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Abstract: The relative contributions of occupational and community sources of COVID-19 among
health-care workers (HCWs) are still subject to debate. In a cohort study at a 2814-bed tertiary
medical center (five hospitals) in the Paris area of France, we assessed the proportion of hospital-
acquired cases among staff and identified risk factors. Between May 2020 and June 2021, HCWs were
invited to complete a questionnaire on their COVID-19 risk factors. RT-PCR and serology test results
were retrieved from the virology department. Mixed-effects logistic regression was used to account
for clustering by hospital. The prevalence of COVID-19 was 15.6% (n = 213/1369 respondents)
overall, 29.7% in the geriatric hospitals, and 56.8% of the infections were hospital-acquired. On
multivariable analyses adjusted for COVID-19 incidence and contact in the community, a significantly
higher risk was identified for staff providing patient care (especially nursing assistants), staff from
radiology/functional assessment units and stretcher services, and staff working on wards with
COVID-19 clusters among patients or HCWs. The likelihood of infection was greater in geriatric wards
than in intensive care units. The presence of significant occupational risk factors after adjustment for
community exposure is suggestive of a high in-hospital risk and emphasizes the need for stronger
preventive measures—especially in geriatric settings. Clinicaltrials.gov NCT04386759.

Keywords: COVID-19; hospital worker; prevalence; occupational risk factor; geriatric medicine;
cluster; community risk factor

1. Introduction

Since early 2020, the coronavirus disease 2019 (COVID-19) pandemic has disrupted
societies and health-care systems worldwide. As was the case during the epidemic of se-
vere acute respiratory syndrome coronavirus (SARS-CoV-1) infections, health-care workers
(HCWs) have paid a high price for their exposure to the pathogen: relative to non-HCWs,
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the adjusted attack rate ratios for SARS-CoV-2 infection and hospital admission in Euro-
pean countries were 3.0 and 1.8, respectively [1]. These elevated ratios might have been
due to dual exposure (i.e., occupational and community) and probably resulted in disease
transmission to both patients and fellow workers [2]. However, the literature data on the
relative contributions of occupational and community sources of infection are contradictory.
Whereas several studies (including some with SARS-CoV-2 genotyping data) reported
that most infections were community-acquired, others stressed the importance of occupa-
tional risk factors [2–18]. Furthermore, very few studies have focused on staff in geriatric
wards and nursing homes [19,20], even though outbreaks have been reported in these
settings [21–23].

It was recently suggested that gaining better knowledge of occupational infection and
associated risk factors is critically important for the development and implementation of
preventive measures in high-risk HCW populations [24]. This issue is especially relevant
when human resources and material resources (e.g., personal protective equipment (PPE))
are scarce and must be optimized.

In the present cohort study, we collected data on the personal and occupational
characteristics of hospital staff working in different settings in the same hospital group
during the first three waves of the COVID-19 pandemic in France. The study’s objectives
were to determine the relative weights of occupational and nonoccupational sources of
infection and to identify occupational risk factors.

2. Material and Methods
2.1. Study Design and Participants

Between 18 May 2020 and 16 June 2021, we conducted a cohort study with prospective
recruitment at Henri Mondor University Medical Center, a 2814-bed tertiary care center
belonging to the Greater Paris University Hospitals (Assistance Publique des Hôpitaux
de Paris). This referral center has five hospitals (of which three are dedicated to geriatric
medicine) and provides acute care, rehabilitation, and long-term care. During the first
recruitment period, all HCWs (caregivers and non-caregivers) were invited by email or
via posters to participate in the survey. The moderate recruitment rate and the greater
availability of real-time reverse-transcriptase polymerase chain reaction (RT-PCR) tests
prompted us to modify the study protocol. Hence, in a second recruitment period (from
5 November 2020), we sought to recruit only HCWs with RT-PCR test data. Given that
some HCWs had been vaccinated by February 2021, we split the second recruitment period
into two parts (before and after 1 March 2021). Our study was initially designed to (i)
retrospectively collect information for the first epidemic wave (starting in March 2020), and
(ii) prospectively study weekly self-questionnaire data from HCWs during the subsequent
pandemic period.

Prior to inclusion, all participants gave informed consent for use of their personal data.
The study was approved by an institutional review board (CPP Ile-de-France IV, Paris,
France, 2020/45) and was registered at Clinicaltrials.gov (NCT04386759).

2.2. Data Collection and Study Variables

Although a hospital-wide, active monitoring program had not been implemented,
HCWs were asked to complete a web-based, standardized, electronic case report form
(CleanWEB®, Telemedicine Technologies SAS, Boulogne-Billancourt, France) regarding
their COVID-19 status and risk factors. The questions concerned the occurrence (from
March 2020 onwards) of COVID-19 symptoms (fever, cough, anosmia, ageusia, and other
suggestive symptoms), a clinical diagnosis of COVID-19 with sick leave, and the dates and
results of RT-PCR tests. Given that all the staff were invited to undergo a SARS-CoV-2
serology test in May 2020, the latter results and the RT-PCR results were retrieved from the
center’s virology lab.

Potential risk factors collected included demographic variables, characteristics of the
domestic environment, work activities, and characteristics of the work environment. These
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data were collected for the two weeks prior to the COVID-19 symptom onset, a diagnosis
of COVID-19, an RT-PCR test, or inclusion in the study. Depending on their work activities
and workplace, the hospital staff were divided into four categories: (1) patient care (e.g.,
physicians, nurses and allied health professionals working in clinical wards), (2) patient
contact without care provision (e.g., nurse managers, receptionists, and hospital porters),
(3) contact with caregivers (e.g., cleaning staff, nursery staff, and some administrative
staff), and (4) little or no contact with caregivers (e.g., researchers, catering staff, and
administrative managers). For logistic regression modeling, medical departments with
limited patient contact constituted the reference category for the “workplace” variable.
We hypothesized that some administrative or technical staff were nevertheless at risk of
infection, and so the group with the lowest COVID-19 prevalence (≤10%) constituted the
reference category for the job category variable.

For each department, we also retrospectively collected monthly administrative data
on the presence of COVID-19 clusters among the patients and/or the staff and the number
and proportion of COVID-19 patients. The latter data were available for inpatient wards
other than psychiatry, rehabilitation, and long-term care. Lastly, daily data on the inci-
dence of COVID-19 in the counties where the HCWs lived were collected from the French
government’s databases (https://www.data.gouv.fr/fr/datasets/indicateurs-de-suivi-de-
lepidemie-de-covid-19/, accessed on 1 November 2021). These data became available on
19 May 2020. The daily incidence was then averaged over a month, expressed per 100,000
inhabitants, and categorized as follows: <50, 50 to 150, 150 to 250, ≥250, or not available.

