
has rarely been identified on environmental surfaces in the rooms
of patients with COVID-19.7 In addition, Zhang et al determined
the presence of SARS-CoV-2 RNA by detecting the N1 region of
SARS-CoV-2 RNA; however, using a detection method that ascer-
tained both the N1 and N2 regions, which is commonly done in
environmental sampling, may have added specificity to their study
and may have decreased the amount of possible viable SARS-CoV-
2 detected.

Fourth, multiple studies that have assessed the risk of HCP
working in COVID-19 units have demonstrated that providing
care to patients with COVID-19 does not necessarily place HCP
at risk (ie, current recommendations for use of personal protec-
tive equipment prevent acquisition of SARS-CoV-2).8–10

Summerlin-Long et al8 reported that among HCP who worked
in units that provided care to 1,427 patients with COVID-19,
only 2 possible healthcare-associated COVID-19 acquisitions
were detected. Kayı et al9 performed a systematic review and
meta-analysis of the risk factors for seropositivity in HCP before
the era of vaccination and reported that working as a frontline
HCP was inconsistent in its association with higher seropreva-
lence. Jacob et al10 assessed the risk for SARS-CoV-2 seroposi-
tivity among US HCP in 4 large healthcare systems in 3 states. In
this cross-sectional study, community exposures were associ-
ated with seropositivity to SARS-CoV-2, but workplace factors,
including workplace role, environment, or contact with patients
with known COVID-19, were not.10

In conclusion, this study may raise concerns that HCP may be
exposed to SARS-CoV-2 in common areas of hospitals. Clearly, the
next step is to repeat this study assessing both SARS-CoV-2 RNA
and viable virus. However, even if viable virus is found, it would not
necessarily equate to a high likelihood of acquisition of COVID-19
because an infectious dose of virus would still need to be trans-
ferred from the environmental surface to a body site capable of
leading to infection (ie, mouth or eyes). If future studies demon-
strate frequent and/or high contamination of viable virus on sur-
faces in common rooms or clinical studies suggest that HCP are
acquiring infection in common rooms not attributable to pro-
vider-to-provider transmission, then we will need to revise our
infection prevention mitigation strategies to protect HCP.
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Feasibility and safety of reducing duration of quarantine for
healthcare personnel with high-risk exposures to coronavirus disease
2019 (COVID-19): From alpha to omicron
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To the Editor—The epidemiologyof severe acute respiratory corona-
virus virus 2 (SARS-CoV-2) variants has changed since the original
outbreak strain to the SARS-CoV-2 (omicron) variant of concern.1

Compared to previous variants, the (omicron) variant ismore trans-
mittable but less virulent.2 During the SARS-CoV-2 (omicron)-
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variant wave in Thailand, the number of coronavirus disease 2019
(COVID-19) caseshas been increasingexponentially ashas thenum-
ber of infected healthcare personnel (HCP), despite most HCP hav-
ing received 3 or more COVID-19 vaccine doses.3 These HCP
COVID-19 cases have led to staff shortages and have added to the
workload of healthcare personnel (HCP). Recently, international
guidelineshave recommended shortening thedurationofquarantine
to 7 days for HCP with high-risk exposure if the HCP has a negative
reverse-transcription polymerase chain reaction (RT-PCR) or anti-
gen-based diagnostic test administered by qualified personnel at
day 7.4,5 We report the feasibility and safety of a reduced quarantine
duration for HCP with high-risk exposure to patients with COVID-
19 in a Thai hospital.

We prospectively evaluated the feasibility and safety of reduced
quarantine duration for HCP with high-risk exposure to
COVID-19 in Thammasat University Hospital (Pathum Thani,
Thailand). HCP with high-risk exposure (HR-HCP) were defined

as having close contact (≤1 m for >15 minutes) with a patient with
COVID-19without the use of appropriate PPE.HCPwere expected
to comply with the hospital infection prevention and control (IPC)
policy includingmaskwearing andmaintaining physical distancing
while eating or drinking and while attending all hospital activities.
The quarantine policy forHCPwith high-risk exposures during the
SARS-CoV-2 α (alpha)-variant and δ (delta)-variant waves
included quarantine for 14 days with RT-PCR tests on days 0–3,
days 5–7, and days 13–14 after exposure. During the SARS-CoV-
2 (omicron)wave, thehospital policy remained the same except that
the quarantine for was reduced to 5 days, and when returning to
work,HCPwere required to strictly complywithhospital IPCpolicy
for another 5 days. Furthermore, all HCP were required to report
any symptoms and to undergo RT-PCR testing for SARS-CoV-2
on day 5 prior to returning to work and again on day 10.

The following HCP data were collected prospectively by the
occupational health team: characteristics, underlying disease,

Table 1. Characteristics of HR-HCP and COVID-19 Hospital Transmission Stratified by SARS-CoV-2 Variant

Characteristics
Total

(N=636)

SARS-CoV-2
Non-Omicron

Period
(N=440)

SARS-CoV-2
Omicron
Period
(N=196)

P
Value

Age, median y (IQR) 30 (26–36) 29 (26–35) 29 (26–36) .25

Sex, female, no. (%) 504 (79.7) 367 (78.6) 140 (71.4) .39

Comorbidities, no. (%)

Previously healthy 512 (80.5) 344 (78.2) 168 (85.7) .85

Diabetes 23 (3.6) 17 (3.9) 6 (3.1) .46

Hypertension 34 (5.3) 26 (5.9) 8 (4.1) .52

Pulmonary disease 12 (1.9) 10 (2.3) 2 (1.0) .09

Othera 55 (8.6) 43 (9.8) 12 (6.1) .12

Working place, no. (%) .37

COVID-19 inpatient department 13 (2.0) 8 (1.7) 5 (2.6)

