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Background. Reactogenicity of coronavirus disease 2019 (COVID-19) vaccines can result in inability to work. The object of this
study was to evaluate health care workers’ sick leave after COVID-19 vaccination and to compare it with sick leave due to severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) infection and quarantine leave.

Methods. A multicenter cross-sectional survey was conducted at Regensburg University Medical Center and 10 teaching
hospitals in South-East Germany from July 28 to October 15, 2021.

Results. Of 2662 participants, 2309 (91.8%) were fully vaccinated without a history of SARS-CoV-2 infection. Sick leave after
first/second vaccination occurred in 239 (10.4%) and 539 (23.3%) participants. In multivariable logistic regression, the adjusted
odds ratio for sick leave after first/second vaccination compared with BNT162b2 was 2.26/3.72 for mRNA-1237 (95% CI, 1.28–
4.01/1.99–6.96) and 27.82/0.48 for ChAdOx1-S (95% CI, 19.12–40.48/0.24–0.96). The actual median sick leave (interquartile
range [IQR]) was 1 (0–2) day after any vaccination. Two hundred fifty-one participants (9.4%) reported a history of SARS-
CoV-2 infection (median sick leave [IQR] 14 [10–21] days), 353 (13.3%) were quarantined at least once (median quarantine
leave [IQR], 14 [10–14] days). Sick leave due to SARS-CoV-2 infection (4642 days) and quarantine leave (4710 days) accounted
for 7.7 times more loss of workforce than actual sick leave after first and second vaccination (1216 days) in all fully vaccinated
participants.

Conclusions. Sick leave after COVID-19 vaccination is frequent and is associated with the vaccine applied. COVID-19
vaccination should reduce the much higher proportion of loss of workforce due to SARS-CoV-2 infection and quarantine.
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In December 2020, a vaccination campaign unique in history
was started. Health care workers were prioritized to get vacci-
nated against coronavirus disease 2019 (COVID-19) because
of an increased risk of personal infection and transmission to
vulnerable patients [1]. Currently, 4 COVID-19 vaccines are
approved and broadly used in the European Union (EU):

BNT162b2 (Comirnaty from BioNTech/Pfizer), mRNA-1273
(Spikevax from Moderna), ChAdOx1-S (Vaxzevria from
AstraZeneca), and Ad26.COV2-S (COVID-19 Vaccine
Janssen from Janssen-Cilag) [2]. Recently, NVX-CoV2373
(Nuvaxovid from Novavax) has been authorized across the
EU [3].
The reactogenicity profiles of the COVID-19 vaccines are

similar, with the vast majority of reported adverse events in
the mild local and systemic category [4, 5]. Whereas the vector
vaccine ChAdOx1-S caused more adverse reactions after first
vaccination, the mRNA vaccines BNT162b2 and mRNA-1273
provoked more adverse reactions after second vaccination
[6–8]. When conducting a study on reactogenicity and immu-
nogenicity of the BNT162b2 vaccine in health care workers, we
realized that sick leave due to adverse reactions after vaccina-
tion was considerable, with 32 (4.3%) and 249 (33.9%) of
vaccinees unable to work after first and second vaccination
(n= 735) [9].
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Next to adverse reactions after vaccination, COVID-19-
related absences from work include severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) infection and quaran-
tine. The isolation period for SARS-CoV-2 infection in
Germany was generally 14 days during the study period and
has been reduced recently [10, 11]. The regulations for quaran-
tine leave after close contact with a SARS-CoV-2-positive
case have changed several times in Germany. During the
study, if someone was fully vaccinated or had a history of
SARS-CoV-2 infection within the last 6 months, no quarantine
was imposed. For SARS-CoV-2-naïve persons with a close con-
tact, quarantine was initially 14 days and got reduced to 10 days
in September, with the option to be shortened by a negative
polymerase chain reaction (PCR) test or antigen test at 5 or 7
days [12].

The present study aimed to further evaluate sick leave due
to severe adverse reactions after COVID-19 vaccination in
health care workers and to compare it with sick leave due to
SARS-CoV-2 infection and quarantine leave.

METHODS

Study Design and Participants

From July 28 to October 15, we conducted a cross-sectional
survey among hospital employees at Regensburg University
Medical Center and its 10 participating teaching hospitals
(Supplementary Table 1).

