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To the Editor—Since the early phases of the coronavirus disease
2019 (COVID-19) epidemic across the United States, identifying
and tracking healthcare worker (HCW)-to-HCW transmission

has been a major priority given the risk of exposing other
colleagues, exposing vulnerable patients, and issues of limited
staffing. Policy guidance regarding symptomatic screening for
exclusion from work to mitigate transmission has not evolved
much over the course of the pandemic to date.

From March 20 through April 10, 2020, a total of 2,193 severe
acute respiratory coronavirus virus 2 (SARS-CoV-2) tests were
ordered for HCWs in our institution, and 174 HCWs in our health

Table 1. Principals of Room Movements in Long-Term Care Homes During the
COVID-19 Pandemic

Steps After Identifying a Symptomatic Resident

1. Immediately move the symptomatic resident5 to a private room on
precautions for COVID-19a and place the remaining residents that have
been exposed on precautions for COVID-19. If possible move each exposed
resident to their own private room; if not feasible, keep the exposed
residents within the room, and maintain precautions at the bedside.

2. At a minimum test the symptomatic resident as well as the exposed
roommates for COVID-19.

3. In the event any of the test results are positive for COVID-19, all exposed
residents must be on appropriate precautions for 14 days from their last
exposure to the positive resident. Ideally residents exposed to a positive
resident will be moved to a private room, regardless of their RT-PCR
results.

4. A diagnosis of COVID-19 in a resident of a home, should prompt
consideration of a COVID-19 outbreak. Further testing and suspected
outbreak measures should be implemented at the direction of public
health authorities.

Guideline for Cohorting Residents

1. The fewest room moves possible should be made that ensure safety
of residents. Movement is labor intensive; it generates possible risk
of exposure; and it can distress residents.

2. Asymptomatic exposed residents without confirmed COVID-19 should
never be isolated in a cohort together.b

3. Residents with confirmed COVID-19 during the same outbreak can be
cohorted together if necessary, to allow cleaning and freeing additional
space within the home.

4. If an exposure has occurred the asymptomatic exposed residents should
be moved out and placed in a private room on appropriate COVID-19
precautions (from each other and others) because they are potentially
already infected and incubating.

5. If at all possible, residents should not be moved from a floor with COVID-19
cases to a floor without COVID-19 cases (regardless of the individuals
COVID-19 swab status).

aIn Canada, COVID-19 precautions include droplet and contact precautions, but local
guidance should be followed.
bHigh-risk exposure defined as sustained (>15 min), unmasked contact with a confirmed or
suspected COVID-19 case during the 2 d prior to symptom onset until day 8 after symptom
onset.6
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system tested positive (8% positivity rate). Symptoms were not
recorded for 3 individuals. Of the remaining 171 HCWs included
in our symptom analysis, 69 (40%) were registered nurses, certified
nursing assistants, or care partners; 31 (18%) were clinical admin-
istrative employees; 25 (15%) were physicians (of whom 11 were
house staff); and 46 (27%) consisted of respiratory therapists,
radiology technicians, custodial services, or other ancillary
service delivery workers. In total, 119 HCWs (70%) worked in
the inpatient setting, 41 (24%) worked in ambulatory clinics,
and 11 (6%) had their primary workplace at an offsite office
(eg, a telehealth call center).

The most common initial symptoms were cough (51%), fever
(41%), and myalgia (38%). Additional common symptoms
included headache (30%), nasal congestion and/or runny nose
(28%), severe fatigue (26%), and sore or scratchy throat (25%).
Loss of smell (16%) and loss of taste (15%) were also reported
(Table 1). Variability was noted in the number of initial symptoms:
19% endorsed only 1 presenting symptom, 23% had 2 initial symp-
toms, 26% had 3 symptoms, and 33% had 4 symptoms or more.