Non COVID-19 inpatient department 398 (62.6) 275 (58.9) 123 (62.8)

Outpatient department 69 (10.8) 53 (11.3) 16 (8.2)

Emergency department 48 (7.5) 26 (5.6) 22 (12.2)

Otherb 108 (17.0) 86 (19.5) 30 (15.3)

Source of SARS-CoV-2 exposure, no. (%) .45

Patient 192 (30.3) 122 (27.7) 70 (35.7)

Healthcare worker 339 (53.1) 249 (56.6) 90 (45.9)

Household 44 (6.9) 31 (7) 13 (6.6)

Community 61 (9.6) 38 (8.6) 23 (11.7)

Vaccination, no. (%) .02

1–2 doses 533 (83.8) 379 (86.1) 154 (78.6)

>2 doses 103 (16.2) 61 (13.9) 42 (21.4)

Hospital transmission, no. (%)c .75

Prior to quarantine 173 (27.0) 120 (27.3) 53 (27.0)

After quarantine 0 (0) 0 (0) 0 (0)

Compliance with the policy, no. (%)d 636 (100) 440 (100) 196 (100) NA

Note. HR-HCP, high-risk healthcare personnel; IQR, interquartile range; n, number; NA, not applicable.
aDyslipidemia, thyroid disease, allergic rhinitis, chronic hepatitis B infection, gastroesophageal reflux disease, obstructive sleep apnea, systemic lupus erythematosus.
bNursing department, physical therapy department, planning and finance department, medical supplies department.
cTransmission to patients and/or to other HCP.
dCompliancemonitoringwas performed by an infection control nurse for hand hygiene and use of doublemask. Compliance to physical distancingwas assessed by HCP self-report survey by the
infection control division.
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working place, source of risk exposure, COVID-19 vaccination his-
tory, hospital transmission, and compliance with the hospital IPC
policy. The primary outcome of this study was to evaluate hospital
transmission among HR-HCP prior to and after the change in the
quarantine policy. Hospital transmission was considered as
exposed HCP who transmitted COVID-19 to patients and/or to
other HCP both prior to and after the quarantine policy was imple-
mented. The secondary outcome included compliance with quar-
antine policy including use of double masks, compliance with
physical distancing, and the isolation policy. We used χ2 tests to
compare categorical variables. Independent t tests were used for
continuous data. All P values were 2-tailed, and P < .05 was con-
sidered statistically significant.

From January 2021 to February 2022, 636 HCP had high-risk
exposures: 440 during SARS-CoV-2 non-(omicron) waves (ie, α-
and δ-variant waves) and 196 during the (omicron) wave. The
median age of exposed HCP was 30 years (range, 26–36).
Demographics and characteristics of exposed HCP are summa-
rized in Table 1. Most HCP were female and had no underlying
disease. We detected no significant differences between exposed
HCP during SARS-CoV-2 non-(omicron) waves versus the (omi-
cron) wave in terms of characteristics, type of contact, and work-
ing unit. During the entire study period, 173 (27%) of 636
transmission events occurred from exposed HCP to other
HCP. Of 440 transmissions, 120 (27.3%) occurred during
SARS-CoV-2 non-(omicron) waves and 53 (27%) of 196 trans-
missions occurred during the (omicron) wave (Table 1). All
HCP developed infection prior to quarantine due to the delay
in recognition of the index case. Notably, 143 (73%) of 196
exposed HCP tested negative on day 5 and returned to work dur-
ing the SARS-CoV-2 (omicron) wave. No in-hospital transmis-
sion occurred after the entire follow-up period, and all exposed
HCP tested negative on day 10. All HR-HCP were fully compliant
with the hospital quarantine policy (Table 1). Also, vaccination
among exposed HCP increased from the SARS-CoV-2 non-(omi-
cron) periods to the (omicron) period.

Our findings have demonstrated that the reduced quarantine
time for HCP exposed to COVID-19 was safe and effective in
preventing in-hospital transmission from HCP with high-risk
exposure to patients and/or to other HCP and this may, in part,
have been due to increased vaccinations among our HCP.
Importantly, our policy was implemented without concerns by
HR-HCP. Notably, of 623 exposed HCP, 173 (27%) developed
COVID-19 prior to recognition of their exposure. This proportion
was less than the pooled infection rate (51.7%) reported by a meta-
analysis study of infection among frontline HCP during non-

(omicron) waves.6 The fact that HCP acquired COVID-19 prior
to quarantine emphasizes that all HCP should be considered at risk
for exposure and must strictly comply with IPC policies for
COVID-19. Lastly, despite increases in COVID-19 vaccination,
it is vital that HR-HCP adhere to hospital IPC policies.

Our study had several limitations. First, the data were col-
lected from a single center, which may limit the generalizability
of our findings. Second, we did not obtain the genotype of the
variant; instead, we assumed the variant involved based on
Thai Nation Institute of Health database.6 Third, our sample size
was relatively small. Despite these limitations, our data have dem-
onstrated that the reduced quarantine time was safe and effective
in Thai HR-HCP who generally received >3 vaccine doses.
Additional studies are needed to evaluate an appropriate duration
of quarantine for SARS-CoV-2–exposed HCP given the high rate
of vaccination among HCP and that COVID-19 is now an
endemic disease.
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Bair Hugger: A potential enemy within the operating room
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To the Editor—The American Society of Anesthesiologists practice
guidelines recommend normothermia as a goal during anesthetic
emergence and recovery1 in part to reduce adverse cardiac events.2

The Bair Hugger (3M, St Paul, MN) is a type of forced-air warming
(FAW) device commonly used to maintain intraoperative
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