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Key points 
• Health workers in contact with and/or who care 

for COVID-19 patients are at a higher risk of 
infection than the general population. Mitigating 
and reducing this risk is essential to protecting 
their well-being and reducing the spread of 
COVID-19. 

• Available scientific evidence suggests that 
appropriate personal protective equipment use, hand 
hygiene best practices, implementation of universal 
masking policies in health care facilities and 
adequate infection prevention and control (IPC) 
training and education are associated with decreased 
risk of COVID-19 among health workers. 

• The prevention of SARS-CoV-2 infections in 
health workers requires a multi-pronged integrated 
approach that includes occupational health and 
safety (OHS) measures as well as IPC. All health-
care facilities should establish or strengthen and 
implement (a) IPC programmes and (b) 
Occupational Health and Safety programmes with 
protocols to ensure HW safety and prevent HW 
infections while in the work environment. 
Ensuring adequate clinical staffing levels is 
recommended to prevent the transmission of 
health care-associated infections. 

• Early detection of SARS-CoV-2 infection among 
health workers can be achieved through syndromic 
surveillance and/or laboratory testing and is a key 
strategy to prevent secondary transmission from 
health workers to patients, between health workers 
throughout health-care settings and from health 
workers to contacts outside of health facilities. A 
national and/or local surveillance and testing 
strategy should be developed and implemented. 

• A system for managing exposures based on risk 
assessment should be in place to promote and 
support health workers’ reporting of occupational 
and non-occupational exposures to or symptoms 
of COVID-19. 

• A system for managing suspected infections, 
including measures for health workers who test 
positive for SARS-CoV-2 and those who are 

 
1 Health workers are defined by WHO as all people engaged in 
actions with the primary intent of enhancing health, including 

symptomatic and test negative for SARS-CoV-2, 
should be in place. 

• Clear criteria for returning to work should be 
established according to the WHO principles for 
discontinuing isolation for COVID-19.  

• Health systems and facilities should maintain a 
blame-free culture with regards to COVID-19 
infections in health workers. 

• WHO has provided several tools for surveillance 
and studies to better understand the extent of 
infections and risk factors for SARS-CoV-2 
infection among health workers. 

 

Background 
Health workers,1 in particular those in contact with and/or who 
care for COVID-19 patients, are at higher risk of being infected 
with SARS-CoV-2 than the general population.(1,2) Data 
collected by the World Health Organization (WHO) global 
surveillance for COVID-19, primarily from European and 
American countries, estimate that approximately 14% of 
COVID-19 cases reported to WHO are among health workers. 
Transmission of the SARS-CoV-2 virus to health workers has 
been documented to occur in both acute care and long-term care 
settings; from patients and residents to health workers as well as 
among health workers, also potentially associated with exposures 
to infected co-workers in common areas and break rooms.(3–7) 

As the pandemic evolves, studies indicate that transmission 
involving health workers is also occurring in community settings 
(such as in households) in addition to health care settings.(6,8–
12) COVID-19 infections among health workers may lead to a 
depleted workforce during a time when the demand on the health 
care system has increased. In addition, health workers who are 
infected are at risk of transmitting SARS-CoV-2 virus to others 
in households and other community settings. For more 
information on evidence of the epidemiology and risk factors of 
health worker infections see Box 1. An understanding of the 
transmission of SARS-CoV-2, as described in the WHO 
Transmission of SARS-CoV-2: implications for infection 
prevention precautions(1) a key element to implementing 
appropriate infection prevention measures. 

social care workers who often have roles in the provision of care in 
long-term care facilities and in community settings. (61) 

https://www.who.int/news-room/commentaries/detail/transmission-of-sars-cov-2-implications-for-infection-prevention-precautions
https://www.who.int/news-room/commentaries/detail/transmission-of-sars-cov-2-implications-for-infection-prevention-precautions
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This document offers guidance for the prevention, surveillance 
and testing of COVID-19 in health workers1 including the  
management following exposure and eventual safe return to 
work of health workers who have had suspected or confirmed 
SARS-CoV-2 infections. In the WHO surveillance database, the 
term health worker includes physicians, nurses, allied health 
workers (x-ray, laboratory staff, physiotherapists etc.), and 
administrative and support staff, such as cleaning and laundry 
personnel, admission/reception clerks, patient transporters and 
catering staff.(13)  