2.3. Outcome

The study outcome was the participants’ COVID-19 status. At the end of the study,
each participant was classified as (i) not having had COVID-19, (ii) having had a definite
diagnosis of COVID-19, or (iii) having had a probable diagnosis of COVID-19. A definite
diagnosis of COVID-19 was defined as a positive RT-PCR or serology test. A probable
diagnosis of COVID-19 was defined as the presence of suggestive symptoms, sick leave for
COVID-19, and the absence of both RT-PCR and serology test results, or test results that
were not relevant. Indeed, a negative RT-PCR test result 2 or more days before symptom
onset or 10 days or more days afterwards or a negative serology test result less than 10
days after symptom onset were not considered to be relevant. All other participants were
considered not to have been infected.

We also assessed whether the infection had probably been acquired at the hospital
or elsewhere. Community-acquired infection was considered to be very likely in people
who were teleworking only or who had been in contact with COVID-19 cases outside work
only. Hospital-acquired infection was considered to be very likely in people who had been
in contact with COVID-19 cases at work only. Other infections were considered to be of
undetermined origin.

2.4. Statistical Analysis

Continuous variables with a skewed distribution were log-transformed. The corre-
sponding odds ratios (ORs) [95% confidence interval (CI)] were quoted for a standard
deviation increment in the log-transformed value.

The frequency of a definite or probable diagnosis of COVID-19 was estimated, together
with its 95% CI. We compared participants with vs. without COVID-19 using a Mann–
Whitney, chi-squared, or Fisher test, as appropriate. The crude ORs [95% CI] were estimated
in asymptotic logistic regression analyses for variables with p < 0.15. Next, multivariable
ORs were estimated using mixed-effects logistic regression modeling with a random in-
tercept (to account for correlation within each hospital). To avoid the introduction of
strongly correlated variables into the multivariable models, we assessed correlations using
Cramer’s V. Multivariable models were systematically adjusted for the recruitment period,
the regional incidence of COVID-19, and COVID-19 contact in the community. Lastly, two
sensitivity analyses were carried out by (i) using multiple imputations of missing data, and
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(ii) after excluding staff with a probable diagnosis of COVID-19. After checking compliance
with the missing-at-random hypothesis (by exploring the missingness pattern), we used
the multiple-multivariate imputations-by-chained-equations procedure in STATA software
(version 15.0, StataCorp, College Station, TX, USA) to estimate missing values for covariates
associated with COVID-19 status.

The hypothesis testing was two-sided, and results were considered to be statistically
significant when the 95% CI did not encompass the value of 1. Analyses were performed
with STATA software.

3. Results
3.1. Participants

Among 8609 HCWs, 1858 agreed to participate and 1369 (15.9% of the total) filled
out the questionnaire (Figure 1). In sum, 263 respondents (19.2%) worked in one of the
three geriatric hospitals. The median (range) age was 43 (19–71) years, and 72.6% of
the participants were women. Physicians, nurses, nursing assistants, and allied health
professionals (representing about 80% of the HCWs in our hospital) accounted for 62.1% (n
= 849) of the participants. When considering staff in clinical wards (n = 809), 26% worked
in geriatric wards, 16.4% in intensive care units (ICU), 11.4% in emergency departments,
8.8% worked in surgical wards, and 37.5% in other wards.
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Figure 1. Flowchart of the HOP-COVID survey. Figure 1. Flowchart of the HOP-COVID survey.

3.2. Outcome

During the study period, 770 (56.3%) staff had undergone an RT-PCR test and 893
(65.2%) had undergone a serology test. The test results enabled us to classify 1055 (77.1%)
participants. Of these, 213 (15.6%; [95%CI]: 13.6–17.5%) had a definite diagnosis (n = 175)
or a probable diagnosis (n = 38) of COVID-19 (Table 1). COVID-19 was probably hospital-
acquired in 121 (56.8%) cases.
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Table 1. General characteristics of the 213 hospital workers with a definite or a probable diagnosis of
COVID-19.

Total
Diagnosis of COVID-19

Definite Probable p-Values a

N = 213 N = 175 N = 38

Fever and respiratory symptoms 93 (43.9) 76 (43.7) 17 (44.7) 0.91
Anosmia and/or ageusia 89 (42.0) 76 (43.7) 13 (34.2) 0.28

Other symptoms b 159 (74.6) 127 (72.6) 32 (84.2) 0.15
SARS-CoV-2 RT-PCR test

Not performed 49 (23.0) 30 (17.1) 19 (50.0) -
Not helpful c 26 (12.2) 7 (4.0) 19 (50.0)
Negative d 3 (1.4) 3 (1.7) 0 (-)

Positive 135 (63.4) 135 (77.1) 0 (-)
SARS-CoV-2 serology test

Not performed 84 (39.4) 52 (29.7) 32 (84.2) -
Not helpful e 58 (27.2) 52 (29.7) 6 (15.8)

Negative 6 (2.8) 6 (3.4) 0 (-)
Positive 65 (30.5) 65 (37.1) 0 (-)

Patient classification
Positive RT-PCR test 110 (51.6) 110 (62.9) 0 (-) -

Positive RT-PCR and serology tests 25 (11.7) 25 (14.3) 0 (-)
Positive serology test 40 (18.8) 40 (22.9) 0 (-)

Clinical diagnosis/sick leave 38 (17.8 0 (-) 38 (100)
COVID-19 acquisition 0.59

Probably hospital-acquired 121 (56.8) 99 (56.6) 22 (57.9)
Probably community-acquired 51 (23.9) 44 (25.1) 7 (18.4)

Indefinite f 41 (19.3) 32 (18.3) 9 (23.7)

Abbreviations: RT-PCR, real-time reverse-transcriptase polymerase chain reaction. The data are quoted as the
number (col %). a p value for a chi-squared test. b Other symptoms include myalgia, arthralgia, headache, diarrhea,
or unusual fatigue. c A negative RT-PCR test was not considered to be of diagnostic value if it was performed
more than 2 days before symptom onset or more than 10 days after. d All three had a positive serology test. e Only
negative serology tests performed at least 10 days after symptom onset or inclusion date were considered to be of
diagnostic value. f Indefinite acquisition corresponded to the 7 hospital workers who mentioned both occupational
and community sources of infection and the 34 for whom no specific source of infection was identified (although
the workers did confirm that they were not teleworking).

Staff working in a geriatric hospital were more likely than other staff to have had
COVID-19 (29.7% vs. 12.2%, respectively; OR [95% CI]: 3.0 [2.2–4.2]). On univariable
analysis (Table 2), the proportion of staff with COVID-19 was significantly higher when the
regional daily incidence of COVID-19 was ≥50/100,000 inhabitants. There were no signifi-
cant differences between the classes. Accordingly, incidence classes were dichotomized as
<50/100,000 vs. >50/100,000 (OR [95% CI]: 7.5 [4.2–13.3]). COVID-19 contact in the commu-
nity was associated with a higher likelihood of infection. When considering occupational
factors (Table 3), we found that non-teleworking HCWs had a significantly higher risk of
infection. We also observed significant differences between occupations: physicians, nurses,
nursing assistants, and some administrative staff (emergency call handlers/dispatchers,
receptionists, nursery staff, and secretaries) had higher infection rates. The highest pro-
portions of COVID-19 were observed for staff in geriatric wards, radiology/functional
assessment facilities, and stretcher services. There were no significance differences between
the types of geriatric ward (acute, rehabilitation, or long-term care). Staff providing patient
care and those working in wards with COVID-19 patients or COVID-19 clusters were more
likely to have had COVID-19. In clinical wards, this risk increased significantly with the
number and proportion of COVID patients.
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Table 2. General characteristics and community exposure of the 1369 hospital workers included in
the study as a function of their COVID-19 status (univariable analysis).

