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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 6. 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 22 webinar recording  

• April 15 webinar recording 

• Questions & Answers from the April 15 webinar 
 

RETURN-TO-WORK PLANNING 
Q: What are some best practices for reopening an office or business in the pandemic? 
A:  We advise employers to implement front-line prevention strategies, including 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. You can review related White House 
recommendations to phase in the return of workers to the workplace and CDC guidance here: 

• Guidelines: Opening Up America Again 

• Discontinuation of Isolation for Persons with COVID-19 Not in Healthcare Settings (Interim Guidance) 

• Return to Work for Healthcare Personnel with Confirmed or Suspected COVID-19 
 
Q: Is any personal protective equipment (PPE) suggested to be provided by employers in phase 1 of the White 

House recovery plan? Why aren’t masks mentioned? Countries that have mandated the use of masks seem 
to be better at controlling the spread of disease. 

A: CDC recommendations for the use of PPE in the workplace apply. For Phase 1, employers may request that 
employees wear masks in the workplace. In phase 2 and 3, PPE will be provided by the employer but won’t 
be mandated to be worn.  

 
Q: We are a restaurant company. We plan to reopen in phases beginning with to-go service. Can you 

recommend some restaurant-specific practices or strategies? 
A: The same prevention practices are recommended for restaurants as they are for other types of businesses.  

In addition, we recommended that any customer-facing business and those with public spaces implement 
and promote comprehensive protective measures as a business and environmental sustainability best 
practice. 
 

Q: Do you see any problems with allowing those with immunity back to work first as a perverse incentive to 
contract COVID-19? 

A: No.  
 
SCREENING 
Q: What are your thoughts on measuring oxygen saturation as an indicator of asymptomatic entrants to 

offices or remote projects? 
A:   Any potential benefit would be limited. Hypoxia is a late presentation of disease and not likely to 

demonstrate those who are infectious early on or with mild disease.  
 
 

https://www.youtube.com/watch?v=4TdoBA4LWVk
https://www.youtube.com/watch?v=AlNp7ZGUqm4
https://www.workcare.com/wp-content/uploads/2020/04/WorkCare-COVID-19-Briefing-QA-041520.pdf
https://www.whitehouse.gov/openingamerica/
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-in-home-patients.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/return-to-work.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fhealthcare-facilities%2Fhcp-return-work.html


 
 
Q: Is temperature screening going to be required when returning to work after absence? 
A:  It’s recommended by the White House and state governments to conduct temperature checks. Best 

practice is what’s happening today: temperature check and symptom screening before the employee 
enters the facility, which is phase 1 of the government’s proposed return-to-work plan. As we get into 
phase 2, when more people are going back to workplaces, there will be more self-reporting of 
temperature. Phase 3 will also continue with self-reporting.  

 
Q: The company I consult for is only asking employees about three symptoms at its check-in station: cough, 

fever and shortness of breath. The CDC has nine symptoms listed for self-check. Are we potentially missing 
the boat if we're only asking for three? 

A: Yes. If it’s efficient to ask all nine questions, that is recommended. 
 
Q: If you can have COVID-19 but not have a fever, what is the value in taking someone’s temperature? 
A: Capturing the most infectious time (symptomatic with fever) is important. Thermography is essential but 

not sufficient for detecting infection. Sometimes people have an above-normal temperature and don’t 
realize it. Administering both symptomatic and temperature screenings is the most comprehensive 
approach to mitigate exposure risk. 

 
Q:  What training does one need to have in order to take temperatures? Do you need to be a nurse or EMT? 
A:   Individuals can self-monitor at home. When doing temperature checks en masse at workplaces, it’s 

recommended for screeners to have some clinical training in the event support and education is needed, 
but it’s not an absolute requirement.  

 
Q: Will taking employees’ temperatures in hot climates affect results? 
A: Climate can play a role in taking body temperature. It’s best-practice to test in a controlled environment to 

reduce false-positive readings. 
 
Q: What thermometer do you recommend for monitoring?  
A:   As stated in last week’s Q&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 for 
thermography are consistency and dot-to-spot (DS) ratio, which determines how far one can be from the 
target.  

 
TESTING 
Q: How accurate are the various confirmation and immunity tests? 
A: A 30 percent false-negative rate has been consistent across the board. Test sensitivity ranges from 35-86 

percent, according to studies.  
 
Q: Is there a quick, convenient test yet to determine which employees are “immune-certified"?  
A: Immune certification is a WorkCare term and is not used by the general clinical community. There are no 

tests that define such certification. Rather, testing is a component in the evaluation of an individual who is 
likely immune to SARS-CoV-2.  