Prevention of infection in the workplace requires a multi-
pronged, integrated approach that includes IPC and 
occupational health and safety (OHS) measures plus 
adherence to public health and social measures in the 
community. Syndromic surveillance is a process that is often 
used by public health surveillance systems for early outbreak 
detection and focuses on early symptom identification.(14) 
Since early in the COVID-19 pandemic, laboratories have 
been using nucleic acid amplification tests (NAATs), such as 
real time reverse transcription polymerase chain reaction 
(rRT-PCR) assays, to detect SARS-CoV-2, the virus that 
causes COVID-19 disease. Antigen-detecting tests (Ag-
RDTs) are now entering the armamentarium of tools that can 
play a significant role in guiding patient management, public 
health decision making and surveillance of COVID-19.(15)  

This guidance document complements the WHO  Risk 
assessment questionnaire,(16) on management of health 
workers’ infections in the context of COVID-19 and 
Coronavirus disease (COVID-19) outbreak: rights, roles and 
responsibilities of health workers, including key 
considerations for occupational safety and health: interim 
guidance.(17) This guidance is intended for both the national 
and facility levels, for public health authorities, health facility 
administrators, occupational health departments and infection 
prevention and control (IPC) departments or focal points2 and 
may be adapted according to national and local contexts.  

Rapid literature reviews were conducted to gather the 
evidence basis for the development of this document, in 
particular regarding epidemiology of and risk factors for 
SARS-CoV-2 infections among health workers and on 
effectiveness of active and passive syndromic surveillance 
and routine laboratory testing. This guidance document has 
been developed by consulting the WHO ad-hoc COVID-19 
IPC Guidance Development Group (COVID-19 IPC GDG), 
as well as external experts and WHO staff with expertise in 
the field of occupational health and health work forces’ rights 
and development. These groups reviewed the available 
evidence, considered various country experiences and 
formulated this consensus-based advice for syndromic 
surveillance and testing of health workers. 

 

Box 1: Evidence on the epidemiology of and risk factors for health worker infection  

Limited data are available globally and at country level about SARS-CoV-2 infection among health workers. WHO has recently 
produced a summary of health worker SARS-CoV-2 infections.(18) Briefly, WHO global surveillance for COVID-19, primarily in 
countries in the WHO European and American Regions, indicate that approximately 14% of COVID-19 cases reported to WHO are 
identified as occurring in health workers. Even among countries with >75% completion of variables for the data submitted related to 
health worker status, the proportions of health workers infected varied broadly, ranging from 2-35%. Timing of reporting, fluctuation 
of community transmission patterns and facility implementation of IPC measures had an impact on occurrence of health workers’ 
infections. A recent report from the International Council of Nurses, who conducted a survey of 50 countries, mostly from the Europe 
and the Americas, found that health worker infections ranged from 1-32% of all confirmed COVID-19 cases.(19) 

Limited availability of published data on health worker infections can be attributed in part to difficulties in distinguishing 
infection acquisition in community outbreaks from that in health-care settings and differences in data confidentiality aspects of 
health worker surveillance. In general, there are limitations to obtaining comprehensive data, such as high variability in the 
completeness of the information.  

Studies cited in a living rapid review commissioned by WHO on the epidemiology and risk factors for COVID-19 and other 
coronaviruses (SARS-CoV-1 and MERS-CoV), in health workers,(3) found that estimates of SARS-CoV-2 infections among 
health workers vary significantly across studies. The incidence of SARS-CoV-2 infection (PCR-positive) ranged from 0.4% to 
49.6%, and the prevalence of SARS-CoV-2 seropositivity ranged from 1.6% to 31.6%, depending on the study. Factors 
contributing to increased risk of occupationally acquired SARS-CoV-1, MERS CoV, or SARS-CoV-2 infection include 
variability in estimates include differences in settings, type and length of exposure(s), increased intensity of community 
transmission where health facilities are, presence and severity of symptoms and inadequate use and supplies of personal 
protective equipment (PPE), among others. Some key findings of the living review include (3): 

• Appropriate personal protective equipment use, hand hygiene best practices, implementation of universal masking 
policies in health-care facilities, and adequate infection prevention and control (IPC) training and education for all HWs 
are associated with decreased risk of infection in health workers. 

• Available evidence does not find an association between age and sex or health worker role (e.g. nurse versus physician) 
and risk of SARS-CoV-2 infection. 

• SARS-CoV-2 infections have been observed in various hospital departments and health workers performing in different 
roles, including those without direct patient contact. 

• Certain exposures (e.g., performing intubations, direct patient contact, and contact with bodily secretions) and 
inconsistent/incomplete use of PPE are associated with increased risk of coronavirus infections in health workers. 