The survey was carried out by distributing paper tickets that
provided electronic access to an online survey (Supplementary
Figure 1). This method was previously used to evaluate health
care workers’ attitudes toward COVID-19 vaccination in our
hospital [13]. A ticket contained both a unique QR code and
a unique access code for the survey website. The survey could
be accessed either with an electronic device via a QR code or
by visiting the survey website using the access code, thus ensur-
ing anonymity of the participants and preventing multi-use.

We defined health care workers as all hospital employees in-
cluding clinical administrative staff and further personnel with-
out patient contact.

Survey Content

We developed an 87-item survey evaluating health care work-
ers’ experiences with COVID-19 vaccination, SARS-CoV-2 in-
fection, and quarantine (Supplementary Table 2).

Demographic Characteristics

Demographic characteristics of health care workers included
age group, sex, hospital, occupational activity (categorized
into nurse/physician/other occupation with direct patient con-
tact and other occupation without direct patient contact),
height in centimeters, weight in kilograms, smoking, presence
of any chronic disease, and immunosuppression.

COVID-19 Vaccination

Survey participants were asked whether they were fully vacci-
nated against COVID-19. According to German regulations,
full vaccination during the study period was defined as 2 vacci-
nations with an mRNA vaccine or ChAdOx1-S, a heterologous
combination of ChAdOx1-S with anmRNA vaccine, 1 vaccina-
tion with Ad26.COV2-S, or 1 vaccination with any approved
COVID-19 vaccine 6 months after a laboratory-confirmed
SARS-CoV-2 infection. The recommendation to administer
only 1 vaccination after a history of SARS-CoV-2 infection
was given late March 2021; therefore, there may be both vacci-
nees with 1 and 2 vaccinations after a history of SARS-CoV-2 in
the study population [14]. If not fully vaccinated, participants
were asked if they were within the vaccination process, whether
they were willing to get vaccinated, and, if not, what was the
main reason for refusal.
If fully vaccinated, it was asked if the decision for getting vac-

cinated was easy to make and if they were willing to get a boos-
ter vaccination, which COVID-19 vaccines had been applied,
whether the vaccinees had taken antipyretic medication before
or after vaccination and which, whether they had experienced
adverse reactions after first and second vaccinations catego-
rized as mild (defined as only local on the injection side), mod-
erate (not further classified), and severe (defined as any
symptom[s] resulting in sick leave).
Those with severe adverse reactions (ie, resulting in sick

leave) were asked to state how many days they would have
been unable to go to work independently if the following
days were working days or days off (potential sick leave).
They were additionally asked how many days they actually
were on sick leave (actual sick leave) and whether they had to
see a doctor.

SARS-CoV-2 Infection and Quarantine

All survey participants were asked whether they had ever had
COVID-19. In German colloquial language, the term
“SARS-CoV-2 infection” is not used—COVID-19 generally in-
cludes both asymptomatic SARS-CoV-2 infection and sympto-
matic COVID-19. No classification of asymptomatic or
symptomatic course was done. They were further asked wheth-
er they ever were in quarantine because of a close contact with a
SARS-CoV-2 case and, if yes, how often. In both cases, they
stated the potential infectious source (patient/colleague/fami-
ly/friend/other/unknown) and the number of days they were
off work. Participants with a history of SARS-CoV-2 infection
reported whether they were hospitalized, suffered from long
COVID symptoms, and, if yes, what symptoms they had and
whether these symptoms impaired their working life.

Technical Information and Statistics

The survey was programmed in REDCap, a web-based
clinical data management system hosted by the University of
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Regensburg [15]. Statistical analysis was performed using Stata
16 (StataCorp LLC, College Station, TX, USA).

We completed descriptive statistics to analyze frequencies of
demographic characteristics, occupational activity, and indi-
vidual health factors. For those fully vaccinated without a his-
tory of SARS-CoV-2 infection, descriptive statistics were
performed to further evaluate vaccination-related variables.
Summary statistics were performed to calculate the median
body mass index (BMI) and days off work as a result of adverse
reactions after COVID-19 vaccination, SARS-CoV-2 infection,
and quarantine leave. Univariate logistic regression was per-
formed on variables previously described as potentially influ-
encing reactogenicity of vaccines (ie, age, sex, occupational
activity, vaccine type, BMI, underlying diseases, antipyretic
medication before vaccination). Multivariable logistic regres-
sion was performed on the effect of vaccine type on severe ad-
verse reactions resulting in sick leave after first and second
vaccination after controlling for confounding. Data were ana-
lyzed from November to December 2021.