Of those HCWs with only 1 initial symptom, the most common
complaint was cough (47%), followed by a sore or scratchy throat
(19%). Only 3 of the 32 HCWs with 1 initial symptom (9%)
reported fever. Only 1 person (3%) reported loss of smell as their
only initial symptom. Of those HCWs reporting 2 initial symp-
toms, the most common combination of initial symptoms was
fever and cough (15%), followed by headache and myalgia
(10%). Approximately one-third of all HCWs did not report fever
or cough as an initial presenting symptom.

Almost half (49%) of all HCWs surveyed reported working at
least 1 day while symptomatic and before calling the HCW hotline
to report symptoms. Of these, 57% worked for 1 day, 18% for 2 days,
10% for 3 days, and 15% for 4 or more days (maximum, 6 days).

Early reports from around the world described COVID-19 as an
illness characterized primarily by fever and cough.1,2 Due to limited

testing capacity, testing access was often initially limited to individ-
uals who presented with these symptoms. Because of the potential
for HCWs to spread SARS-CoV-2 to patients and coworkers, our
health system opted for a low threshold for testing to better char-
acterize the spectrum of disease and reduce inadvertent spread.
Our data suggest that SARS-CoV-2 infection can present with a
wider variety of mild symptoms than was suggested by early stud-
ies. In fact, one-third of HCWs in our study did not report fever or
cough as one of their symptoms, and these individuals would have
been missed by more restrictive testing guidelines. Additionally,
almost half (49%) of the HCWs continued to work while experi-
encing symptoms, some for several days. There are several possible
explanations for this. For example, it was early in the pandemic and
the mild presentation of COVID-19 was not widely recognized.

Our findings have important implications for healthcare systems
and other employers regarding when to test employees and when to
implement mandatory stay-home-from-work policies. Employee
health programs should message that early COVID-19 can present
with subtle viral symptoms, including those mimicking mild
upper-respiratory infections or allergies, and that individuals should
have a low threshold to present for evaluation and testing.

Additionally, our data highlight the importance of universal
symptom monitoring through either a daily survey or mandatory
entry point at facility entrances. Screening HCWs solely for fever
would have missed 60% of SARS-CoV-2–positive individuals in
our sample. Health systems and other work places should consider
strategies that screen for a variety of signs and symptoms of early
COVID-19 infection. Universal symptom monitoring can help
create a culture change in the work place, which includes being
attuned to subtle changes in health and staying home from work
for mild illness. This may be a difficult culture shift for various rea-
sons including financial incentives to continue working, historical
emphasis on presenteeism, and reluctance to miss work and call in
a coworker for mild symptoms that may not impede one’s ability to
work. However, with the COVID-19 pandemic, this critical shift is
essential to stop potential transmission to vulnerable patients and
other HCWs.

Health systems, school districts, and other work places can
learn from this experience to develop pragmatic and effective infec-
tion control policies in the era of COVID-19. Often, areas for
improvement in infection prevention can be identified to help mit-
igate the spread of SARS-CoV-2 within a critical work force.
Especially with concern of a second and potentially multiple fur-
ther waves of COVID-19, leaders can use these lessons to develop
better strategies, further preparedness, and reduce burdens on our
hospital systems and labor force.
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Table 1. Initial Signs and Symptoms Reported in HCWs Diagnosed With
COVID-19

Signs and Symptomsa HCWs (n=171), No. (%)

Cough 88 (51)

Fever 70 (41)

Myalgia 65 (38)

Headache 52 (30)

Nasal congestion/runny nose 48 (28)

Severe fatigue 44 (26)

Sore throat 42 (25)

Loss of smell 28 (16)

Loss of taste 26 (15)

Chills 24 (14)

Difficulty breathing 18 (11)

Chest tightness/pain 13 (8)

Diarrhea 12 (7)

Loss of appetite 9 (5)

Vomiting 2 (1)

Note. HCWs, healthcare workers.
aHCWs could report >1 sign/symptom.
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