Diagnosis of COVID-19

Total No Definite/Probable p

Characteristics (n = 1369) a (n = 1156) b (n = 213) b Value c OR [95% CI]

Recruitment period 0.003
18 May 2020–5 November 2020 809 (59.1) 700 (86.5) 109 (13.5) 1.4 [0.7–2.8]

6 November 2020–28 February 2021 471 (34.4) 376 (79.8) 95 (20.2) 2.3 [1.1–4.6]
1 March 2021–16 July 2021 89 (6.5) 80 (89.9) 9 (10.1) Ref.

Hospital (n = 1368, 1155/213) <0.001
Henri Mondor 1000 (73.1) 877 (87.7) 123 (12.2) 0.8 [0.3–1.7]

Albert Chenevier 105 (7.7) 93 (88.6) 12 (11.4) Ref.
Emile Roux (geriatric hospital) 123 (9.0) 83 (67.5) 40 (32.5) 3.4 [2.3–5.2]

Joffre-Dupuytren (geriatric hospital) 68 (5.0) 43 (63.2) 25 (36.8) 4.2 [2.5–7.0]
Georges Clemenceau (geriatric hospital) 72 (5.3) 59 (81.9) 13 (18.1) 1.4 [0.5–3.6]

Regional daily COVID-19 incidence per 100,000 inhabitants <0.001
<50 392 (28.6) 379 (96.7) 13 (3.3) Ref.

50 to 149 157 (11.5) 130 (82.8) 27 (17.2) 6.1 [3.0–12.1]
150 to 249 140 (10.2) 120 (85.7) 20 (14.3) 4.9 [2.4–10.1]
≥250 246 (18.0) 194 (78.9) 52 (21.1) 7.8 [4.1–14.6]

Before data were available (May 2020) 434 (31.7) 333 (76.7) 101 (23.3) 8.8 [4.9–16.1]
Age, median [IQR], years (n = 1368, 1155/213) 43 [32–53] 43 [32–53] 43 [33–53] 0.68 -

Sex 0.46
Male 375 (27.4) 321 (85.6) 54 (14.4)

Female 994 (72.6) 835 (84.0) 159 (16.0) -
Blood group (n = 1221, 1036/185) 0.31

O 517 (42.3) 445 (86.1) 72 (13.9) -
A, B or AB 704 (57.7) 591 (83.9) 113 (16.0)

Living with children attending primary school (n = 1361, 1149/212) 0.22
No 971 (71.4) 827 (85.2) 144 (14.8) -
Yes 389 (28.6) 321 (82.6) 68 (17.5)

Living with children attending junior high or high school (n = 1361, 1149/212) 0.53
No 964 (70.9) 810 (84.0) 154 (16.0) . -
Yes 396 (29.1) 338 (85.4) 58 (14.6)

Use of public transport (n = 1368, 1155/213) 0.15
No 1010 (73.9) 844 (83.6) 166 (16.4) Ref.
Yes 357 (26.1) 310 (86.8) 47 (13.2) 0.8 [0.5–1.1]

COVID-19 contact in the community (n = 1352,1139/213) <0.001
No 1167 (86.3) 1012 (86.7) 155 (13.28) Ref.
Yes 185 (13.7) 127 (68.65) 58 (31.35) 3.0 [2.1–4.3]

Abbreviations: OR, odds ratio; CI, confidence interval; IQR, interquartile range. The data are quoted as the
number (%), unless otherwise stated. The format (n = X, Y/Z) indicates the total number of staff with data (X), the
number of non-COVID-19 staff with data (Y), and the number of COVID-19 staff with data (Z). a Percentages
correspond to the percentage of the column; b percentages correspond to the percentage of the row. c p values
for a chi-squared, Fisher’s exact, or Mann–Whitney tests, as appropriate; the ORs [95% CI] were estimated in a
univariable logistic regression.

Table 3. The occupational environment of the 1369 hospital workers included in the study as a
function of their COVID-19 status (univariable analysis).

Diagnosis of COVID-19

Total No Definite/Probable p

Characteristics (n = 1369) a (n=1156) b (n = 213) b Value c OR [95% CI]

Activity (n = 1359, 1146/213) 0.06
Teleworking 49 (3.6) 45 (91.8) 4 (8.2)

Ref.Alternate teleworking and in-hospital work 127 (9.4) 114 (89.8) 13 (10.2)
In-hospital work 1183 (87.0) 987 (83.4) 196 (16.6) 1.9 [1.1–3.1]

Job function (n = 1367, 1154/213) 0.003
Physicians 374 (27.4) 311 (83.2) 63 (16.8) 2.2 [1.2–4.1]Nurses 157 (11.5) 131 (83.4) 26 (16.8)

Nursing assistants 115 (8.4) 83 (72.2) 32 (27.8) 4.1 [2.0–8.5]
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Table 3. Cont.

Diagnosis of COVID-19

Total No Definite/Probable p

Characteristics (n = 1369) a (n=1156) b (n = 213) b Value c OR [95% CI]

Nurse managers 102 (7.5) 90 (88.2) 12 (11.8)

1.6 [0.9–3.1]

Allied health professionals d 101 (7.4) 88 (87.1) 13 (12.9)
Medical and other students 94 (6.9) 83 (88.3) 11 (11.7)

Laboratory technicians 57 (4.2) 49 (86.0) 8 (14.0)
Administrative staff in clinical units 73 (5.3) 62 (84.9) 11 (15.1)

Researchers and research support staff 63 (4.6) 54 (85.7) 9 (14.3)
Pharmacists 30 (2.2) 28 (93.3) 2 (6.7)

Ref.Technical and administrative unit managers 61 (4.5) 56 (91.8) 5 (8.2)
Technical staff (other than managers) 50 (3.7) 45 (90.0) 5 (10.0)

Administrative staff (other than managers) 90 (6.6) 74 (82.2) 16 (17.8) 2.3 [1.0–5.2]
Workplace area (n = 1319, 1106/213) 0.02

Emergency departments 92 (7.0) 80 (87.0) 12 (13.0) 1.3 [0.6–2.9]
Geriatric wards 210 (15.9) 150 (71.4) 60 (28.6) 3.5 [1.9–6.4]

Other specialty wards 303 (23.0) 250 (82.5) 53 (17.5) 1.9 [1.1–3.4]
Surgical wards 71 (5.4) 60 (84.5) 11 (15.5) 1.6 [0.7–3.7]

Intensive care units 133 (10.1) 124 (93.2) 9 (6.8) 0.6 [0.3–1.5]
Medical biology laboratories 125 (9.5) 109 (87.2) 16 (12.8) 1.3 [0.6–2.7]