RESULTS

Baseline Characteristics

A total of 19 173 tickets were distributed to health care workers
in 11 hospitals in Southeast Germany; 2662 responses were
generated (response rate, 13.9%). Participants were from all
working age groups. Most survey participants were female
(72.3%). The majority were nurses (34.4%). Any chronic dis-
ease was reported by 22.2%, and immunosuppression by
2.7%. The vast majority were fully vaccinated against
COVID-19 (94.5%). Baseline characteristics of survey partici-
pants are shown in Table 1.

COVID-19 Vaccination

A total of 2309 fully vaccinated participants with no history of
SARS-CoV-2 infection were included in further analyses
(Table 2). Antipyretic medication was taken by about 7% of
survey participants before any vaccination. BNT162b2 was
the vaccine predominantly applied in first (73.5%) and second
(81.5%) vaccination. ChAdOx1-S administration decreased
from first (15.3%) to second (5.0%) vaccination; the reduction
was probably attributable to a recommendation for heterolo-
gous vaccine combinations after ChAdOx1-S prime because
of incidents with thrombosis with thrombocytopenia syn-
drome [16]. The detailed vaccine combinations are listed in
the Supplementary Data (Supplementary Table 3). In total,
more participants suffered from any type of adverse reaction af-
ter second vaccination (61.6%) compared with first vaccination
(46.5%). Consequently, sick leave as a result of severe adverse
reactions occurred more often after second (23.3%) than after
first vaccination (10.4%). Despite a high rate of adverse

reactions, most vaccinees would have been willing to get a
booster vaccination (90.6%).

Sick Leave After COVID-19 Vaccination

In univariate logistic regression, older age groups age 50 years
and above took significantly less sick leave after any COVID-19
vaccination compared with those age,30 years (Table 3). The
odds of sick leave after first and second vaccination were signif-
icantly higher in females compared with males (after first vac-
cination: odds ratio [OR], 1.69; 95% CI, 1.21–2.35; after second

Table 1. Baseline Characteristics of Survey Participants

Variable No. (%) (n= 2662)a

Age group

15–29 y 645 (24.2)

30–39 y 571 (21.5)

40–49 y 557 (20.9)

50–59 y 680 (25.5)

60–69 y 205 (7.7)

Missing 4 (0.2)

Sex

Male 731 (27.5)

Female 1926 (72.4)

Divers 1 (0.0)

Missing 4 (0.2)

Occupational activity

Nurse 915 (34.4)

Physician 439 (16.5)

Other occupation with patient contactb 514 (19.3)

Other occupation without patient contactc 790 (29.7)

Missing 4 (0.2)

BMI (n=2628),d median (IQR), kg/m2 24.5 (21.9–27.8)

Smokinge 427 (16.0)

Any chronic diseasee 591 (22.2)

Immunosuppressione 71 (2.7)

History of SARS-CoV-2 infection 251 (9.4)

History of SARS-CoV-2 quarantine 353 (13.3)

COVID-19 vaccination

Fully vaccinated 2515 (94.5)

Fully vaccinated with no history of SARS-CoV-2
infection

2309 (91.8, n=2515)

History of SARS-CoV-2 infection and 1 or 2
vaccinationsf

206 (8.2, n= 2515)

No vaccination because of a history of SARS-CoV-2
infection within the last 6 mo

27 (1.0)

Within the vaccination process 14 (0.5)

Willing to get vaccinated 14 (0.5)

Not willing to get vaccinated 92 (3.5)

Abbreviations: BMI, body mass index; COVID-19, coronavirus disease 2019; IQR,
interquartile range; SARS-CoV-2, severe acute respiratory syndrome coronavirus 2.
aPercentages may not total 100 because of rounding.
bFor example, diabetes consultation, social services, physiotherapy, etc.
cFor example, administration, technical services, laboratory staff, etc.
dOne implausible value recoded to missing.
eFour missing values.
fGerman regulations recommended in March 2021 that vaccinees with a history of
SARS-CoV-2 infection only needed 1 COVID-19 vaccination 6 months after SARS-CoV-2
infection to be regarded as fully vaccinated [14].
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vaccination: OR, 1.50; 95% CI, 1.20–1.89). Compared with
nurses, there was significantly less sick leave in physicians after
both vaccinations (OR, 0.58/0.59, respectively; 95% CI, 0.36–
0.95 after first and 0.43–0.80 after second vaccination). There
was strong evidence for an association between sick leave and
vaccine type after first and second vaccination. There was no
evidence of an association between sick leave after first or sec-
ond vaccination and BMI, any chronic disease, immunosup-
pression, or antipyretic medication before second vaccination.

