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The following questions were asked during WorkCare’s weekly webinar series on Preventing and Managing 
COVID-19 in the Workplace – Week 5. Anthony Harris, M.D., M.B.A., M.P.H., Vice President, Onsite Clinical 
Operations, and WorkCare Associate Medical Director, presented the webinar and provided these answers.  
The following are links for your reference:  

• April 15 webinar recording  

• April 8 webinar recording 

• Questions and Answers from the April 8 webinar 
 

 
TRANSMISSION & EXPOSURE RISK 
Q: Is the Centers for Disease Control and Prevention (CDC) guidance that came out last week a step backward? 

It seems to ignore the number of asymptomatic individuals. If 50 percent of the population is potentially 
asymptomatic for COVID-19, how are people transmitting the virus if they are not coughing? 

A: To the contrary, the CDC has recommended that people wear a cloth mask when away from home to limit 
spread of the virus by asymptomatic individuals. Droplets containing viral loads are still dispersed when 
conversing.  

 
Q: How long does the virus survive on clothing? Any guidance for employees who may have to enter customer 

homes and proper donning/doffing of work clothes will be helpful.  
A:  The virus can survive for three hours on cloth materials. Best practice is to remove clothes that may be 

carrying the virus as soon as possible and then take a shower. Clothes should be washed immediately or 
put in a plastic bag. Refer to CDC recommendations for linens, clothing and other items that go in the 
laundry. Clothes should be handled with gloves, washed at the warmest possible water setting and 
thoroughly dried. Hands should be washed with soap and water after handling. 

 
Q: How long can the virus live on paper? 
A: Research shows it can be viable on paper for three hours. 
 
Q: What can we do about employees who fear coming to work because of the potential for exposure? 
A: The risk of transmission should be relatively low if taking the proper precautions with personal protective 

equipment, when necessary, and practicing good hand hygiene and social distancing. 
 
Q: How likely is transmission through an oral-fecal route? Can you provide guidance on using public 

restrooms, creating awareness of toilet plume and avoiding air hand dryers? 
A: I have not seen studies on fecal droplets about aerosolization in restrooms. However, viral load in fecal 

matter has been found to be substantial, which creates a serious concern for fecal transmission. The 
recommendation for hand drying is to use paper towels because air dryers can cause infected microbes to 
become airborne. As always, good hand hygiene should be practiced when using public restrooms. 

 
Q: Should all employees in an onsite clinic wear a mask during their entire shift? 
A: Standard precautions should be followed during the entire shift.  
 
   

https://www.youtube.com/watch?v=AlNp7ZGUqm4
https://www.youtube.com/watch?v=AlNp7ZGUqm4
https://www.youtube.com/watch?v=pp5RMlIJpt8
https://www.youtube.com/watch?v=pp5RMlIJpt8
https://www.workcare.com/wp-content/uploads/2020/04/WorkCare-COVID-19-Briefing-QA-040820.pdf
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/cleaning-disinfection.html


 
SCREENING AND TESTING 
Q: You mentioned in a previous webinar that IR thermometers have a +/- 1-4 degree error rate. Isn't there a 

thermometer that is more accurate? How accurate is the in-the-ear thermometer? 
A:   Thermometer accuracy is a function of the manufacturer’s specifications, ranging from .2 degrees of 

accuracy to up to 1-4 degrees of accuracy. Other important metrics are consistency and dot-to-spot (DS) 
ratio, which determines how far one can be from the target. Tympanic (ear) thermometers use IR 
technology. Earwax or canal shape can occlude tympanic membranes and affect accuracy.   

 
Q: If an employee calls in sick but does not offer details, what questions can we ask from a HIPPA perspective?  

Are we allowed to ask if they suspect COVID-19? 
A: The Equal Employment Opportunity Commission (EEOC) has issued guidance on what questions can be 

asked to help protect the workforce from exposure to the coronavirus. In response to the pandemic, 
questions about COVID-19 may be asked without violating privacy provisions of the Health Insurance 
Portability and Accountability Act. 

 
Q: Do you have a pre-work self-assessment checklist that you can share with us that an employee can fill out 

at home for prevention and share only fit or unfit with their supervisor at work? 
A: WorkCare has developed a daily, automated screening survey that employees can take at home or via a 

mobile phone using a web application. Depending on their answers, they are either cleared for work that 
day or instructed to remain at home. Their employer automatically receives daily work status updates. 
Daily screening is available to our clients along with other tools, including risk-stratification surveys for 
employees who are at home with suspected exposures or symptoms of illness, telehealth nurse triage and 
an automated return-to-work assessment process. 

