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W orkplace safety has been an important focus of the 
COVID-19 pandemic response worldwide. Essential 
workers, particularly those who cannot work from 

home and those who are precariously employed (e.g., tempor-
ary, contract or agency workers),1 are at increased risk for 
acquiring SARS-CoV-2. Workplaces have been associated fre-
quently with outbreaks of COVID-19 and household transmis-
sion of SARS-CoV-2.2,3 Policies related to disclosing outbreaks at 
places of work are both contentious and misunderstood. 
Should workplace-related outbreaks of COVID-19 be publicly 
disclosed and, if so, why? We discuss the ethical and public 
health considerations related to the public identification of 
workplaces in outbreak.

The Public Health Agency of Canada’s Public Health Ethics 
Consultative Group identified 3 primary public health goals for 
publicly disclosing surveillance information: helping the public 
understand COVID-19–related risk to make informed decisions, 
showing transparency, and building trust by showing that sur-
veillance and response activities are conducted with due dili-
gence.4 Public health authorities are further guided by certain 
ethical principles, which include respect for persons and com-
munities, beneficience, nonmaleficience, justice, trust, transpar-
ency, accountability and responsibility.5,6

The principles of beneficience and respect for persons and 
communities dictate that public health authorities should dis-
close sufficient information about outbreaks for people to make 
informed decisions about the risks that they are willing to 
accept, and to subsequently take steps to protect their health. 
However, the desire for information does not equate a right to 
access surveillance information, as the rights of people and com-
munities to privacy and freedom from discrimination must also 
be considered.4 

Furthermore, the principle of nonmaleficience or “First, do no 
harm,” suggests that public health authorities should actively 
attempt to mitigate the potential risks and harms associated with 
workplace-related outbreaks. As such, general public health prac-
tice dictates that outbreaks are disclosed only if a public health 
investigation finds an increased risk to the public from the work-
place outbreak, beyond background risk in the community, or if 
close contacts of workplace-related cases cannot be reached 

without disclosure.7,8 Where the public is not at risk — for exam-
ple, where a workplace with an outbreak does not permit public 
access  — public health agencies typically do not issue a broad dis-
closure naming the workplace.7,8

In response to calls for increased transparency, arising out of 
a broader media debate around the availability and detail of 
data, several health departments have now created more spe-
cific criteria for identifying workplace-related outbreaks with 
public health importance.1 Toronto Public Health announced an 
approach to name workplaces that have outbreaks of substantial 
duration that are large enough to mitigate privacy concerns, with 
a high proportion of staff involved in the outbreak and evidence 
of sustained transmission.9 Alberta Health Services reports the 
names of workplaces with outbreaks involving 10 or more cases, 
whereas the City of Hamilton Public Health Services reports the 
names of all workplaces with active outbreaks.1 Most recently, 
the Region of Waterloo Public Health and Emergency Services 
chose to name workplaces with 50 or more cases, or 15 or more 
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KEY POINTS
• When an outbreak of infection at a workplace is identified, 

standard public health practice is to publicly disclose the name 
of the workplace only if all contacts cannot be traced and a risk 
to the public is identified.

• Proponents of naming all workplaces with outbreaks regardless 
of risk to the public, assert that such a policy would increase 
transparency on where transmission is occurring, and enable 
workers and the public to protect themselves.

• However, the rights of people and communities to privacy and 
freedom from discrimination must be considered paramount 
when no risk to the public exists.

• Inappropriate disclosure can lead to reputational harm for the 
affected businesses and risk business owners covering up 
outbreaks or refusing to cooperate with public health 
investigations.

• Broad sectoral instead of nominal data for affected workplaces 
should be used to identify risk and better target interventions, 
research and advocacy for measures, such as improved worker 
protections and wage replenishment.
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cases with 15% positivity among staff and patrons, and at least 
20  employees or patrons; evidence of sustained transmission; 
and no substantial privacy concerns.10

There are many reasons why public health guidance may sug-
gest not publicly naming a workplace that is having a COVID-19 
outbreak, the most prominent being people’s right to privacy. 
The disclosure of information that allows people to be identified 
can have serious consequences, including public shaming and 
harassment. Not publicly disclosing a work-related outbreak 
when there is no increased risk to the public protects workers 
who are positive for SARS-CoV-2 infection and their contacts 
from stigmatization associated with COVID-19.11 Moreover, busi-
nesses that are outed as having an outbreak of infectious disease 
may face serious consequences that in turn may lead to loss of 
employment for workers and downstream effects for local 
economies.

As workplace outbreaks sometimes occur even despite a 
company’s best efforts to comply with precautions, policies that 
amount to automatic disclosure may prove counterproductive if 
companies try to cover up outbreaks so as to avoid public sham-
ing. When businesses can trust that disclosures of workplace out-
breaks are made with careful consideration and are appropriate 
and useful, they are more likely to cooperate with efforts of the   
public health agencies to control an outbreak by allowing rapid 
access and intervention to protect workers. If businesses delay or 
decline to cooperate with outbreak investigations because of 
fear of reputational or economic ruin, both workers and the pub-
lic will be put at increased risk of infection. In such instances, 
public disclosure might be warranted if public health units are 
unable to ascertain the extent of transmission that may be occur-
ring within the facility owing to noncooperation. However, in 
general, as in the physician–patient relationship, where respect 
for confidentiality supports trust that ultimately allows the pro-
vider to better promote the patient’s health, compliance by busi-
nesses with directions by public health agencies protects their 
workers and fosters healthier communities.

Those who call for broader disclosure of workplace-related 
outbreaks suggest that this information is necessary to assist 
with research on high-risk sectors and advocacy efforts. Although 
many public health agencies release summary data on work-
place outbreaks by sector, which has led to the identification of 
high-risk sectors such as manufacturing, distributing/logistics 
and food processing,3 critics have argued that workplace infor-
mation by sector is sometimes unclear and misleading. Although 
data may be of low quality, the answer is not public disclosure 
but rather the improvement of sectoral data quality and integrity 
to support research, advocacy and government response.

Where a public risk related to a workplace outbreak is identi-
fied, broader public disclosure is certainly warranted. However, 
calls for automatic disclosure of all workplace-related COVID-19 
outbreaks distract policy-makers from enacting measures that 
are likely to protect both essential workers and communities. 
These essential measures include collaborating with workplaces 
to implement and enforce infection control protocols, paid sick 
leave, protection from eviction, wage replenishment, and linguis-
tically and culturally nuanced health and safety information. 
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