Sick Leave After COVID-19 Vaccination According to Vaccine

In multivariable logistic regression analyses, severe adverse re-
actions resulting in sick leave after first and second COVID-19
vaccination were described in reference to BNT162b2
(Table 4). After adjusting for confounders, the odds ratio of
sick leave after first/second vaccination was 2.26/3.72 for
mRNA-1273 (95% CI, 1.28–4.01/1.99–6.96), 27.82/0.48
for ChAdOx1-S (95% CI, 19.12–40.48/0.24–0.96), and 28.84
for Ad26.COV2-S (95% CI, 5.50–151.19) vaccinees.

Loss of Workforce due to COVID-19 Vaccination, SARS-CoV-2 Infection,
and SARS-CoV-2 Quarantine Leave

Two hundred fifty-one survey participants (9.4%) reported a
history of SARS-CoV-2 infection, and 353 (13.3%)
reported having been in SARS-CoV-2 quarantine, with quaran-
tine also occurring more than once. The most important sus-
pected source of SARS-CoV-2 infection was patients (47.8%).
The risk contacts for SARS-CoV-2 quarantine were predomi-
nantly exposure to SARS-CoV-2-positive family members
(36.1%) and colleagues (23.1%). Long COVID symptoms
were reported by 112 (44.6%) convalesced individuals, and 63
(25.1%) reported that these symptoms impaired their working
life. These and further details on SARS-CoV-2 infection and
quarantine in study participants are provided in
Supplementary Table 4.
In fully vaccinated participants without a history of

SARS-CoV-2 infection, the median number of days of potential
sick leave after first (n= 239) and second (n= 538) vaccination
(interquartile range [IQR]) was 2 (1–3). The median number of
actual sick days (IQR) was 1 (0–2) day. Similar results were
shown for fully vaccinated participants with a history of
SARS-CoV-2 infection (different sequences of infection and
vaccination possible in the study population). The median
number of sick days after SARS-CoV-2 infection and quaran-
tine leave (IQR) was 14 (10–21 [infection], 10–14 [quarantine])
days. When comparing total days off work due to SARS-CoV-2
infection (4642 days) and quarantine (4710 days), loss of work-
force was 7.7 times higher than through actual sick leave (1216
days) in all fully vaccinated study participants (Table 5).

DISCUSSION

This cross-sectional survey study describes the loss of work-
force in health care workers due to severe adverse reactions af-
ter COVID-19 vaccination resulting in sick leave and puts it in
context with loss of workforce due to SARS-CoV-2 infection
and SARS-CoV-2 quarantine.
Vaccine reactogenicity is dependent on different factors, and

symptoms are often perceived differently [17]. We used a sim-
plified classification of adverse reactions—no, mild, moderate,
and severe resulting in sick leave—to assess the extent of sick
leave after COVID-19 vaccination. Our results are in line
with general vaccine reactogenicity data. More frequent and se-
vere local and systemic reactions to vaccines are reported by fe-
males [18]. Less reactogenicity is reported with rising age,
possibly due to higher tolerance to pain and illness symptoms
and a waning innate immune defense [17]. Education level is
described as significantly associated with duration of symptoms
after a second COVID-19 vaccination [19].
The present analysis of sick leave dependent on vaccine con-

firms safety data on the 3 most used vaccines—BNT162b2,
mRNA-1273, and ChAdOx1-S [4, 6–8]. We found that

Table 2. Characteristics of COVID-19 Vaccination in Fully Vaccinated
Participants Without a History of SARS-CoV-2 Infection

Variable No. (%) (n=2309)a

Antipyretic medication before first vaccination 162 (7.0)b

Antipyretic medication before second vaccination 173 (7.5)c

Willingness to get COVID-19 booster vaccination 2093 (90.6)

First vaccine

BNT162b2 1696 (73.5)

mRNA-1273 251 (10.9)