 
2 IPC focal point is defined as a professional appointed to be 
in charge of IPC at the national, sub-national or 
facility/organization level.(62)  

https://apps.who.int/iris/handle/10665/331496
https://apps.who.int/iris/handle/10665/331496
https://apps.who.int/iris/bitstream/handle/10665/331510/WHO-2019-nCov-HCWadvice-2020.2-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/331510/WHO-2019-nCov-HCWadvice-2020.2-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/331510/WHO-2019-nCov-HCWadvice-2020.2-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/331510/WHO-2019-nCov-HCWadvice-2020.2-eng.pdf?sequence=1&isAllowed=y
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Transmission of the SARS-CoV-2 virus to health workers has been documented in acute care  and long-term care settings: from 
patients and residents to health workers from one health worker to another, including possible exposures in common areas and 
break rooms.(3–7) Seroprevalence and genomic studies have been and are currently being conducted among health workers. 
Studies indicate that transmission involving health workers also occurs in community settings (such as households) in addition 
to health care settings.(6,8–12)  

While appropriate use of PPE is one critical protective measure for health workers, strategies to mitigate harms associated with 
prolonged and reuse of PPE and other identified risk factors are described in the WHO interim guidance: Coronavirus disease 
(COVID-19) outbreak: rights, roles and responsibilities of health workers, including key considerations for occupational safety 
and health: interim guidance. (17) 

 
Key principles for preventing infections in health workers 
The prevention of SARS-CoV-2 infections in health workers 
requires a multi-pronged integrated approach of IPC and 
occupational health and safety (OHS) measures.(17,20)WHO 
recommends that all health care facilities should establish and 
implement IPC programmes and OHS programmes with 
protocols to ensure health worker safety and prevent 
infections with COVID-19 in the work environment.(20)  

Studies report that health workers in areas impacted by 
COVID-19 experience high levels of depression, anxiety, and 
psychological distress.(21–23) Health worker shortages and 
long shifts without adequate rest periods and shortages of 
personal protective equipment are important determinants 
leading to fatigue, and inadequate adherence to infection 
prevention practices.(21,22) This has been highlighted by 
WHO in guidelines, in which adequate staffing levels and 
adequate IPC training are strongly recommended as a core 
components of effective IPC programmes to prevent health 
care-associated infections, including those spread through 
outbreaks.(20) Lack of adequate social health protection 
measures such as health monitoring, sick leave for quarantine 
and “stay home if unwell” policies for certain groups of 
health workers (e.g. self-employed private providers, 
community health workers and lay providers) has also been 
reported. Therefore, WHO has previously recommended the 
establishment of national IPC and OHS programmes at the 
national level and in all health care facilities.(24) 

Below is a list of existing and new recommendations to 
prevent SARS-CoV-2 health worker infections. 

1. Establish an infection prevention and 
control programme   

The WHO Guidelines on core components of infection 
prevention and control programmes at national and acute 
health care facility levels (20) are the foundation of WHO 
strategies to prevent current and future threats from infection 
and antimicrobial resistance in health care. A facility level 
IPC programme with a dedicated and trained IPC team, or at 
minimum an IPC focal point, should be in place and 
supported by the national and facility senior 
management.(20) Ensuring adequate clinical staffing levels is 
recommended as a core component to prevent the 
transmission of health care-associated infections, in particular 
spread through outbreaks. Minimum requirements(25) have 
been identified to facilitate the step-wise implementation of 
the WHO core components for IPC programmes, in particular 
in countries where IPC is limited or non-
existent.(25) Achieving the IPC minimum requirements and 
more robust and comprehensive IPC programmes according 
to all WHO IPC core components across the whole health 
system in all countries, is essential to sustaining efforts to 

control the COVID-19 pandemic and other emerging 
infectious diseases and prevent health care-associated 
infections and antimicrobial resistance.(20,25) 

Long-term care services have been identified as high risk for 
transmission of COVID-19 between residents and staff.(7,26) 
WHO guidance specific to these settings has been developed: 
Preventing and managing COVID-19 across long-term care 
services; policy brief,(27) Preventing and managing COVID-
19 across long-term care services web annex(28)  and 
Infection prevention and control guidance for long-term care 
facilities in the context of COVID-19.(29) They should be 
utilized in addition to the above IPC documents. 

Specific IPC measures, recommended by WHO, to reduce 
transmission of SARS-CoV-2 among health workers are 
described in a number of key IPC technical guidance 
documents,(2,29–33) and include the following:  

• Ensure triage, early recognition, and source control 
(isolating suspected and confirmed COVID-19 cases 
including long-term care residents, 

• Apply standard IPC precautions for all patients, with 
special attention to appropriate hand hygiene and 
environmental cleaning, 

• Implement additional precautions (droplet and contact 
and, wherever applicable, for aerosol-generating 
procedures, airborne precautions) for suspected and 
confirmed cases of COVID-19 universal medical 
masking by health workers in health-care facilities, 
including in common areas where health workers 
interact, 

• Implement administrative controls, such as IPC 
policies and procedures, including appropriate 
behaviours and compliance with key IPC measures in 
common areas,  

• Use or introduce environmental and engineering 
controls such as appropriate ventilation. 

