transmissions in the workplace rely on 
objective data to support clinical decision and opinions. If relevant objective data is presented from 
employees that cooperates with subjective findings, medical ethics best practices may be supported. 

 
Q: Do you think federal OSHA will adopt a COVID-related standard similar to the bloodborne pathogens 

standard? 
A: It appears more likely that state agencies will promulgate standards. Such standards may be very 

fragmented state to state. It may be a year or two before federal OSHA considers such legislation. 
 
TREATMENT 
Q: Things are always changing. Are there any agreed upon treatments for COVID-19-ositive patients? 
A: Yes, there are several approved treatments for COVID-19 at different levels of disease acuity. Please refer 

to our previous webinar which outlines these approved treatments. 
 
RISK ASSESSMENT AND PROTECTION 
Q: Do you see any value in environmental testing (air/fomites) with PCR analysis for the employer as part of 

risk assessment? 
A: Yes, environmental testing may play a role in scenarios in which workers are unable to wear appropriate 

PPE or practice social distancing to perform their regular job duties. Such testing may help minimize risk for 
this sub-segment of workers. 

 
Q: Could you explain the effectiveness of a pod separation approach to limit mass exposures at the 

workplace? Can you provide any resources to assist with training employees? 
A: I am not familiar with any objective data or results that have been examined regarding pod separation 

approaches in the workplace. Anecdotally, several employers we service have adopted this model and have 
maintained relatively low transmissions among these isolated groups. More robust data is needed. 

 
Q: Is it reasonable to conclude that excess deaths you presented may be attributed to COVID-19, but the 

numbers provided don’t appear to be as high as the 300,000 COVID-19 deaths reported. Why the 
discrepancy? 

A:  To the contrary, the number of excess deaths documented and tracked closely mirror the 300,000 COVID 
deaths we’ve seen since January 2020 in the U.S. 

 

 
 