Radiology/physiology/functional assessment
facilities 50 (3.8) 40 (80.0) 10 (20.0)

2.6 [1.1–5.7]
Stretcher services 8 (0.6) 5 (62.5) 3 (37.5)

Medical departments with limited patient contact e 157 (11.9) 141 (89.8) 16 (10.2) Ref.
Other services f 170 (12.9) 147 (86.5) 23 (13.5) 1.4 [0.7–2.7]

Type of geriatric ward (n = 197, 148/49) 0.90
Acute care ward 65 (33.0) 50 (76.9) 15 (23.1) -

Rehabilitation ward 103 (52.3) 76 (73.8) 27 (26.2)
Long-term care ward 29 (14.7) 22 (75.9) 7 (24.1)

Type of laboratory (n = 124, 109/15) 0.13
Microbiology 42 (33.9) 35 (83.3) 7 (16.7) 2.4 [0.8–7.4]Pathology 18 (14.5) 15 (83.3) 3 (16.7)

Other 64 (51.6) 59 (92.2) 5 (7.8) Ref
Contact with patients or caregivers (n = 1358,

1145/213) 0.006

Patient care 622 (45.8) 502 (80.7) 120 (19.3) 2.1 [1.2–3.9]
Patient contact without care provision 255 (18.8) 218 (85.5) 37 (14.5) 1.3 [0.7–2.5]Contact with caregivers 355 (26.1) 310 (87.3) 43 (12.1)
No or limited contact with caregivers 128 (9.4) 115 (89.8) 13 (10.2) Ref.

COVID-19 sectors (n = 1319, 1108/201) 0.045
No COVID-19 patients 782 (59.3) 680 (86.0) 102 (13.0) Ref.

Some COVID-19 patients 288 (21.8) 236 (81.9) 52 (18.1) 1.5 [1.0–2.1]
Dedicated to COVID-19 patients 249 (18.9) 202 (81.1) 47 (18.9) 1.6 [1.1–2.3]

COVID-19 patient burden, median [IQR] (n = 579, 482/97) g

Number of COVID-19 patients 4 [1–15] 4 [1–11] 8 [3–29] <0.001 1.4 [1.1–1.8]
Proportion of COVID-19 patients 6.1 [2–31] 6 [2–27] 19.1 [5–51] <0.001 1.5 [1.2–1.9]

Working in a sector with COVID-19 clusters (n = 1164, 1156/213) <0.001
No 981 (71.7) 863 (88.0) 118 (12.0) Ref.

Cluster among the patients 29 (2.1) 18 (62.1) 11 (37.9) 2.1 [1.4–3.1]
Cluster among the staff 67 (4.9) 55 (82.1) 12 (17.9)

Cluster among the patients and staff 87 (6.4) 69 (73.9) 18 (20.7)
Systematic use of a mask in hospital (n = 1334, 1127/207) 0.59

No 143 (10.7) 123 (86.0) 20 (14.0) -
Yes 1191 (89.3) 1004 (84.3) 187 (15.7)

Abbreviations: OR, odds ratio; CI, confidence interval; IQR, interquartile range. The data are quoted as the number
(%), unless otherwise stated. The format (n = X, Y/Z) indicates the total number of staff with data (X), the number
of non-COVID-19 staff with data (Y), and the number of COVID-19 staff with data (Z). a Percentages correspond
to the percentage of the column; b percentages correspond to the percentage of the row. c p values for chi-squared,
Fisher’s exact, or Mann–Whitney tests, as appropriate; the ORs [95% CI] were estimated in a univariable logistic
regression. d Allied health professionals included physiotherapists, occupational therapists, podiatrists, speech
therapists, psychologists, dieticians, and social workers. e Medical departments with limited patient contact
were hospital pharmacies, hemovigilance, pharmacovigilance, infection control units, IT departments, public
health department, research support units, and research center. f Other areas include occupational health-care
services, teleconsultation facilities, nursing schools, nurseries, and administrative and technical departments.
g The proportion of COVID-19 patients was available for all inpatient wards other than psychiatry, rehabilitation,
and long-term care; ORs [95% CI] were quoted for one standard deviation increment in the log-transformed value.
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Adjustment for the recruitment period, regional COVID-19 incidence, COVID-19
contacts in the community, and within-hospital correlations did not modify the nature of the
associations between COVID-19 on one hand and job function (physicians, nurses, nursing
assistants, and administrative staff), workplace area (geriatric wards, other specialist wards,
radiology/functional assessment facilities, and stretcher services), providing patient care,
and working in a sector with COVID-19 patients or clusters or with a high proportion of
COVID-19 patients on the other (Figure 2). It is noteworthy that the regional incidence
was the greatest risk factor. The sensitivity analyses (after multiple imputations or after
exclusion of HCWs with a probable diagnosis) gave similar results (Table S1). After
additional adjustments for working in a clinical ward with COVID-19 patients or for the
proportion of COVID-19 patients, working on a geriatric ward or another specialist ward
remained significantly associated with infection relative to ICUs (Table S2). The strong
correlations between the variables (specifically job functions, workplace areas, and patient
contacts, all of which gave Cramer’s V ≥ 0.49) prevented us from building a multivariable
model accounting for all the variables.
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Figure 2. Estimated adjusted odds ratios by recruitment period, regional incidence of COVID-19,
COVID-19 contact in the community, and correlations within each hospital. Adjusted odds ratios were
estimated using mixed-effects logistic regression modeling with a random intercept (to account for corre-
lation within each hospital); the intraclass correlation coefficient was 0.09 (standard deviation: 0.21). Dots
indicate mean estimates, horizontal lines, 95% CI. a Other job functions include nurse managers, allied
health professionals, students, laboratory technicians, administrative staff in clinical units, researchers,
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and research support staff; b medical departments with limited patient contact include hospital
pharmacies, hemovigilance, pharmacovigilance center, infection control units, IT departments, public
health department, research support units, and research center; c other areas include occupational
health services, teleconsultation facilities, nursing schools, nurseries, administrative units, and
technical services. d The proportion of COVID-19 patients was determined for all inpatient wards
other than psychiatry, rehabilitation and long-term care (N = 579); e ORs (95% CI) were quoted for
one standard deviation increment in the log-transformed value.

4. Discussion

We found a high prevalence of COVID-19 among HCWs in general (15.6%) and among
staff working in geriatric settings in particular (29.7%). More than half of the cases of
COVID-19 were probably hospital-acquired. After adjustment for the regional incidence of
COVID-19 and COVID-19 contacts in the community, care providers (especially nursing
assistants) and staff in units with COVID-19 patients or clusters had a greater risk of
COVID-19 than other HCWs. This was also true for non-caregivers in radiology/functional
assessment facilities and stretcher services. The likelihood of infection was greater in
specialist wards than in ICUs.