 
 
 



 
Q: How can we identify those who are immune when it's not clear that a person is truly immune after 

contracting COVID-19? 
A: There is no clear evidence that COVID-19 can re-occur. Further studies are needed. Viral reactivation has 

not been observed with other coronaviruses. 
 
Q: What is the turnaround time for home testing kits to detect infection?  
A: Typical turnaround for real-time polymerase chain reaction (PCR) tests is 2-3 days. However, time has to be 

allowed for shipping and other potential delays. 
 
Q:  What does the LabCorp home test verify? 
A: LabCorp tests are nasal swabs that do not look for immune components. They look for genetic material of 

the virus through real-time PCR. 
  
Q: What is the fee for PIXEL testing through LabCorp? 
A: Please contact LabCorp for this information. 
 
Q:  Is it realistic to believe that the general population can obtain an adequate nasal swab?  
A: Adequate sampling is an issue even when a trained clinician is involved. This contributes to the 30 percent 

false negative rate. Studies on adequate self-testing using home kits have not been done. Six kits approved 
under the Food and Drugs Administration’s emergency use authorization (EUA) policy are considered low 
complexity; results should not differ significantly if performed by an individual. 

 
Q:  Do you recommend immunity testing onsite? Do we need clinical laboratory (CLIA) certification or are 

certain requirements waived because of the health emergency? 
A: Immune testing should be a component of a comprehensive approach to return to work. Clinical education 

and training are required. Many types of tests require CLIA certification. Currently, testing that is FDA-
approved under the EUA requires certification for a CLIA waiver. Basically, a relationship with a lab is 
required; the lab applies for the waiver. That is one of the reasons why WorkCare is developing a mobile 
medical response for testing – to decrease the burden on businesses. 

 
SYMPTOMS 
Q: Regarding the new symptom referred to as COVID toes: 

• Are traces of the virus found in the toes or is it purely an immunological side-effect?  

• Are COVID fingers being seen, as well? 

• I have a 13-year-old son who is showing signs of COVID toes, almost exactly like the photo shown 
during your presentation. What is the likelihood that he is positive for COVID-19? Since he hasn't left 
our property for 4-5 weeks, other than in our vehicle, I assume he caught it from his mother or me.  
How should we respond going forward with respect to self-quarantine? 

A: It’s a side-effect. It does not appear to affect fingers in the same way. For a specific instance of COVID toes, 
consultation with your personal provider is recommended. In this case, supportive care for symptoms, self-
quarantine for the parents and isolation for the son may be appropriate.  

 
TRANSMISSION & EXPOSURE RISK   
Q: What recommendations do you have for pregnant employees working in health care settings? 
A: There is no evidence of increased risk for maternal and fetal well-being. Standard precautions are advised. 

 
 



 
Q:  What is the time limit considered to be "exposure" to someone with Covid-19? 
A: Close contact is defined as within six feet of a person with COVID-19 for 10 or more minutes.  
 
Q: How do you interpret current exposure risk and related trends in California?  
A: The requested interpretation is beyond the scope of my weekly clinical briefing. 

 
A: Is it safe to re-use an N95 mask when seeing different patients? 
Q: Please refer to the CDC’s Recommended Guidance for Extended Use and Limited Reuse of N95 Filtering 

Facepiece Respirators in Health Care Settings and WorkCare’s Fact Sheet on Using/Reusing Masks and 
Making Hand Sanitizer.  

 
GENERAL 
Q: What recommendations do you have to protect older, compromised people when children living in their 

home go back to school? Social distancing is not possible when living in the same house. 
A: Recommendations include consultation with your personal health care provider, good hand and cough 

hygiene, and social distancing as much as feasible. 
 
Q: Why is the prevalence of COVID-19 so low in Africa? 
A:  Lower case rates may indicate African nations acted early to stop a wider outbreak. There are also fewer 

tests performed there compared to other regions; more cases are likely to be reported as testing rates 
increase. The continent also has a younger population compared to some other parts of the world. Overall, 
resistance to the coronavirus has been shown to be higher in people under 60. 

 

https://www.cdc.gov/niosh/topics/hcwcontrols/recommendedguidanceextuse.html
https://www.cdc.gov/niosh/topics/hcwcontrols/recommendedguidanceextuse.html
https://www.workcare.com/wp-content/uploads/2020/04/COVID-19-mask-and-hand-hygiene-best-practices-fact-sheet.pdf
https://www.workcare.com/wp-content/uploads/2020/04/COVID-19-mask-and-hand-hygiene-best-practices-fact-sheet.pdf