2. Establish an occupational health and safety programme  

All health services should have an occupational health and 
safety policy and programme including occupational health 
focal point or occupational health service; labour-
management committee for health and safety; regular 
workplace risk assessment covering all hazards and the 
effectiveness  of their controls; immunizations; blame-free 
reporting of accidental/unprotected exposures to pathogens 
and incidents; medical surveillance, education and training of 
workers; and hygiene measures.(34) Specific measures to 
protect health workers from occupational risks amplified by 
the COVID-19 pandemic are described in the WHO interim 
guidance “COVID-19: Occupational health and safety of 
health workers, right and responsibilities” (forthcoming)” and 
WHO/ILO “Occupational safety and health in public health 

https://apps.who.int/iris/handle/10665/331510
https://apps.who.int/iris/handle/10665/331510
https://apps.who.int/iris/handle/10665/331510
https://apps.who.int/iris/handle/10665/251730
https://apps.who.int/iris/handle/10665/251730
https://apps.who.int/iris/handle/10665/251730
https://apps.who.int/iris/handle/10665/330080
https://apps.who.int/iris/handle/10665/333074
https://apps.who.int/iris/handle/10665/333074
https://apps.who.int/iris/handle/10665/334020
https://apps.who.int/iris/handle/10665/334020
https://apps.who.int/iris/handle/10665/331508
https://apps.who.int/iris/handle/10665/331508
https://www.who.int/publications/i/item/occupational-safety-and-health-in-public-health-emergencies-a-manual-for-protecting-health-workers-and-responders
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emergencies: a manual for protecting health workers and 
responders”.(35)  

A key element for transmission prevention and control in 
health care settings is the application of engineering, 
environmental and administrative controls in addition to 
individual behaviours and PPE. In addition to the core 
elements of IPC and OHS programmes described above, the 
following measures should be included to prevent health 
worker infections:  

• Regular assessment of risks and effectiveness of 
control measures, including compliance with IPC and 
safety protocols and occupational risk assessment, 

• Education and training of all staff on IPC measures 
and occupational health and safety, including 
regular refresher training, 

• Access to and appropriate use of supplies for IPC such 
as hand hygiene supplies and PPE (medical masks, 
respirators, eye protection, gloves, gowns), that should 
be available in sufficient quantity and size ranges, and 
meeting quality standards,  

• Monitoring of IPC procedures and regular feedback to 
various audiences including clinical staff, supported 
by mentoring and supervision for practice; and 
reinforcement of skills to establish strong social norms 
related to IPC adherence,(36)  

• Monitoring behavioural and social barriers and 
enablers for health worker adherence, such as 
perceptions about the value of procedures, confidence 
about following procedures and perceptions about 
available support, (36) 

• Occupational health and safety policies and 
procedures including: 

– staff screening and testing, staff illness 
protocols and safe return-to-work polices   

– policies to allow staff to stay home if unwell, 
without loss of income 

– procedures for blame-free reporting and 
investigation of unprotected exposures and 
contacts with suspected or confirmed COVID-
19 cases 

– management protocols to ensure sufficient staff; 
safe staff-to-patient ratios; appropriate shifts; 
rest periods in areas with adequate space and 
ventilation; and reminders to staff to continue 
adherence to IPC procedures 

• Regular communication between staff and senior 
management, including staff participation in planning, 

• Cooperation between employers and sub-contractors 
operating in the same health facility in developing and 
implementing safety protocols and protective 
measures. 

 

Early detection of SARS-CoV-2 infections in health 
workers to prevent further transmission 
Early detection of COVID-19 infection among health 
workers can be achieved through syndromic surveillance 
and/or laboratory testing and is a key strategy to prevent 
secondary transmission to patients, between health workers 
and throughout health-care settings.  