 
Q: How can non-essential businesses get in the pipeline for rapid diagnostic testing kits? 
A: Even essential businesses are having difficulty obtaining rapid testing kits. There are some organizations 

that are offering testing through local clinicians or mobile labs. It’s important to be cautious about tests 
that are on the market but not approved by the FDA for use in the U.S. for several reasons. 

 
Q: What is the difference between the accuracy of the rapid blood test versus a rapid nasal swab test? Have 

any nasal swab tests been approved by the FDA? 
A: The nasal swab tests are looking for genetic material – real-time polymerase chain reaction (PCR) – to 

identify if virus is present. There’s a new saliva test that Johns Hopkins is releasing this week, but it is still 
under evaluation. These types of tests are looking for genetic material. A 30 percent false-negative rate has 
been consistent across the board. Test sensitivity ranges from 35-86 percent, which is a reason why we 
haven’t seen many of these tests approved. The FDA has not authorized any COVID-19 test for at-home 
use, including self-collection of a specimen with or without the use of telemedicine. All in vitro diagnostic 
tests that have received an Emergency Use Authorization (EUA) are listed on the FDA’s EUA webpage. 

 
PREVENTION 
Q: Do you have any innovative ways to encourage safe distancing in the workplace, for example, walking 

patterns, conference room set-ups, etc.? 
A: The rule of thumb is to maintain a distance of at least 6 feet. Every workplace is different. Successful safe 

distancing requires compliance and collaboration on the part of management and front-line employees 
that fits with the work environment and culture. 

 

https://www.fda.gov/medical-devices/emergency-situations-medical-devices/emergency-use-authorizations#covid19ivd


 
Q:  If someone has taken hydroxychloroquine as a prophylactic for malaria (prior to traveling to the tropics), 

does that provide any immunity against COVID-19? 
A: Hydroxychloroquine has not been shown to be effective as a prophylactic measure. 
 
RETURN TO WORK 
Q: Once stay-at-home orders are repealed, what are the best practices for return to work? What can 

organizations be doing so employees feel comfortable returning to work? 
A: Employers can begin to prepare now by having front-line prevention strategies such as daily screens and 

temperature checks. They can also institute return-to-work criteria such as testing for immunity and 
obtaining work clearances from a qualified medical professional.   

 
Q: As we plan for the re-opening of our office, what protocols should we put in place for screening employees 

and sanitizing the office workspace? 
A: The screening process has to start with temperature monitoring and daily surveys. If those aren’t in place, 

you will miss an opportunity to keep people safe. In addition, involving a local clinician or occupational 
health specialist will be key. Each person will have an individualized presentation and determination of 
return to work that is not linear enough for a complete algorithmic approach. The CDC provides guidelines 
for sanitizing workplaces. 

 
Q: Are return-to-work guidelines for health care personnel a little looser than regular businesses would want 

because we need medical professionals to be able to work to save the rest of us? Should other types of  
businesses use the precautionary principle and be more conservative? 

A: The CDC has established best practice return-to-work guidelines for health care personnel and employees 
in other types of professions that reflect the nature of essential contributions. As a result, precautions vary 
and should be taken into consideration depending on the nature of your business. 

 
Q: What should the process be when an employee who had a runny nose has been off work for 10 days and is 

ready to return to work because they are now symptom free? 
A: They should go through the process in consultation with their personal provider and state or local public 

health authorities. 
 
Q: We have an employee who called WorkCare after receiving a call that someone that they had been in 

contact with had been sent to get tested for COVID-19 due to their symptoms. We received the notice that 
this test came back negative. Can we have the employee return to work before the 14-day self-quarantine 
period ends and still be in compliance with best practices? 

A: Based on this scenario, it appears the employee could safely go back to work following a return-to-work 
assessment process based on best practice. 

 
GENERAL 
Q: What can you tell us about the reported resurgence of cases in China after they lifted the lockdown? 
A: I have not seen any verified reports of a resurgence of cases. 
 
Q: What do you make of the recent headlines about people getting COVID-19 symptoms a second time? How 

strong is the evidence?  
A: There have been no peer-reviewed studies published that demonstrate susceptibility after infection. 
 