ChAdOx1-S 354 (15.3)

Ad26.COV2-S 6 (0.3)

Missing 2 (0.1)

Second vaccined

BNT162b2 1881 (81.5)

mRNA-1273 303 (13.1)

ChAdOx1-S 116 (5.0)

No second vaccination because of Ad26.COV2-S 6 (0.3)

Missing 3 (0.1)

Adverse reactions after first vaccination

No 1232 (53.4)

Mild (only local on injection side) 444 (19.2)

Moderate 391 (16.9)

Severe (resulting in sick leave) 239 (10.4)

Missing 3 (0.1)

Adverse reactions after second vaccination

No 880 (38.1)

Mild (only local on injection side) 287 (12.4)

Moderate 596 (25.8)

Severe (resulting in sick leave) 539 (23.3)

Missing 7 (0.3)

Abbreviations: COVID-19, coronavirus disease 2019; IQR, interquartile range; SARS-CoV-2,
severe acute respiratory syndrome coronavirus 2.
aPercentages may not total 100 because of rounding.
bThree missing values.
cSeven missing values.
dOne implausible value recoded to missing.
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BNT162b2 was the least associated with sick leave after first
vaccination. Although ChAdOx1-S showed the most favor-
able results after second vaccination, this fact may be of no
benefit in the future as German authorities recommend
a heterologous vaccination scheme after priming with
ChAdOx1-S [16].

There are few studies focusing on the phenomenon of sick
leave after COVID-19 vaccination. A US survey found that
27.8% of participants required transient time off from work af-
ter mRNA-1273 vaccination and 12.3% after BNT162b2 vacci-
nation [20, 21]. Another study in health care workers reported
sick leave after prime/boost vaccination in 7.6%/22.7% of
BNT162b2 vaccinees and 11.5%/56.8% of mRNA-1273 vacci-
nees [22]. Sick leave after heterologous vaccination with
ChAdOx1-S/BNT162b2 was described as 66.3% after first and
31.7% after second vaccination [23]. The loss of workforce be-
cause of severe adverse reactions after COVID-19 vaccination
prompted the US Centers for Disease Control and Prevention
to recommend staggering delivery of vaccine to health care
workers and planning time away from work if systemic symp-
toms occurred after COVID-19 vaccination [24]. We also

decided to include potential and actual sick leave after vaccina-
tion to be able to account for planned days off.
Vaccine safety outcomes are difficult to compare among

studies [25]. Sick leave after vaccination may be an additional
variable to be included in future vaccine safety studies to enable
a quantitative comparison of vaccine reactogenicity in the
working population.
We excluded vaccinees with a history of SARS-CoV-2 infec-

tion from the logistic regression analysis as reactogenicity of
COVID-19 vaccines in those with preexisting immunity is dif-
ferent, with often more systemic adverse reactions [26, 27].
Absences caused by SARS-CoV-2 infection and quarantine

are long, with a median of 14 days in our survey. A study de-
scribing medical leave associated with COVID-19 among
emergency medical system responders and firefighters in
New York City found a mean medical leave duration of 25.3
days for reverse transcription PCR–confirmed SARS-CoV-2
infection [28]. The median duration of COVID-19 sick leave
in a national Swedish cohort study was 35 days [29]. Spanish
data reported a 116% increase in sick leave in March 2020,
mainly due to infectious and respiratory diseases, with the

Table 3. Univariate Logistic Regression on Severe Adverse Reaction Resulting in Sick Leave After First and Second COVID-19 Vaccination in Fully
Vaccinated Participants Without a History of SARS-CoV-2 Infection

Sick Leave After First Vaccinationa Sick Leave After Second Vaccinationa

Total (%) (n=239) Crude OR (95% CI) Total (%) (n=539) Crude OR (95% CI)

Age group

15–29 y (reference) 72 (30.1) 1 155 (28.8) 1

30–39 y 53 (22.2) 0.77 (0.53–1.13) 119 (22.1) 0.78 (0.59–1.03)

40–49 y 50 (20.9) 0.72 (0.49–1.06) 129 (23.9) 0.86 (0.66–1.13)

50–59 y 55 (23.0) 0.64 (0.44–0.93) 112 (20.8) 0.55 (0.42–0.73)

60–69 y 9 (3.8) 0.33 (0.16–0.67) 24 (4.5) 0.36 (0.23–0.57)

