
antagonistic feelings depending on the experiences of each per-
son. This strategy may engender fear, mistrust, solidarity, and/
or empathy in different scenarios and among different people.5

The disclosure of statistical data about the efficacy of social iso-
lation practices does not guarantee that the real benefits or harms
of epidemiological surveillance will be understood. The structure
of these truths is a fragile one, and the responses of different cul-
tures may not be predictable or standardized. Indexes related to
the efficiency of the social isolation strategy tend to reinforce the
idea of isolation as the most appropriate alternative, thus impos-
ing the truth on the populations constrained.6 Thus, when
thought of as a global recommendation that is confirmed as
“numerically appropriate,” the social isolation discourse subjec-
tifies the individuals who, for different reasons, are pressured to
comply with the norm.

There are reasons to make social isolation more flexible.
Reasons supported by other statistical data that highlight possible
problems caused by this practice (eg, anxiety, economic downturn,
and domestic violence) might lead to a different strategy, even if it
is not “the best choice.” Individuals live and are inseparable from
their environments, therefore, experience different spatialities.
Thus, the places they live produce different ways of being.4

Thus, far from an attempt to question the validity of social isola-
tion, the importance of questioning the effects of such a biopolitical
strategy emerges. Whether a biopolitical strategy that recommends
social isolation, as it is occurring, will be successful in preventing
the spread of the disease remains unknown, and the real impact, in

all spheres of life of different individuals, remains uncertain.
Isolation of populations may successfully prevent the spread of
infection but may also result in tensions and the deterioration of
the public mental health.
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To the Editor—Severe acute respiratory syndrome coronavirus-2
(SARS-CoV-2) has caused the coronavirus disease 2019
(COVID-19) pandemic. The most common type of transmission
is through large respiratory droplet particles. The 2 other accepted
modes of SARS-CoV-2 transmission are direct contact and
through inhaling aerosols.1,2 At the beginning of the pandemic, air-
borne transmission was recognized only for aerosol-generating pro-
cedures (AGPs) in healthcare settings. Since then, theWorld Health
Organization and the scientific community are evaluating whether
SARS-CoV-2 also spreads through aerosols in the absence of AGPs,
particularly in indoor settings with poor ventilation.3

Hematopoietic cell transplantation (HCT) and cellular therapy
recipients are unique populations at increased risk for complica-
tions from SARS-CoV-2.4 Currently, limited data exist on the

epidemiology, clinical manifestations, and optimal management
of COVID-19 in this patient population. Patients who have tested
positive for COVID-19 should be isolated in negative-pressure
room if available or in a neutral-pressure room.5

Our index case, a 48-year-old immunocompromised man with
multiple myeloma IgA κ, underwent an autologous stem-cell trans-
plant on September 21, 2020. He tested positive for SARS-CoV-2
on a screening test 3 days later, and the cycle threshold (Ct) value
was 15. He developed a high temperature and a dry cough, and a
computed tomography scan demonstrated bilateral ground-glass
opacities consistent with COVID-19. Treatment included conva-
lescent plasma, remdesivir, and antibiotics. AGPs were not per-
formed. He was discharged on October 8, and a nasal swab for
SARS-CoV-2 PCR was still positive with a Ct value of 19.

The transplant unit includes 6 positive-pressure isolation
rooms with high-efficiency particulate air (HEPA) filters; each
has an anteroom with self-closing doors that cannot be opened
simultaneously. Patient rooms are built to primarily assure patients
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safely; the pressure cascade from the patient room to the anteroom
and from the anteroom to the corridor protects the patients but
exposes healthcare professionals (HCPs), even when positive-
pressure is neutralized.

The following measures were applied following the diagnosis of
the index case: (1) positive-pressure neutralization in the index
patient’s isolation room; (2) HCP treating the index patient
donned airborne PPE (nonpermeable gown, N95 respirator, face
shield, and gloves) before entering his isolation room and removed
the airborne PPE in the anteroom; (3) the index case was confined
to his room and wore a surgical mask during HCP visits; (4) all
other work in the transplant unit, outside the index patient’s room,
continued while donning droplet PPE according to our institu-
tional policy; and (5) patients and HCPs were screened for
SARS-CoV-2 twice weekly. From October 1 through October 8,
of 37 HCPs, 7 (19%) tested positive for SARS-CoV-2: 2 doctors,
4 nurses, and 1 housekeeping worker.

A case-control study was conducted, including phone interviews
with all the units’HCPs and verification of HCP SARS-CoV-2 naso-
pharyngeal swab test results. Cases were HCPs who tested positive
for SARS-CoV-2; controls were HCPs who tested negative. Phone
interviews included the following questions: (1) How long were
you present in the transplant-unit corridor or nurses’ station during
your shift? (2) Did you enter the index patient’s room. And if yes,
(3) how long were you present in the room? Staff members did not
sit together in eating areas, and no out-of-work staff gatherings took
place. Our univariate analysis revealed that cases were present
significantly more than controls in the transplant unit’s corridor
or nurses’ station (relative risk [RR], R = 7.2; 95% CI, 1.22–42.49;
P = .018) but not in the index patient’s room, Table 1.

Preventing the spread of SARS-CoV-2 requires rapid identi-
fication and isolation of infectious people, especially those with a
high viral load because they have potential to become super-
spreaders.6 HCT recipients may be at an even higher risk for a
complicated course resulting from viral infections in general
and COVID-19 infection in particular. Our transplant unit’s
patient rooms are large rooms with closed windows, positive-
pressure, and HEPA filtration, and each has an anteroom with
20 air exchanges per hour. Units must balance the risk of other
major pathogens (ie, invasive molds) against the risk of COVID-
19 when deciding whether the unit’s airflow should be modified.
Reducing the positive pressure in isolation rooms could lead to
poorly ventilated spaces that facilitate aerosol transmission.

