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COVID-19 is an Occupationally Related Disease

As the world contends with the COVID-19 pandemic, workers across the globe are 

faced with difficult choices. This pandemic has put the disparities between those at the 

upper end of the socio-economic spectrum and those at the lower end in stark relief. Some 

workers are able to work virtually from the safety of their home and others, deemed  

“essential”, must continue to conduct in-person work despite the potential risk to themselves. 

While in still other cases, workers who might feel the need to go to work, because they 

struggle to support their families, do not have the option due to workplace closures and 

must rely on the government or charity to provide food and housing for their families.

Much of the world’s focus has been on community transmission of the SARS-Cov2 

virus and how to stem transmission and reduce the COVID-19 case load that has overcome 

the medical system in many areas. In response to images of overwhelmed hospitals and 

Intensive Care Units, people around the world have expressed gratitude to front-line health 

care workers for their work during the pandemic: banging pans or singing songs at a set time 

every night, putting up signs of support, and donating food. However, few have critically 

examined COVID-19 as an occupationally related disease taking its toll on these and other 

“essential workers”.

The term “essential workers” varies between contexts, but often includes doctors, 

nurses, aides, housekeeping and kitchen staff at hospitals taking care of COVID-19 patients, 

emergency responders, as well as those working at nursing homes, who have been hit hard 

during this pandemic. Essential workers may also include bus and transit drivers, child care 

workers, gas and vehicle repair station attendants, some construction workers, cooks and 

staff at take-out restaurants, bank tellers, postal workers, delivery drivers, meat and food 

processing workers and many, many other behind-the-scenes jobs. What these workers 

often have in common is low wages, lack of hazard pay during the pandemic, poor access 

to regular COVID-19 testing or the kind of personal protective equipment (PPE) and work 

stations required to protect their health. Unfortunately, there is very little information on the 

extent to which these essential workers have shouldered an unequal burden of risk and,  

in turn, the disease.
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Early data suggest the risk to health workers, one group of essential workers for which 

we have some data, is high. One cross-sectional study, screened 9,705 health care workers 

(HCWs) at two hospitals in the Netherlands in the weeks following diagnosis of the first 

COVID-19 patient in that country. They found 14% had reported fever or respiratory symptoms 

in the previous 10 days. Of those, 6% were infected with SARS-Cov2. This represented 1% 

of all HCWs employed at the two hospitals at the time. Although most had mild symptoms, 

24% of those with SARS-CoV-2 had no patient contact, suggesting transmission may have 

occurred outside of COVID wards; either in the hospital or community1. In January during 

the midst of the epidemic in a tertiary hospital in Wuhan China, 1.1% of the 9,684 HCWs 

tested for SARS-CoV-2 using a non-symptom-based testing strategy were positive. Although 

most (84%) had non-severe disease, 1 died2. As of February 24, 2020, the National Health 

Commission of the People’s Republic of China reported that in China, a total of 3,387 of 

77,262 patients with COVID-19 (4.4%) were HCWs or others who worked in medical facilities3. 

In March 2020, the International Association of Nurses4 reported 9% of the COVID-19 

cases in Italy were among HCWs. As of July 2020, Kaiser Health News and The Guardian 

“Lost on the Frontline” program5 had identified 729 HCWs in the U.S. who likely died of 

COVID-19 after helping patients during the pandemic. Without a denominator, however, we 

do not yet know the prevalence rate of HCW infection in the U.S. What is sorely missing is 

a consistent systemic approach by countries to collect data on the prevalence of COVID-19 

cases and mortality among healthcare personnel as well as other “essential workers”.

Fewer data are available on the risk of COVID-19 among other essential workers. As 

of the end of May 2020, COVID-19 outbreaks had been identified in 239 meat and poultry 

processing facilities across 23 states in the U.S. There were 16,233 workers confirmed to 

have COVID-19 and 86 COVID-19–related deaths. Among the 14 states where there were 

data on the total number of workers in the affected meat and poultry processing facilities, 

the rate of COVID-19 was 9.1%. Among the seven facilities who screened all workers, the 

crude prevalence of asymptomatic or pre-symptomatic infection amongst the workers who 

had positive SARS-CoV-2 tests was 14.4%. Risk of exposure is high in these workplaces 

due to close workstations, long work shifts, shared transportation to and from work,  

congregate housing and repeated community contacts with co-workers. In this case, a high 

rate of infection occurred despite company reports of screening workers on entry (80%), 

use of face masks (77%), physical barriers between workers (62%), education (63%), and 
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an increase in the availability of hand hygiene stations (65%)6. These findings suggest more 

work needs to be done to understand which risk mitigation strategies work best, which do 

not, and how they can be most effectively employed.