Sex

Male (reference) 47 (19.7) 1 120 (22.3) 1

Female 191 (79.9) 1.69 (1.21–2.35) 419 (77.7) 1.50 (1.20–1.89)

Divers 1 (0.4) … 0 …

Occupational activity

Nurse (reference) 71 (29.7) 1 193 (35.8) 1

Physician 23 (9.6) 0.58 (0.36–0.95) 68 (12.6) 0.59 (0.43–0.80)

Other occupation with direct patient contact 54 (22.6) 1.27 (0.87–1.85) 110 (20.4) 0.90 (0.69–1.18)

Other occupation without direct patient contact 91 (38.1) 1.37 (0.99–1.91) 168 (31.2) 0.87 (0.68–1.10)

Vaccine

BNT162b2 (reference) 51 (21.3) 1 408 (75.7) 1

mRNA-1273 18 (7.5) 2.49 (1.43–4.34) 120 (22.3) 2.37 (1.83–3.06)

ChAdOx1-S 167 (69.9) 28.94 (20.43–41.00) 11 (2.0) 0.38 (0.20–0.71)

Ad26.COV2-S 3 (1.3) 32.24 (6.35–163.60) … …

BMI (n=237/535) … 1.00 (0.97–1.02) … 0.98 (0.96–1.00)

Any chronic disease 58 (24.3) 1.13 (0.83–1.55) 135 (25.0) 1.22 (0.98–1.53)

Immunosuppression 7 (2.9) 1.19 (0.54–2.66) 13 (2.4) 0.94 (0.50–1.76)

Antipyretic medication before first vaccination 55 (23.0) 5.48 (3.83–7.84) … …

Antipyretic medication before second vaccination … … 43 (8.0) 1.09 (0.76–1.56)

Significant ORs (95% CI) are presented in bold.

Abbreviations: BMI, body mass index; COVID-19, coronavirus disease 2019; OR, odds ratio; SARS-CoV-2, severe acute respiratory syndrome coronavirus 2.
aPercentages may not total 100 because of rounding.
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highest increase (457%) observed among health-related work-
ers [30]. There are hardly any quantitative data on other
COVID-19-related absences. An international cross-sectional
study among surgeons found that during the first 10 weeks of
the pandemic, the proportion of surgeons absent because of
isolation, shielding, and family care was higher than the pro-
portion sick with COVID-19 [31]. COVID-19 vaccination
may help to directly reduce loss of workforce due to
SARS-CoV-2 infection and quarantine in health care settings
and elsewhere. Among the 251 survey participants who report-
ed a history of SARS-CoV-2 infection, nearly half of them suf-
fered from long COVID symptoms, and about one-quarter
described their working life as impaired by those symptoms,
a long-term burden possibly largely preventable by COVID-19
vaccination.

Limitations

The study is subject to limitations. First, the response rate was
low (13.9%), which makes the results prone to selection bias. In
our survey, we linked severe adverse reactions and sick leave.
Therefore, the option to report sick leave was not possible for
vaccinees with mild or moderate adverse reactions. As there
is sick pay in Germany, this link might have resulted in misin-
terpretation of vaccine reactogenicity. We also did not assess
half-days for sick leave that may have occurred in vaccinees
who got their vaccination early in the morning and fell sick
sometime later but were able to return to work the following
day. This is possibly the reason why some vaccinees who re-
ported sick leave after vaccination indicated 0 days off.
Because of different vaccine reactogenicity in seropositive
and seronegative vaccinees and 2 vaccination strategies for peo-
ple with a laboratory-confirmed SARS-CoV-2 infection, we

decided to focus the logistic regression analysis on vaccine re-
actogenicity in participants without a history of SARS-CoV-2
infection. Yet, we cannot rule out that unwittingly seropositive
vaccinees were included in our analysis. For the majority of
participants with a history of SARS-CoV-2 infection who
were fully vaccinated, we did not know whether the infection
occurred before, during, or after the vaccination. Finally, there
are other causes of pandemic-induced loss of workforce not ad-
dressed in the study, for example, the necessity to care for quar-
antined or SARS-CoV-2-positive children and relatives or
compulsory quarantine after entry from a country with a
high SARS-CoV-2 incidence.
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immunosuppression, antipyretic medication before second vaccination, vaccine received
in first vaccination.
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