In HCT recipients infected with other human coronaviruses,
there is an association between initial high viral loads and pro-
longed viral shedding.7 Shedding duration is an important deter-
minant of viral infectivity and transmissibility. Ct value, a measure

of the SARS-CoV-2 viral load, is inversely related to viral load. Our
index case was diagnosed with a Ct value of 15; 2 weeks later, his
Ct value was still only 19, which probably enhanced the viral spread
in the transplant unit.

Because aerosols are carried by air currents and dispersed by
diffusion and air turbulence, aerosols from infected persons may
pose an inhalation threat even at considerable distances in enclosed
spaces, particularly if there is poor ventilation.8 Providing
sufficient and effective ventilation together with airborne infection
control is of paramount importance.2

In our COVID-19 outbreak, 2 of the 7 infected HCPs had no
direct contact with the index case. All worked in the transplant unit
corridor or nurses’ station while wearing droplet PPE. The corridor
or nurses’ station is an enclosed space with no open windows. The
anterooms of the isolation rooms open into this space. Outdoor air
enters the unit’s corridor through an air handling unit, ventilation
air is provided by a heating, ventilating, and air-conditioning sys-
tem. It is highly probable that HCPs inhaled SARS-CoV-2 aerosols
through their surgical masks while working in this area for the
most part of their shift.

Although molecular data are not available, airborne transmis-
sion appears to be the only plausible explanation for this outbreak.
We are of the opinion that additional airborne precautions should
be taken for further reduction of infection risk.
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To the Editor—Healthcare workers (HCWs) experience various
levels of exposure to severe acute respiratory coronavirus virus 2
(SARS-CoV-2); however, evidence is limited on if any subsets of
staff are at higher risk of acquiring coronavirus disease 2019
(COVID-19) disease compared to others or the general commu-
nity. Current knowledge on the significance of “level of exposure”
is limited due to (1) data obtained largely during surges, (2) data
frommajor healthcare systems (generalizability), (3) lack of adjust-
ment for exposures outside the health system or for compliance
with public health and PPE recommendations, and (4) focusing
on only high-risk clinical providers.1-5 Accordingly, we performed
a cross-sectional analysis evaluating the seroprevalence of SARS-
CoV-2 antibodies in HCWs in a community health system in
region of moderate disease burden. The study was approved by
the Metro-Health University of Michigan Health Institutional
Review Board and consent was obtained electronically.

Kent County, Michigan (population 650,000), experienced a
“moderate surge” in coronavirus cases during mid-May through
June 2020. At the time of the study the county had reported >180
deaths and>8,000 cases, with a prevalence of 1,380 per 100,000 pop-
ulation. The health system is comprised of a 210-bed community-
based teaching hospital withmultiple outpatient centers, urgent care,
and surgery centers. COVID-19 units were established onMarch 11,
2020, along with policies for extended N95mask use, eye protection,
limited staff entrances, staff screening, and restricted visitor policies.
On April 10, all emergency department encounters required staff to
wear an N95mask. Universal mask use for all staff was implemented
on May 4. No PPE shortages occurred.

Survey invitations were sent via e-mail. Participants were
excluded if they were <18 years of age or reported active
COVID-19. An orthogonal testing algorithm was utilized
(August 17–September 4, 2020) via the Siemens Atellica Total
Antibody instrument (100% sensitivity and 99.8 specificity)

followed by a confirmatory high-sensitivity enzyme-linked immu-
nosorbent assay, immunoglobulin G ELISA (Eagle Bioscience,
100% sensitivity and 88.7% specificity).

For the primary outcome, we investigated whether working on
a COVID-19 unit, predicted seropositivity to SARS-CoV-2 anti-
bodies after adjusting for risk of exposure outside of work and
compliance with PPE use. Secondary outcomes included modeling
if a “clinical provider” or if “perceived high risk of COVID-19
exposure” at work predicted seroprevalence. We investigated
whether the seroprevalence in HCWs differed from the commu-
nity using the 95% confidence interval for Michigan during the
study period as determined by the Centers for Disease Control
and Prevention (CDC, 3%–6%).6

We used SAS version 9.4 software (SAS Institute, Cary, NC) for
statistical analyses. Continuous variables were compared with
2-tailed t tests or the Wilcoxon rank-sum test, as appropriate.
Categorical variables were compared using the χ2 or the Fisher
exact test. The 95% confidence interval for seroprevalence was cal-
culated using the asymptotic approximation method. Multivariate
logistic regression models were used to evaluate odds of seroposi-
tivity for SARS-CoV-2 antibodies by risk of exposure at work.
P < .05 was considered significant.

Overall, 1,385 HCWs participated (45%). Demographics and
bivariate analysis are listed in Table 1. The seroprevalence was
1.88% (95% CI, 1.16%–2.59%); significantly lower than the lower
bounds of the community 95% confidence interval (P = .014). For
HCWs to have had a significantly higher prevalence, the true commu-
nity population prevalence would have had to have been <1.35%
(1-sided P value = .045). We detected no difference in the seropreva-
lence of SARS-CoV-2 antibodies when exposure risk was modeled as
working in a COVID-19 unit (adjustedOR, 1.7; 95%CI, 0.75–3.86) or
working as a clinical provider (adjusted OR, 1.89; 95% CI, 0.83–4.29).
However, when risk of exposure was modeled as “perceived high risk
of work exposure” a significant increased risk of seropositivity was
detected (adjusted OR, 3.4; 95% CI, 1.45–8.01).

We failed to demonstrate an increased risk of infection with
COVID-19 among staff at the highest risk of exposure within a
community health system during a time of moderate community
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