Syndromic surveillance can be conducted using passive 
methods (e.g. relying on self-reporting of symptoms or illness 
by HWs) or active methods (e.g. that involves interviewing 
or assessing HWs to identify suspected cases of the disease 
under surveillance.(14,37)  
 
Fever is a common symptom of COVID-19. A systematic 
review found that fever, myalgia or arthralgia, fatigue, and 
headache are common among COVID-19 patients.(38,39) 
Loss of taste (ageusia) and smell (anosmia), ocular pain, 
general malaise, and extreme tiredness have also been 
reported.(6,7) Some cases have not reported any 
symptoms.(40)   
 
Limited available studies have found that PCR testing is more 
frequently positive among symptomatic health workers 
compared to those without symptoms (odds ratio ranging 
from 3.5-19.4).(12,41–44)The proportion of health workers 
who tested positive while asymptomatic has been found to 
range between 12- 23.1%.(11,26,41,43,44) 
 
A small study from Scotland, United Kingdom, in which health 
workers who reported symptoms were promptly tested  for 
COVID-19, rather than quarantined for up to 14 days, noted 
that testing may have saved the health system 
approximately 8573 lost workdays due to reduced staff 
absences.(45) A recent large multicenter study of long-term 
care facilities conducted in the United States of America found 
that 1.3 cases of COVID-19 were found in health workers for 
every 3 cases identified among residents. This finding is 
consistent with other studies conducted in long-term care 
settings that found cases of COVID-19 in health workers when 
a wide testing strategy for all health workers was implemented 
once a resident was identified as positive for COVID-19(7).  
 
In general, while studies show that testing health workers on 
a regular schedule is likely to identify infection, clear 
intervals for routine testing or time points have not been 
identified.(46–49)  
 
Based on available evidence, WHO advises the following: 

1. Syndromic surveillance of health workers for COVID-
19 symptoms should be performed before they enter the 
workplace. This should include: 

• Passive surveillance: encourage health workers 
to report symptoms to the occupational health 
professional or another designated officer in the 
facility before their shift (including via routine 
digital reporting forms where available), and during 
or after their shift.  

• Active surveillance: establish a confidential process 
for ensuring health workers are screened for 
symptoms of COVID-19, including fever, and any 
potential exposure risks on arrival for their shift. 

Passive surveillance may be the only option when resources 
are limited, but active syndromic surveillance should be 
considered if human resources and logistics permit it. All 
efforts to institute active syndromic surveillance are 
recommended when there are clusters of transmission in the 
health facility or in the areas where the health facility is 

https://www.who.int/publications/i/item/occupational-safety-and-health-in-public-health-emergencies-a-manual-for-protecting-health-workers-and-responders
https://www.who.int/publications/i/item/occupational-safety-and-health-in-public-health-emergencies-a-manual-for-protecting-health-workers-and-responders
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located. If there is community transmission 3 , syndromic 
surveillance is critical. 

Symptoms to be monitored for syndromic surveillance of 
health workers should include, at minimum: fever, dry cough, 
myalgia, arthralgia, fatigue, headache, shortness of breath, 
anosmia and ageusia. Staff with any of the above symptoms 

or who fail the screening process should contact their OHS 
for further instructions. Employment policies should be in 
place, such as sick leave and ability to stay home if unwell, 
that grant confidentiality and are non-punitive for health 
workers who become contacts4, or infected with SARS-CoV-
2.(17)   

 

 Table 1. Examples of syndromic surveillance approaches 

COVID-19 Transmission 
scenario (50) 

Type of syndromic surveillance 
for health workers 

Possible approach 

No cases or Sporadic cases Implement passive syndromic 
surveillance 

• Staff self-report to occupational health or other 
designated officer if they experience any symptoms 
including fever. 

Clusters of cases Implement passive syndromic 
surveillance, consider active 
surveillance if resources available 

• Staff self-report to occupational health or other 
designated officer if they experience any symptoms 
including fever.  

• If resources are available, consider a process to 
actively monitor staff for symptoms including fever.  

Community transmission Implement active syndromic 
surveillance 

• A process is put in place in which staff temperatures 
are monitored and staff are assessed actively 
(screened) for symptoms at the beginning of each 
shift at minimum. 

 
2. National and sub-national testing strategies for health 
workers for detection of SARS-CoV-2 infections should 
be developed and implemented. 

Adequate laboratory testing for SARS-CoV-2 infections is 
another element needed to more accurately identify SARS-
CoV-2 transmission among health workers.(15,51) When 
considering a testing strategy, the following contextual 
factors should be taken into account: effectiveness of the 
facility’s occupational health and IPC programmes (including 
protocols fully implemented by employers/management and 
demonstrated staff adherence to protocols), the local 
transmission scenario, available resources and infrastructures 
for testing, and the impact of COVID-19 on the health 
workforce (e.g. potential absences due to sick leave, self -
isolation or quarantine).  In settings with limited resources in 
areas of community transmission, WHO recommends  that  
health workers be prioritized for testing, regardless of 
whether they are a contact of a confirmed case (to protect 
health workers and reduce the risk of nosocomial 
transmission).(52)  

WHO provides recommendations for RT-PCR and antigen-
based testing for the diagnosis of SARS CoV-2.(15,51) 