The prevalence of COVID-19 among hospital staff observed here (15.6%) was higher
than that reported in the literature. A meta-analysis of cases of COVID-19 during the first
wave estimated that 8.5% of European HCWs were seropositive for SARS-CoV-2 [25]. How-
ever, a recent study that included HCWs from November 2020 to February 2021 reported a
13% seroprevalence among unvaccinated individuals [16]. Thus, our unexpectedly high
prevalence might be due to our inclusion period during the first three waves of COVID-
19 in France (increasing the cumulative incidence) and by the value of 29.7% observed
in geriatric hospitals. Values of 45.8% and 62.6% were reported in the only two studies
of geriatric settings [19,20]. However, given the moderate participation rate, our preva-
lence estimates—and especially those for the geriatric hospitals—should be interpreted
with caution.

More than half of the cases of COVID-19 (56.8%) were probably hospital-acquired. This
rate is higher than those previously reported in the literature (ranging from 25% to 48%) on
the basis of self-reported infections [9,10,14,26]. Several studies found that exposure in a
community setting was the greatest risk factor [27], and recent studies with genotyping
data have shown that the community is the main source of SARS-CoV2 infection [3–5].
However, these molecular approaches are often incomplete and tend to focus on a small
number of infections. Given the absence of virological tracing of all the contacts in the
present study (as in most literature studies), our assessment of the source of contamination
is subject to a degree of uncertainty. However, our detection of several objectively reported
occupational risk factors (such as working in a ward dedicated to COVID-19 patients or in
a sector with COVID-19 clusters) after adjustment for regional incidence and community
exposure suggests that the in-hospital risk was high. Unfortunately, we were not able to
differentiate between HCW-to-HCW transmission and patient-to-HCW transmission.

In line with previous reports of a significant relationship between COVID-19 incidence
and the occurrence of COVID-19 cases among HCWs [6,28], we observed an eightfold
greater risk of infection when the regional incidence exceeded 50/100,000 inhabitants. High
incidence of COVID-19 not only promotes infections through community contacts but also
increases the number of hospitalized cases and thus the risk of in-hospital infection.

As reported previously, frontline HCWs (particular the nursing assistants, in our study)
were more likely to develop COVID-19 [7,8,13,15,16,25,28–30]. Moreover, the elevated risks
associated with working in dedicated COVID-19 wards and with a high proportion of
COVID-19 patients (independently of the type of ward) are consistent with the previously
reported quantitative relationship between exposure to COVID-19 patients and the like-
lihood of a positive RT-PCR test [29]. Therefore, wards should probably commit to more
effective use of PPE. Despite the higher proportion of COVID-19 patients and the higher fre-
quency of high-risk medical procedures in ICUs, the staff in these units were not at greater
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risk of COVID-19 than staff in other wards. This finding is in line with several previous
reports [7,28,31]. The absence of greater risk in the ICU is probably due to greater vigilance,
the systematic use of masks, and the use of long-standing, standardized PPE procedures.
Less experienced units might not be as vigilant or might not have similar procedures in
place. Furthermore, combating in-hospital infections requires active commitment by the
patient (e.g., by wearing a mask and by complying with self-isolation instructions). Many
geriatric patients are doubtless unable or unwilling to comply with protective measures
and so might infect HCWs more readily. This issue has been emphasized during outbreaks
in geriatric wards [21]. In our study, the likelihood of COVID-19 was significantly higher
in geriatric hospitals than in other hospitals. Even after taking into account the hospital
site, the risk of COVID-19 was four times higher in geriatric wards than in the ICUs. The
only two published studies of geriatric hospitals also reported high infection rates (45.8%
and 62.6%) [19,20]. Hence, one of our study’s most important messages is that protective
measures should be focused on HCWs working in geriatric hospitals and geriatric units.

In line with a few previous studies, we found that non-caregivers in contact with
patients and/or caregivers (notably staff in radiology, functional assessment and stretcher
services) had a higher risk of COVID-19 than other staff [14,32,33]. Indeed, staff can be
exposed to SARS-CoV-2 before the infected patient has received a firm diagnosis. Fur-
thermore, non-caregivers might be less knowledgeable about PPE use. During the first
wave (before RT-PCR testing became widely available), a CT scan was a first-line option for
diagnosing COVID-19 [34].

In line with a recent report, we found that HCWs working in wards with COVID-
19 clusters had a greater likelihood of infection. This reflects uncontrolled in-hospital
transmission of the virus [28]. We can therefore assume that the infection control measures
implemented in our hospital network were not stringent enough. Not all wards housing
COVID-19 patients (especially geriatric wards) were fitted with negative air pressure
systems. Although supplies of masks, FFP2 respirator masks, gloves, gowns, and goggles
were tight, no shortages occurred. During the study period, each HCW had at least two
new surgical masks per day. However, in line with national guidelines, the medical center
did not supply FFP2 respirator masks to all wards housing COVID-19 patients, but focused
on high-risk situations (e.g., aerosol-generating procedures).

5. Limitations

Our study had several limitations. Firstly, the modest participation rate means that
recruitment bias cannot be ruled out. The lower perceived risk among nonclinical staff
might have led to a lower participation rate and thus an overestimation of the in-hospital
risk. However, the inclusion of remote workers and the slight underrepresentation of
physicians, nurses, nursing assistants, and allied health professionals in our study (ac-
counting for 62.1% of the study participants but 80% of all hospital staff) argue against this
hypothesis. Secondly, given that vaccination started in late January 2021 in our hospital, it is
possible that fully vaccinated staff (i.e., having received two doses and thus protected from
March 2021 onwards) were included in the study. Unfortunately, this information was not
available in the CRFs. However, considering that (i) only a small proportion (6.5%) of the
study population was included between March and July 2021 and (ii) all the analyses were
adjusted for this recruitment period, we do not believe that vaccination significantly altered
our results. Thirdly, one in six of the participants with COVID-19 had a probable (but not
definite) diagnosis. However, any misclassification of positive diagnosis should have been
the same for all work sectors and categories. Further, the results of our sensitivity analyses
supported our main findings. Fourthly, we did not assess the workers’ level of knowledge
or compliance with infection control measures. Given that exposure was self-reported,
we cannot therefore rule out the possibility of recall bias. Lastly, the limited number of
cases and the interdependence of the variables analyzed prevented us from analyzing
all the possible risk factors in a single model. Hence, our findings should be confirmed
in larger studies with more details at the ward level (and especially in geriatric wards).
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Nevertheless, one must be aware that the interpretation of future studies will be blurred by
(i) the spread of SARS-CoV-2 variants with differences in virulence and transmissibility,
and (ii) the impact of COVID-19 preventive strategies.

6. Conclusions

The presence of significant occupational risk factors after adjustment for community
risk factors suggests that the in-hospital risk is elevated. Our results emphasize that
preventive measures (training and the allocation of material and human resources) must
be focused on the most at-risk HCWs, especially in geriatric settings. In the context of an
emerging, highly contagious disease, caring for older patients with COVID-19 is a challenge
for HCWs.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/jcm12031208/s1, Table S1. Sensitivity analyses of COVID-19
among hospital workers as function of personal and occupational characteristics (mixed-effects
logistic regression modeling accounting for correlation within each hospital). Table S2. Results of
multivariable analyses of hospital workers from clinical wards (mixed-effects logistic regression
modeling, accounting for correlation within each hospital).

