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Early in the COVID-19 pandemic, the Centers for Disease Control
and Prevention (CDC) developed protocols for healthcare
personnel (HCP) return-to-work (RTW) after SARS-CoV-2
infection prioritizing patient and HCP safety amidst the
uncertainty of a novel virus. As we enter our fifth winter with
SARS-CoV-2, the virus is now endemic, and there is a need for
healthcare systems to reevaluate and adjust policies to reflect the
current environment. While the timeline for updated healthcare
COVID-19 guidance from the CDC and the Healthcare Infection
Control Practices Advisory Council (HICPAC) remains uncertain,
healthcare systems need practical strategies to manage COVID-19
alongside other respiratory virus infections (RVIs) before the
2024–2025 season.

Fortunately, the epidemiology of SARS-CoV-2 has evolved, and
its severity has lessened1 due to the availability of vaccines, proven
therapeutics, and population-level immunity from prior infections.
Despite this, CDC HCP RTW guidance, last updated in late 2021,
continues to treat COVID-19 differently from other endemic RVIs
with significant clinical impact such as influenza and RSV. This
exceptionalism causes HCP confusion and poses barriers to
practical healthcare delivery, without enhancing patient safety.
This also presents a lost opportunity to apply lessons learned

during the COVID-19 pandemic regarding respiratory virus
transmission in a more standard manner across RVI prevention.
This letter provides insights into how leaders in healthcare
epidemiology, including members of the Society of Healthcare
Epidemiology of America (SHEA) Board of Trustees, are
navigating COVID-19 RTW in this evolving landscape.

Current state

The existing CDC guidance for HCP COVID-19 RTW recom-
mends a 10-day isolation period if testing is not performed, or
RTW 7 days after symptom onset if afebrile for 24 hours without
antipyretics, symptomatically improved and with negative test
results within 48 hours of RTW.2 CDC HCP COVID-19 RTW
guidelines are far more stringent than the longstanding guidance
for other RVIs that recommends HCP RTW once fever-free for
24 hours (without antipyretics) and symptoms improved.3 The
current HCP RTW guidance also contrasts with CDC’s updated
community guidance from March 2024, which adopted a unified
approach for all RVIs, including COVID-19, emphasizing staying
home while ill followed by 5 days of additional protective measures
such as masking.4 A June 2023 survey found that only 16% of
hospitals were following the CDC’s HCP RTW recommendations,
highlighting a disconnect between guidance and practice.5 This
may reflect operational challenges and/or risk assessments by
facilities that CDC guidance exceeds what is necessary to maintain
a safe environment.

Corresponding author: Catherine L. Passaretti; Email: cpassare@wakehealth.edu
Cite this article: Passaretti CL, Bischoff W, Chan J, et al. Respiratory equality: let’s

stop playing favorites with COVID-19 in the healthcare setting. Infect Control Hosp
Epidemiol 2025. 46: 333–334, doi: 10.1017/ice.2024.197

© The Author(s), 2024. Published by Cambridge University Press on behalf of The Society for Healthcare Epidemiology of America.

Infection Control & Hospital Epidemiology (2025), 46, 333–336

doi:10.1017/ice.2024.197

https://doi.org/10.1017/ice.2024.197 Published online by Cambridge University Press

https://orcid.org/0000-0001-6158-4001
https://orcid.org/0000-0003-1388-3642
https://orcid.org/0000-0002-0355-9200
https://orcid.org/0000-0002-3142-707X
https://orcid.org/0000-0003-1755-5881
https://orcid.org/0000-0001-5562-8880
https://orcid.org/0000-0001-5042-4088
https://orcid.org/0000-0002-3230-8670
mailto:cpassare@wakehealth.edu
https://doi.org/10.1017/ice.2024.197
https://doi.org/10.1017/ice.2024.197
http://crossmark.crossref.org/dialog?doi=https://doi.org/10.1017/ice.2024.197&domain=pdf
https://doi.org/10.1017/ice.2024.197


Healthcare personnel masking protocols, mandated by some
state health departments or adopted by individual systems during
respiratory viral season or to control RVI outbreaks, have been
used, albeit inconsistently, even before the pandemic. Although the
CDC includes mask use for source control as part of standard
precautions and respiratory hygiene,6 its application, especially
regarding RTW, has been uneven.

Challenges with continuing current guidance

Discrepancies in COVID-19 management compared to other
RVIs, and inconsistencies between healthcare and community
practices, create confusion among HCP and pose operational
challenges. At a time when the healthcare workforce is already
stressed, adhering to the longer HCP isolation duration recom-
mended by the current CDC guidance can exacerbate workforce
shortages, disrupting service lines and patient care.

Practical barriers such as the cost and access to testing required
to confirm a COVID-19 diagnosis and reduce RTW timeframes,
are common. Moreover, many healthcare leave policies have
reverted to pre-pandemic norms, forcing HCP to use their limited
paid time off to stay home when they contract COVID-19. This
may lead to underreporting of illness and inequities, as those with
more paid time off are more likely to stay home when sick. HCP
who might benefit from prompt antiviral treatment may opt not to
test to avoid missing work. Collectively, the authors have observed
that this has contributed to reduced testing by sick HCP and
increased presenteeism, undermining overall safety efforts.

Beyond these operational issues, the current CDC HCP
COVID-19 RTW guidance also mistakenly places an exclusive
focus on SARS-CoV-2, overlooking the significance and impact of
transmission of other RVIs, such as influenza and RSV from HCP
to patients.

Infection prevention leaders’ current thinking

The current CDC HCP RTW guidance is well-intentioned but
outdated andmisaligned with community practices andmessaging
for other endemic RVIs. SHEA leaders advocate for a unified HCP
RTW approach across all RVIs, including COVID-19, allowing
HCP to return to work when fever-free for at least 24 hours without
fever-reducing medications and symptomatically improved. HCP
should wear a medical-grade mask while in the workplace for at
least 5 additional days.7,8 Testing should be reserved for
symptomatic HCP in consultation with a healthcare provider.

The Centers for Disease Control and Prevention and public
health departments can take this opportunity to adopt lessons
learned from COVID-19 and guide healthcare facilities to
emphasize source control masking as a key element of standard
precautions and respiratory hygiene, promoting a more consistent
and protective environment.9

Conclusion

As the healthcare landscape has evolved post-pandemic, pre-
ventative strategies must also adapt. SHEA leaders recommend a

pragmatic, harmonized approach to HCP RTW protocols across
all RVIs to reduce confusion, streamline care, promote equity, and
enhance safety for both patients and HCP. This approach also has
the potential to reduce overall presenteeism and transmission of all
RVIs from HCPs to patients.10 By evolving our practices to meet
current realities, healthcare systems can maintain high standards
of care and operational efficiency. CDC-supported research could
further validate this approach and guide future refinements.
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