The testing strategy should include: 

a) Testing health workers following exposure to SARS-
CoV-2 

Health workers in a health-care facility who are contacts4 of 
a suspected or confirmed case(53), as a result of an 

 
 3 Community transmission is described as outbreaks with the 
inability to relate confirmed cases through chains of transmission 
for a large number of cases, or by increasing positive tests through 
sentinel samples(50)  
4 A contact is a person who has experienced any one of the 
following unprotected exposures during the 2 days before and the 

unprotected exposure at work or in the community, should 
consult the occupational health focal point to be assessed 
using the WHO risk assessment and management of exposure 
of health care workers tool.(16) WHO recommends that all 
contacts with high-risk exposure should be tested for SARS-
CoV-2.  

b) Routine testing of health workers for COVID-19 
surveillance  

The need for routine testing should be decided using a risk-
based approach and the following factors should be taken into 
account: 

• The intensity of transmission in the setting of the 
health facility(ies), for example in the presence of 
community transmission or intense outbreaks of 
COVID-19.  

• The capacities of the facility and laboratories to 
conduct the testing including financial and human 
resources available, as well as availability of testing 
materials and laboratory capacity. 

• The volume of patients identified as positive for 
SARS-CoV-2, admitted to the facility or being 
assessed by health workers. 

• The positivity rate among staff. 
• The number of staff who are ill but not diagnosed 

with COVID-19 and in quarantine as contacts for 
COVID-19, leading to inability to provide adequate 
and safe staffing levels.  

14 days after the onset of symptoms of a probable or confirmed 
case: 1. face-to-face contact with a probable or confirmed case 
within 1 metre and for at least 15 minutes 2. direct physical contact 
with a probable or confirmed case 3. direct care for a patient with 
probable or confirmed COVID-19 disease without using 
recommended personal protective equipment OR 4. other situations 
as indicated by local risk assessments(53) 

https://apps.who.int/iris/handle/10665/331496
https://apps.who.int/iris/handle/10665/331496
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c) Testing health workers in long-term care facilities 

Irrespective of the COVID-19 transmission scenario, health 
workers staffing or working with long- term care 
facilities should be considered for routine testing, and at a 

minimum be tested for COVID-19 as soon as a positive case 
of COVID-19 is identified in either residents or staff.  

Table 2 provides some examples of scenarios for the 
application of a risk-based approach.  

 
 

Table 2: Examples of scenarios and testing strategies for health workers 

Health-care Setting Transmission scenario(50) Possible testing strategy target to consider (where resources allow) 

Acute care No cases or Sporadic cases • Symptomatic health workers  
• Health worker identified as a contact of a SARS-CoV-2 case 

– Health workers associated with transmission to or from 
a patient or resident or with an outbreak investigation 

Clusters or Community 
transmission  

• Symptomatic health workers 
• Health worker identified as a contact of a SARS-CoV-2 case 

– Health workers associated with transmission to or from 
a patient, a cluster, or with an outbreak investigation 

• Health workers working in any clinical area, identifying priority 
areas based on risk assessment (e.g. triage, emergency services or 
COVID-19 wards) where resources are limited 

• All health workers who work in COVID-19 services or facilities  

Long-term care All transmission scenarios • Symptomatic health workers 
• Health workers identified as a contact of a SARS-CoV-2 case 
• Testing of all health workers when a positive case of SARS-

CoV-2 is identified in a resident or staff member  
• Routine testing of health workers, if feasible 

The frequency of health worker testing will depend on the 
level of transmission within a facility and surrounding areas, 
objective(s) of the testing strategy (i.e. surveillance versus 
outbreak control), capacity of the facility and relevant 
laboratories to conduct the testing and national and local 
guidance. During an outbreak of COVID-19, testing should 
be conducted regularly (e.g. weekly, if resources allow) until 
there are no cases of COVID-19 in health workers 
or residents in the facility.(7,26,48)  
 

Managing health worker exposures, infections and safe 
return to work 
A blame-free system for managing health worker exposures 
to COVID-19 should be in place to promote and support 
reporting of exposures or symptoms. Organizations providing 
health care should have paid sick leave policies for health 
workers that are non-punitive, not associated with any 
financial disincentives, confidential, flexible and consistent 
with public health guidance. OHS focal points should keep 
confidential records of health workers who are exposed to 
COVID-19 and monitor those who develop or report 
symptoms or test positive. 

A key element for developing policies for managing health 
worker exposures, infections and the safe return to work is 
available evidence about the duration of viral shedding 
among COVID-19 patients and in particular the timeframe 
within which replication-competent virus can be isolated. The 
WHO scientific brief Criteria for releasing COVID-19 

patients from isolation(54) provides an overview of the 
evidence.  
Accordingly, the following guidance is based on several 
studies showing that in patients with mild to moderate 
COVID-19, replication-competent virus has not been 
recovered after 10 days following symptom onset. 
 