Author Contributions: S.B.-G. had full access to all of the data in the study and takes responsibility
for the integrity of the data and the accuracy of the data analysis. Conceptualization: S.B.-G., J.-W.D.,
L.B. and N.O. Methodology: S.B.-G. Software: S.B.-G., S.Z. and E.B. Validation: S.B.-G., J.-W.D. Formal
analysis: S.B.-G., J.-W.D., L.B., N.O., I.B.-G., S.Z., E.B., F.H., F.F., Q.D.R., N.M. and S.F. Investigation:
L.B., I.B.-G., F.H., F.F., Q.D.R., N.M. and S.F. Resources: L.B., F.H., F.F. and S.F. Data curation: S.Z.
and E.B. Writing—original draft preparation: S.B.-G. and J.-W.D. Writing—review and editing: S.B.-
G., J.-W.D., L.B., N.O., I.B.-G., S.Z., E.B., F.H., F.F., N.M. and S.F. Visualization: S.B.-G. and J.-W.D.
Supervision: S.B.-G. and J.-W.D. Project administration: L.B. Funding acquisition: S.B.-G., J.-W.D. and
L.B. All authors have read and agreed to the published version of the manuscript.

Funding: The study was funded by a grant from the Programme Hospitalier de Recherche Clinique-
PHRC 2020 (Ministère de la Santé, grant COV20045) and sponsored by the Assistance Publique–
Hôpitaux de Paris (Direction de la Recherche Clinique et de l’Innovation).

Institutional Review Board Statement: The study was approved by an institutional review board
(CPP Ile-de-France IV, Paris, France, 2020/45) and was registered at Clinicaltrials.gov (NCT04386759).

Informed Consent Statement: Prior to inclusion, all participants gave their informed consent for use
of their personal data.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy.

Acknowledgments: This study would not have been possible without the contribution of the HOP-
COVID study group, which participated in the data collection through its daily work (Karim Ait
Kaci, Henri-Mondor Hospital; Anani Akpabie, Emile-Roux Hospital; Amaury Broussier, Emile-Roux
Hospital; Christine Gangloff, Albert-Chenevier Hospital; Beryl Godefroy, Henri-Mondor hospital;
Charlotte Lafont, Henri-Mondor Hospital; Ronan Le Guen, Joffre-Dupuytren Hospital; Raphael
Lepeule, Henri-Mondor Hospital; Audrey Maurand, Georges-Clemenceau Hospital; Celine Sakr,
Henri-Mondor Hospital). The authors are grateful to the staff in the Clinical Research Unit (Lila
Kaci, Mélissa Amirouche, Lynda Amouche, Lydia Younes Chaouche, Tinhinane Taleb, Rania Melliti,
and Solenn Le Metayer) for study management and to Clelia Chambaud, (Henri-Mondor Hospital)
for creation and adaptation of the electronic case report form. The authors thank the staff from
the virology department for providing RT-PCR and serology test results. The authors are grateful
to all the hospital staff who participated in the HOP-COVID study. Lastly, the authors thank Do-
minique Costagliola for supporting the study and David Fraser (Biotech Communication SARL,
Ploudalmézeau, France) for editorial assistance.

Conflicts of Interest: The authors declare no conflict of interest.

https://www.mdpi.com/article/10.3390/jcm12031208/s1
https://www.mdpi.com/article/10.3390/jcm12031208/s1


J. Clin. Med. 2023, 12, 1208 12 of 13

References
1. Ferland, L.; Carvalho, C.; Gomes Dias, J.; Lamb, F.; Adlhoch, C.; Suetens, C.; Beauté, J.; Kinross, P.; Plachouras, D.; Hannila-

Handelberg, T.; et al. Risk of hospitalization and death for healthcare workers with COVID-19 in nine European countries,
January 2020-January 2021. J. Hosp. Infect. 2022, 119, 170–174. [CrossRef] [PubMed]

2. Nguyen, L.H.; Drew, D.A.; Graham, M.S.; Joshi, A.D.; Guo, C.G.; Ma, W.; Mehta, R.S.; Warner, E.T.; Sikavi, D.R.; Lo, C.H.; et al.
Risk of COVID-19 among front-line health-care workers and the general community: A prospective cohort study. Lancet Public
Health 2020, 5, e475–e483. [CrossRef] [PubMed]

3. Sikkema, R.S.; Pas, S.D.; Nieuwenhuijse, D.F.; O’Toole, Á.; Verweij, J.; van der Linden, A.; Chestakova, I.; Schapendonk, C.; Pronk,
M.; Lexmond, P.; et al. COVID-19 in health-care workers in three hospitals in the south of the Netherlands: A cross-sectional
study. Lancet. Infect. Dis. 2020, 20, 1273–1280. [CrossRef] [PubMed]

4. Braun, K.M.; Moreno, G.K.; Buys, A.; Somsen, E.D.; Bobholz, M.; Accola, M.A.; Anderson, L.; Rehrauer, W.M.; Baker, D.A.; Safdar,
N.; et al. Viral Sequencing to Investigate Sources of SARS-CoV-2 Infection in US Healthcare Personnel. Clin. Infect. Dis. Publ.
Infect. Dis. Soc. Am. 2021, 73, e1329–e1336. [CrossRef]

5. Sikkens, J.J.; Buis, D.T.P.; Peters, E.J.G.; Dekker, M.; Schinkel, M.; Reijnders, T.D.Y.; Schuurman, A.R.; de Brabander, J.; Lavell,
A.H.A.; Maas, J.J.; et al. Serologic Surveillance and Phylogenetic Analysis of SARS-CoV-2 Infection Among Hospital Health Care
Workers. JAMA Netw. Open 2021, 4, e2118554. [CrossRef]

6. Jacob, J.T.; Baker, J.M.; Fridkin, S.K.; Lopman, B.A.; Steinberg, J.P.; Christenson, R.H.; King, B.; Leekha, S.; O’Hara, L.M.; Rock, P.;
et al. Risk Factors Associated With SARS-CoV-2 Seropositivity Among US Health Care Personnel. JAMA Netw. Open 2021, 4,
e211283. [CrossRef]

7. Elfström, K.M.; Blomqvist, J.; Nilsson, P.; Hober, S.; Pin, E.; Månberg, A.; Pimenoff, V.N.; Arroyo Mühr, L.S.; Lundgren, K.C.;
Dillner, J. Differences in risk for SARS-CoV-2 infection among healthcare workers. Prev. Med. Rep. 2021, 24, 101518. [CrossRef]

8. Iversen, K.; Bundgaard, H.; Hasselbalch, R.B.; Kristensen, J.H.; Nielsen, P.B.; Pries-Heje, M.; Knudsen, A.D.; Christensen, C.E.;
Fogh, K.; Norsk, J.B.; et al. Risk of COVID-19 in health-care workers in Denmark: An observational cohort study. Lancet. Infect.
Dis. 2020, 20, 1401–1408. [CrossRef]

