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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 45. This week we focused on fatality rates and diagnostic pool testing. 
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. You can find all previous Q&As at www.workcare.com/resources. 
 
Here are links for your reference:  

• January 20 Webinar Recording 

• Questions & Answers from the January 13 Webinar 
 

TESTING/DETECTION 

Q: Have you heard about a breath-based diagnostic test using gas chromatography? Does this look feasible to 
apply in time for workplaces to do on-the-spot testing for door screening? 

A: There is a company that utilizes gas chromatography for COVID-19 screening. It has been launched using  
large kiosks. The company has launched Version 2, as well. I don’t know about the cost, but I have seen that 
it has been used on university campuses and in large public venues. You use a little straw to blow into the 
machine and it can report within minutes whether you are positive for COVID-19. It’s a fabulous 
technology. It is still emerging in terms of being able to scale up, but it may be efficacious for industries 
such as transportation. Here is a related research paper that may be of interest to you. 

 
Q: I have heard there are companies training dogs to "smell" COVID, kind of like drug dogs at the airport.  

What do you know about this?   
A: This is not the first time our canine friends, who have a far keener sense of smell than humans, have been 

used medically. I am not aware of any peer-reviewed studies on COVID detection, but it’s not that far-
fetched. There are dogs who are trained to detect some types of cancer cells in humans. Having a canine 
assay for COVID detection sounds quite nice to me with regard to the comfort level for those getting 
tested. (To learn more about research involving dogs, refer to this article in Nature.) 

  
Q: What is the approximate probability of getting a false-negative result for a person who is tested while 

symptomatic using either a PCR test or rapid test? 
A:  It is all predicated on the accuracy, sensitivity and specificity of the test. We know some PCR tests have 95 

percent sensitivity and 100 percent specificity. With regard to rapid tests, there is significant variability in 
results.  

 
Q: Is there currently such a thing as a rapid PCR test?   
A: Yes, the FDA has issued Emergency Use Authorization for rapid PCR tests as well an antigen tests. For more 

information, refer to the FDA’s web page on In Vitro Diagnostics EUAs.  
 
Q:  When doing pool testing of 24 saliva samples, do employees have to do more than one test if there is a 

positive test result in the pool or can you use the same sample for follow-up tests? 
A: The process I described during my presentation only requires one sample to be taken from an individual. 

This saves time and reduces costs. The sensitivity and specificity of PCR technology has improved so 

https://www.youtube.com/watch?v=fIiedsDayqY
https://www.workcare.com/wp-content/uploads/2021/01/WorkCare_COVID-19_Webinar-QA_011321.pdf
https://www.researchgate.net/publication/344883716_Diagnosis_of_COVID-19_by_analysis_of_breath_with_gas_chromatography-ion_mobility_spectrometry_-_a_feasibility_study
https://www.nature.com/articles/d41586-020-03149-9#:~:text=Canines%20seem%20to%20detect%20coronavirus,the%20approach%20is%20scaled%20up.
https://www.fda.gov/medical-devices/coronavirus-disease-2019-covid-19-emergency-use-authorizations-medical-devices/vitro-diagnostics-euas


 
dramatically that we can now detect in these pools adequate RNA from the virus itself without having to 
get a second sample from each individual in the pool. From a pool of 24 samples, we can subsequently test 
in pairs using the same saliva samples. If a pair tests positive, then two individual diagnostic tests are 
performed. 

 
Q: I am receiving questions/comments from employees about testing samples and the potential for their DNA 

to be studied without the person knowing or giving their consent. Assuming this will differ per contract and 
among labs, are some samples saved and studied? Not all are destroyed, correct? 

A: I am not aware of all of the legalities around storage of samples for COVID-19 testing. The question is, can 
samples be preserved and used for something other than the donor’s intent? That would be specific to 
particular testers and their collection methodology, and the consent form that they have someone sign. I 
would look into the specific instance. You should find your answer on the consent form regarding storage 
and testing parameters. A vendor may have individuals consent to collection and storage of samples and 
utilization for other purposes. For the collection of mass seroprevalence data that was done nationwide in 
partnership with the CDC and private industry labs, we know that blood samples were used to see who had 
been exposed to COVID-19 and recovered, but that was part of a consent process for participants donating 
their blood. (The Genetic Information Non-discrimination Act (GINA) contains provisions to prevent the use 
of an individual’s genetic data in employment decisions.) 

 
VACCINE 
 
Q: What can you tell us about reported occurrences of adverse reactions to the Moderna vaccine in 

California? 
A: I have not yet reviewed evidence-based data as to why those particular reactions occurred.  

Here is some related information gathered by WorkCare: According to news reports, six  
people experienced severe allergic reactions and were successfully treated. On Jan. 19,  Moderna 
acknowledged receiving a report from the California Department of Public Health (CDPH) that several 
individuals at one vaccination center in San Diego were treated for possible allergic reactions after 
vaccination from one lot (041L20A) of its COVID-19 vaccine. On Jan. 20,  CDPH announced that it was 
advising providers to immediately resume administration of lot 041L20A vaccine following an in-depth 
review of possible allergic reactions reported by some recipients. No scientific basis was found to continue 
the pause. Moderna confirmed that a total of 1,272,200 doses were produced in batch 041L20A, with 
964,900 already distributed to approximately 1,700 vaccination sites in 37 states. According to CDPH, that 
includes more than 330,000 doses distributed to 287 providers across California. A total of 307,300 doses 
were not yet distributed.  
 

Q: Will current vaccines be effective against variants of the coronavirus that have been detected in the U.S. 
and other countries? 

A: The ability for antibodies to recognize and appropriately defend our body against the virus depends on the 
receptor binding site (RBS) – what has mutated (and we’re talking about the spike protein, in particular) 
from what we have seen over time since day one in Wuhan, China, where there were two strains, S and M.  
What we have also seen over time with the clades, or families of mutations, is that we have not 
experienced a mutation significant enough in observed studies that causes our immune system not to 
recognize the SARS-CoV-2 virus. Even with the mutations and the variants we have seen, our antibodies 
should still recognize that binding site, identify and attach substantially enough to still prevent illness. 
These are called neutralizing antibodies. 

 

https://investors.modernatx.com/news-releases/news-release-details/statement-california-department-public-health-cdph-report
https://www.cdph.ca.gov/Programs/OPA/Pages/NR21-025.aspx