WHO provides the following advice: 

1. Health workers should be encouraged to report both 
occupational and non-occupational exposures to COVID-19.  

If a health worker reports an unprotected exposure to 
COVID-19, fails syndromic screening on arrival or develops 
symptoms during their shift, clear policies and procedures 
should be in place outlining the steps that should be taken, 
which include: 

• Instructions for the health worker to immediately stop 
working, put on a medical mask if not already wearing 
one, report to their OHS officer and self-isolate. 

• OHS should meet with the health worker to 
conduct an assessment and exposure history where 
resources permit, or ask the health worker to complete 
and submit the form for the WHO Risk assessment 
and management of exposure of health care workers 
in the context of COVID-19. 

• OHS should identify a risk categorization based on the 
risk assessment tool for a health worker who has had 
an unprotected exposure and determine appropriate 
management, including the health worker’s ability to 
return to work. 

https://apps.who.int/iris/handle/10665/332451
https://apps.who.int/iris/handle/10665/332451
https://apps.who.int/iris/handle/10665/331496.
https://apps.who.int/iris/handle/10665/331496.
https://apps.who.int/iris/handle/10665/331496.
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• OHS should contact local public health authorities to 
notify them about health workers who report both 
occupational- and non-occupational related exposures 
and to arrange appropriate follow-up and monitoring. 

• The occupational disease should be reported 
according to OHS Acts. 

• Strategies to mitigate workforce shortages should be 
in place.(17,34,55,56) 

Further information on risk assessment and management of 
COVID-19 exposures among health workers can be found 
here.(16) The approach indicated in this guidance 
distinguishes exposures with high and low risk for COVID-

19 infection. The key advice for different situations is 
summarized in Table 3.   

Based on risk classification post-exposure, the occupational 
health and safety department can advise the health worker to: 

• Continue to work depending on ability to do so and 
the exposure risk assessment, 

• Provide recommendations to monitor symptoms and 
for additional follow-up as needed,  

• Arrange for testing for SARS-CoV-2 according to 
the national and local testing strategy, 

• Consider quarantine, depending on the nature of the 
exposure.   

 

Table 3: Health worker exposure risk and advised actions  

Exposure type Health worker status  Advice 

Lower risk exposure in the workplace: 
• provided direct care to COVID -19 

patient while wearing required PPE and 
following IPC precautions, 

• present during an AGP on a patient with 
COVID-19 while wearing required PPE 
and following IPC precautions, 

• exposure to colleague who is a suspect 
or  COVID-19 positive case at work 
while wearing a mask. 

 

No symptoms 
(asymptomatic) 

• May continue to work following IPC measures 
including local requirements for wearing of 
masks. 

• Test for SARS-CoV-2, if resources available. 
Follow guidance for Diagnostic Testing for 
SARS CoV-2.(51)  

• Reinforce IPC measures (physical distancing, 
hand hygiene, PPE and use of masks. 

• Self-monitor for symptoms for 14 days and 
report immediately to OHS if any symptoms 
develop. 

• If positive, identify contacts and follow up 
according to contact tracing procedures. 

 

Symptomatic • Staff member self isolates.  
• Monitor with OHS. 
• Test for SARS-CoV-2. Follow guidance for  

Diagnostic Testing for SARS CoV-2.(51) 
• If positive, identify contacts and follow up 

according to contact tracing procedures. 

Higher risk exposure in the workplace: 
• provided direct care to COVID-19 

patient with no or inappropriate PPE,  or 
a breach in PPE integrity or other IPC 
precautions not followed (i.e.  hand 
hygiene not performed as per the WHO 
5 moments, lack of cleaning and 
disinfection of surface/environment), 

• present during an AGP without or 
inappropriate PPE, breach in PPE 
integrity, or other IPC precautions not 
followed (e.g. hand hygiene not 
performed per the WHO 5 moments, 
lack of cleaning and disinfection of 
surface/environment), 

• exposure (>15 min face-face contact, < 
1m) to a colleague who is identified as 
positive for COVID-19 with no masks 
(e.g. in a break room, while eating  etc.), 

• exposure to splash or spray of body 
fluids/blood and/or a puncture/sharp 
injury. 

No symptoms 
(asymptomatic) 

• Staff to quarantine for 14 days after last 
exposure. 

• Staff to remain off work for 14 days from last 
exposure. 