9. Ochoa-Leite, C.; Bento, J.; Rocha, D.R.; Vasques, I.; Cunha, R.; Oliveira, Á.; Rocha, L. Occupational management of healthcare
workers exposed to COVID-19. Occup. Med. 2021, 71, 359–365. [CrossRef]

10. Zabarsky, T.F.; Bhullar, D.; Silva, S.Y.; Mana, T.S.C.; Ertle, M.T.; Navas, M.E.; Donskey, C.J. What are the sources of exposure in
healthcare personnel with coronavirus disease 2019 infection? Am. J. Infect. Control. 2021, 49, 392–395. [CrossRef]

11. Baker, J.M.; Nelson, K.N.; Overton, E.; Lopman, B.A.; Lash, T.L.; Photakis, M.; Jacob, J.T.; Roback, J.D.; Fridkin, S.K.; Steinberg, J.P.
Quantification of Occupational and Community Risk Factors for SARS-CoV-2 Seropositivity Among Health Care Workers in a
Large U.S. Health Care System. Ann. Intern. Med. 2021, 174, 649–654. [CrossRef] [PubMed]

12. Chou, R.; Dana, T.; Buckley, D.I.; Selph, S.; Fu, R.; Totten, A.M. Epidemiology of and Risk Factors for Coronavirus Infection in
Health Care Workers: A Living Rapid Review. Ann. Intern. Med. 2020, 173, 120–136. [CrossRef] [PubMed]

13. Kahlert, C.R.; Persi, R.; Güsewell, S.; Egger, T.; Leal-Neto, O.B.; Sumer, J.; Flury, D.; Brucher, A.; Lemmenmeier, E.; Möller, J.C.;
et al. Non-occupational and occupational factors associated with specific SARS-CoV-2 antibodies among hospital workers—A
multicentre cross-sectional study. Clin. Microbiol. Infect. Publ. Eur. Soc. Clin. Microbiol. Infect. Dis. 2021, 27, 1336–1344. [CrossRef]
[PubMed]

14. Alshamrani, M.M.; El-Saed, A.; Arabi, Y.M.; Zunitan, M.A.; Farahat, F.M.; Bonnie, H.B.; Matalqa, M.; Othman, F.; Almohrij, S.
Risk of COVID-19 in healthcare workers working in intensive care setting. Am. J. Infect. Control. 2022, 50, 988–993. [CrossRef]

15. Hausfater, P.; Boutolleau, D.; Lacombe, K.; Beurton, A.; Dumont, M.; Constantin, J.M.; Ghosn, J.; Combes, A.; Cury, N.; Guedj, R.;
et al. Cumulative incidence of SARS-CoV-2 infection and associated risk factors among frontline health care workers in Paris: The
SEROCOV cohort study. Sci. Rep. 2022, 12, 7211. [CrossRef] [PubMed]

16. Wiggen, T.D.; Bohn, B.; Ulrich, A.K.; Stovitz, S.D.; Strickland, A.J.; Naumchik, B.M.; Walsh, S.; Smith, S.; Baumgartner, B.; Kline,
S.; et al. SARS-CoV-2 seroprevalence among healthcare workers. PLoS One 2022, 17, e0266410. [CrossRef] [PubMed]

17. Harith, A.A.; Ab Gani, M.H.; Griffiths, R.; Abdul Hadi, A.; Abu Bakar, N.A.; Myers, J.; Mahjom, M.; Robat, R.M.; Zubir, M.Z.
Incidence, Prevalence, and Sources of COVID-19 Infection among Healthcare Workers in Hospitals in Malaysia. Int. J. Environ.
Res. Public Health 2022, 19, 12485. [CrossRef]

18. Mandic-Rajcevic, S.; Masci, F.; Crespi, E.; Franchetti, S.; Longo, A.; Bollina, I.; Velocci, S.; Amorosi, A.; Baldelli, R.; Boselli, L.; et al.
Source and symptoms of COVID-19 among hospital workers in Milan. Occup. Med. 2020, 70, 672–679. [CrossRef]

19. Mihai, A.M.; Barben, J.; Dipanda, M.; Vovelle, J.; Nuss, V.; Baudin-Senegas, C.; Putot, A.; Manckoundia, P. Analysis of COVID-19
in Professionals Working in Geriatric Environment: Multicenter Prospective Study. Int. J. Environ. Res. Public Health 2021, 18,
9735. [CrossRef]

20. Feaster, M.; Goh, Y.Y. High Proportion of Asymptomatic SARS-CoV-2 Infections in 9 Long-Term Care Facilities, Pasadena,
California, USA, April 2020. Emerg. Infect. Dis. 2020, 26, 2416–2419. [CrossRef]

21. Höring, S.; Fussen, R.; Neusser, J.; Kleines, M.; Laurentius, T.; Bollheimer, L.C.; Keller, D.; Lemmen, S. Management of a Hospital-
Wide COVID-19 Outbreak Affecting Patients and Healthcare Workers. SN Compr. Clin. Med. 2020, 2, 2540–2545. [CrossRef]
[PubMed]

22. Ouslander, J.G.; Grabowski, D.C. COVID-19 in Nursing Homes: Calming the Perfect Storm. J. Am. Geriatr. Soc. 2020, 68,
2153–2162. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jhin.2021.10.015
http://www.ncbi.nlm.nih.gov/pubmed/34752802
http://doi.org/10.1016/s2468-2667(20)30164-x
http://www.ncbi.nlm.nih.gov/pubmed/32745512
http://doi.org/10.1016/S1473-3099(20)30527-2
http://www.ncbi.nlm.nih.gov/pubmed/32622380
http://doi.org/10.1093/cid/ciab281
http://doi.org/10.1001/jamanetworkopen.2021.18554
http://doi.org/10.1001/jamanetworkopen.2021.1283
http://doi.org/10.1016/j.pmedr.2021.101518
http://doi.org/10.1016/s1473-3099(20)30589-2
http://doi.org/10.1093/occmed/kqab117
http://doi.org/10.1016/j.ajic.2020.08.004
http://doi.org/10.7326/M20-7145
http://www.ncbi.nlm.nih.gov/pubmed/33513035
http://doi.org/10.7326/M20-1632
http://www.ncbi.nlm.nih.gov/pubmed/32369541
http://doi.org/10.1016/j.cmi.2021.05.014
http://www.ncbi.nlm.nih.gov/pubmed/34020033
http://doi.org/10.1016/j.ajic.2022.01.003
http://doi.org/10.1038/s41598-022-10945-y
http://www.ncbi.nlm.nih.gov/pubmed/35508515
http://doi.org/10.1371/journal.pone.0266410
http://www.ncbi.nlm.nih.gov/pubmed/35468153
http://doi.org/10.3390/ijerph191912485
http://doi.org/10.1093/occmed/kqaa201
http://doi.org/10.3390/ijerph18189735
http://doi.org/10.3201/eid2610.202694
http://doi.org/10.1007/s42399-020-00597-2
http://www.ncbi.nlm.nih.gov/pubmed/33134846
http://doi.org/10.1111/jgs.16784
http://www.ncbi.nlm.nih.gov/pubmed/32735036