The Centers for Disease Control and Prevention (CDC) in the U.S. regularly examines 

data on the prevalence of health-related workplace absenteeism, which they define as  

“working <35 hours during the selected reference week because of illness, injury or other 

medical issue”. During March and April 2020, as cases were in increasing in the initial phase 

of the COVID-19 pandemic in the U.S., the overall prevalence of absenteeism was similar 

to the 5-year baseline data across all occupations. But when occupation-specific data were 

examined, April absenteeism among several occupational groups that are part of the  

“essential workforce” was found to be significantly higher than their “epidemic threshold” 

(defined as the upper 95% confidence limit for expected values based on monthly averages 

for the previous 5 years)7. Significant increases in absenteeism were reported for personal 

care and service jobs which include childcare workers; personal and home care aides;  

barbers and hairstylists/cosmetologists; recreation and fitness workers; morticians/embalmers; 

and porters/bellhops. There was also a significant increase in absenteeism among healthcare 

support jobs which include nursing, psychiatric, and home health and therapy aides;  

medical and dental assistants; and phlebotomists. There were also significant increases in 

absenteeism in production occupations which include assemblers and fabricators; food  

processing workers; metal and plastic workers; printing workers; textile, apparel, and furnishing 

workers; woodworkers; and plant and system operators. Absenteeism was also elevated, 

though not exceeding the “epidemic threshold” for transportation and material moving  

occupations that include workers, such as bus and taxi drivers, and material moving workers, 

such as crane operators and hand packers and packagers. Likewise, absenteeism was 

considerably elevated among healthcare practitioners and technical occupations which includes 

physicians, dentists, pharmacists, and nurses, and health technologists and technicians, such 

as dental hygienists, radiologic technicians, and paramedics. The remaining 17 occupational 

groups did not show appreciable changes in absenteeism7. Although absenteeism could be 

for reasons other than COVID-19, previous work has shown that workplace absenteeism is 

a useful indicator for the prevalence of influenza-like illness8,9.
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Table 1 Provisions to Protect Workers during COVID

Workplace changes to allow social distancing 

• Altered work schedules 

• Redesign of workstations with barriers and distancing

• Increase in hand hygiene stations

• Renovation of ventilation systems with high efficiency filtration and/or minimal 

recirculation of air

• Widespread and regular disinfection of work surfaces and toileting facilities

• Restriction of elevator capacity

Personal Protection Equipment

• Provision of appropriate PPE based on task and proximity to other workers

• Fit testing and training in donning, doffing and use of PPE

• Regular maintenance and storage procedures

• Replacement schedule and proper disposal

• Provision of PPE for workers using public transportation

Workplace policies

• Paid sick leave 

• Flexible work hours due to changes in childcare and school schedules during 

pandemic

• Hazard pay during pandemic

• Access to safe childcare facilities that incorporate workplace and PPE provisions 

above

• Access to food services on site

• Stress management and co-worker support programs

This issue is not isolated, or difficult to identify. In the U.S., about 10% of the workforce 

has reported their “current job requires [them to] be exposed to diseases or infections”  

at least once per week. While an additional 18% report that they are in jobs where they are 

exposed to disease or infection at least once per month. In addition to health care professions 

these occupations included roles such as: firefighters, police officers, community health and 

childcare workers, nannies, personal care aides and many others10. Further identification of 
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the workplace factors that put workers at higher risk of infection during pandemics, is an 

important and low-cost public health action. This data, in turn, can be used to inform  

surveillance, testing and tracing programs; and, most importantly, keep workers safe.

Addressing COVID-19 as an occupationally related disease emphasizes the responsibility 

of employers, and society, to provide adequate resources and support systems, so that 

essential workers can go to work safely (Table 1). In the U.S. and elsewhere workers have 

had to demand that many of these protections be put in place. Lack of access to  

appropriate PPE has been a serious problem during the pandemic. Workers have been 

asked to wear the same masks for days or even weeks. Supplies of gloves, face shields 

and gowns, as well as hand sanitizing liquids have run out.

As public health practitioners, we must step forward and demand that “essential workers” 

be provided the essential protection and support commiserate with this designation.  

We must also start routinely collecting occupational information with case and mortality 

surveillance data to better identify occupations and workplaces that can inform data-driven 

testing and tracing efforts to be used for targeted inspections by occupational safety and 

health agencies. This pandemic will be with us for a long time. We must insist the public 

and private sectors put human health first in their rush to re-open the economy. Adequately 

protecting our workforce is fundamental to successfully restarting our economy.
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