• Test for SARS CoV-2. Follow guidance for  
Diagnostic Testing for SARS CoV-2(51) 

• If positive, identify contacts and follow up 
according to contact tracing procedures. 

• Monitor daily for symptoms and notify OHS. 

Symptomatic • Staff member self-isolates. 
• Test for SARS-CoV-2. Follow guidance for 

Diagnostic Testing for SARS-CoV-2.(51)  
• Identify contacts and follow up according to 

contact tracing procedures. 
• See guidance below for return to work. 
 

https://apps.who.int/iris/handle/10665/331496
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
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Non-occupational exposure (e.g. contact4 with 
a confirmed cases who is a family or 
community member). 

 

Asymptomatic • Quarantine for 14 days after the last exposure. 
• If positive, identify contacts and follow up 

according to contact tracing procedures. 

Symptomatic • Staff member to isolate. 
• Test for SARS-CoV-2. 
• Follow guidance for Diagnostic Testing for 

SARS-CoV-2.  
• If positive, identify contacts and follow up 

according to contact tracing procedures. 
• See the guidance below for return to work. 

 

2. Managing health worker infections  

Any health worker who identifies as symptomatic or tests positive for SARS-CoV-2 should: 
• immediately be isolated and stop all patient care activities,  
• inform their supervisor who should notify the IPC and OHS, 
• seek care if feeling unwell or symptoms worsen through the appropriate referral system. 

The following table outlines the advice and the management steps in the event a HW tests positive for SARS-CoV-2. 

Table 4: Measures for health workers positive for SARS-CoV-2 

Health worker status IPC Measures 

Health worker tests SARS-CoV-2 
positive (with or without 
symptoms) 

• Isolate in a health care facility, designated setting (e.g. health-care facility, non-
traditional facility), or at home (51) as appropriate and according to clinical 
condition for a minimum of 10 days plus 3 days without symptoms (33) 

Health worker is symptomatic but 
tests  negative for SARS-CoV-2 

• Follow guidance for Diagnostic Testing for SARS-CoV-2,(51)  
• Consult with the OHS on whether to return to work and consider if additional testing 

is required for alternate diagnoses according to local guidance, 
• Any health worker permitted to return to work should be advised of symptoms to 

monitor and follow infection control guidance as described above, including the use 
of appropriate PPE. 

If a health worker’s infection is related to an occupational 
exposure such as incorrect IPC practices, appropriate 
corrective measures, such as refresher training for staff on 
IPC measures, should be put in place to address and correct 
breaches. Facilities should ensure adequate supplies of 
appropriately fitted PPE are available for health workers and 
that processes are in place for monitoring and observation of 
IPC procedures, including fit checking of respirators, and 
correct order for PPE removal and disposal. There also should 
be workplace reminders to use hygiene measures during work 
activities and take adequate rest periods. Details can be found 
in the WHO OHS document.(17)  

OHS will need to balance the risk of essential health worker 
shortages against the risks of exposure and implementation of 
work restrictions according to the transmission scenarios in 
the facility and community against. 

 

3. Health worker return-to-work advice 
WHO principles for discontinuing isolation for COVID-
19 patients should be adopted when taking decisions about 
return to work of health workers who were affected by 
COVID-19, with some additional considerations for 
specific sub-populations of health workers. Current WHO 

 
5 Without the use of antipyretics(54) 

criteria for releasing COVID-19 patients from isolation are as 
follows:(54) 

• Symptomatic patients may be released from 
isolation 10 days after symptom onset, plus at least 
3 additional days without (including without fever5 
and without respiratory symptoms).   

• Asymptomatic individuals can be released from 
isolation 10 days after they first tested positive.  

Some individuals may experience symptoms (such as a post 
viral cough among others) beyond the period of infectivity 
or minimum 13 days of isolation (54). Medical assessment 
on a case by case basis should determine whether health 
workers are fit to return to work. Additional information can 
be found in the WHO Clinical management of COVID-19 
interim guidance.(57) 
 
Countries may choose to continue to use PCR testing to 
discontinue isolation for health workers who were 
symptomatic and tested positive for COVID-19 to 
allow them to return to work when the have recovered  
clinically and have two negative PCR tests on sequential 
samples  taken at least 24 hours apart.(54,57) 
 

预览已结束，完整报告链接和二维码如下：
https://www.yunbaogao.cn/report/index/report?reportId=5_24306

https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/334254/WHO-2019-nCoV-laboratory-2020.6-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/handle/10665/331510
https://apps.who.int/iris/bitstream/handle/10665/332196/WHO-2019-nCoV-clinical-2020.5-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/332196/WHO-2019-nCoV-clinical-2020.5-eng.pdf?sequence=1&isAllowed=y