J. Clin. Med. 2023, 12, 1208 13 of 13

23. Mas Romero, M.; Avendaño Céspedes, A.; Tabernero Sahuquillo, M.T.; Cortés Zamora, E.B.; Gómez Ballesteros, C.; Sánchez-Flor
Alfaro, V.; López Bru, R.; López Utiel, M.; Celaya Cifuentes, S.; Peña Longobardo, L.M.; et al. COVID-19 outbreak in long-term
care facilities from Spain. Many lessons to learn. PLoS ONE 2020, 15, e0241030. [CrossRef]

24. Mody, L.; Akinboyo, I.C.; Babcock, H.M.; Bischoff, W.E.; Cheng, V.C.; Chiotos, K.; Claeys, K.C.; Coffey, K.C.; Diekema, D.J.;
Donskey, C.J.; et al. Coronavirus disease 2019 (COVID-19) research agenda for healthcare epidemiology. Infect. Control. Hosp.
Epidemiol. 2022, 43, 156–166. [CrossRef] [PubMed]

25. Galanis, P.; Vraka, I.; Fragkou, D.; Bilali, A.; Kaitelidou, D. Seroprevalence of SARS-CoV-2 antibodies and associated factors in
healthcare workers: A systematic review and meta-analysis. J. Hosp. Infect. 2021, 108, 120–134. [CrossRef] [PubMed]

26. Alshamrani, M.M.; El-Saed, A.; Al Zunitan, M.; Almulhem, R.; Almohrij, S. Risk of COVID-19 morbidity and mortality among
healthcare workers working in a Large Tertiary Care Hospital. Int. J. Infect. Dis. IJID Publ. Int. Soc. Infect. Dis. 2021, 109, 238–243.
[CrossRef] [PubMed]

27. Chou, R.; Dana, T.; Buckley, D.I.; Selph, S.; Fu, R.; Totten, A.M. Update Alert 10: Epidemiology of and Risk Factors for Coronavirus
Infection in Health Care Workers. Ann. Intern. Med. 2022, 175, W8–W9. [CrossRef] [PubMed]

28. Brousseau, N.; Morin, L.; Ouakki, M.; Savard, P.; Quach, C.; Longtin, Y.; Cheng, M.P.; Carignan, A.; Dufresne, S.F.; Leduc, J.M.;
et al. SARS-CoV-2 seroprevalence in health care workers from 10 hospitals in Quebec, Canada: A cross-sectional study. CMAJ
Can. Med. Assoc. J. = J. De L’association Med. Can. 2021, 193, E1868–E1877. [CrossRef]

29. Barrett, E.S.; Horton, D.B.; Roy, J.; Gennaro, M.L.; Brooks, A.; Tischfield, J.; Greenberg, P.; Andrews, T.; Jagpal, S.; Reilly, N.;
et al. Prevalence of SARS-CoV-2 infection in previously undiagnosed health care workers in New Jersey, at the onset of the U.S.
COVID-19 pandemic. BMC Infect. Dis. 2020, 20, 853. [CrossRef]

30. Sims, M.D.; Maine, G.N.; Childers, K.L.; Podolsky, R.H.; Voss, D.R.; Berkiw-Scenna, N.; Oh, J.; Heinrich, K.E.; Keil, H.; Kennedy,
R.H.; et al. Coronavirus Disease 2019 (COVID-19) Seropositivity and Asymptomatic Rates in Healthcare Workers Are Associated
with Job Function and Masking. Clin. Infect. Dis. Publ. Infect. Dis. Soc. Am. 2021, 73, S154–S162. [CrossRef]

31. Poletti, P.; Tirani, M.; Cereda, D.; Guzzetta, G.; Trentini, F.; Marziano, V.; Toso, C.; Piatti, A.; Piccarreta, R.; Melegaro, A.; et al.
Seroprevalence of and Risk Factors Associated With SARS-CoV-2 Infection in Health Care Workers During the Early COVID-19
Pandemic in Italy. JAMA Netw. Open 2021, 4, e2115699. [CrossRef] [PubMed]

32. Barrett, E.S.; Horton, D.B.; Roy, J.; Xia, W.; Greenberg, P.; Andrews, T.; Gennaro, M.L.; Parmar, V.; Russell, W.D.; Reilly, N.; et al.
Risk Factors for Severe Acute Respiratory Syndrome Coronavirus 2 Infection in Hospital Workers: Results From a Screening
Study in New Jersey, United States in Spring 2020. Open Forum Infect. Dis. 2020, 7, ofaa534. [CrossRef] [PubMed]

33. Costa, S.F.; Giavina-Bianchi, P.; Buss, L.; Mesquita Peres, C.H.; Rafael, M.M.; dos Santos, L.G.N.; Bedin, A.A.; Francisco, M.C.P.B.;
Satakie, F.M.; Jesus Menezes, M.A.; et al. Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) Seroprevalence and
Risk Factors Among Oligo/Asymptomatic Healthcare Workers: Estimating the Impact of Community Transmission. Clin. Infect.
Dis. Publ. Infect. Dis. Soc. Am. 2020, 73, e1214–e1218. [CrossRef] [PubMed]

34. Machnicki, S.; Patel, D.; Singh, A.; Talwar, A.; Mina, B.; Oks, M.; Makkar, P.; Naidich, D.; Mehta, A.; Hill, N.S.; et al. The
Usefulness of Chest CT Imaging in Patients with Suspected or Diagnosed COVID-19: A Review of Literature. Chest 2021, 160,
652–670. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1371/journal.pone.0241030
http://doi.org/10.1017/ice.2021.25
http://www.ncbi.nlm.nih.gov/pubmed/33487199
http://doi.org/10.1016/j.jhin.2020.11.008
http://www.ncbi.nlm.nih.gov/pubmed/33212126
http://doi.org/10.1016/j.ijid.2021.07.009
http://www.ncbi.nlm.nih.gov/pubmed/34242766
http://doi.org/10.7326/M21-4294
http://www.ncbi.nlm.nih.gov/pubmed/34781714
http://doi.org/10.1503/cmaj.202783
http://doi.org/10.1186/s12879-020-05587-2
http://doi.org/10.1093/cid/ciaa1684
http://doi.org/10.1001/jamanetworkopen.2021.15699
http://www.ncbi.nlm.nih.gov/pubmed/34228126
http://doi.org/10.1093/ofid/ofaa534
http://www.ncbi.nlm.nih.gov/pubmed/33403219
http://doi.org/10.1093/cid/ciaa1845
http://www.ncbi.nlm.nih.gov/pubmed/33313659
http://doi.org/10.1016/j.chest.2021.04.004

	Introduction 
	Material and Methods 
	Study Design and Participants 
	Data Collection and Study Variables 
	Outcome 
	Statistical Analysis 

	Results 
	Participants 
	Outcome 

	Discussion 
	Limitations 
	Conclusions 
	References

