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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 13. Anthony Harris, M.D., M.B.A., M.P.H., WorkCare’s Chief Innovation 
Officer and Associate Medical Director for Onsite Clinical Operations, presented the webinar and provided these 
answers.  
 
Here are links for your reference:  

• June 10 webinar recording  

• June 3 webinar recording 

• Questions and Answers from the June 3 webinar 
 

EXPOSURE RISK 
Q: During your presentation you referred to a study that shows a significant percentage of cases were 

acquired from asymptomatic carriers. But an official with the World Health Organization (WHO) recently 
stated that spread by asymptomatic carriers appears to be “rare.” Can you please clarify? 

A: In a conversational, reporting scenario, not in official research, a WHO official indicated the spread of 
disease by asymptomatic individuals was not as prominent as once believed, which seemed to contradict 
what we know to be true in the literature. WHO subsequently clarified that the comment did not relate to 
the full scope of the proportionality of asymptomatic transmission but to pre-symptomatic individuals 
(people with COVID-19 who had not yet developed symptoms but later would). WHO is not supporting or 
suggesting that asymptomatic transmission is something that should be dismissed.  

 
Q: I believe the CDC changed its definition of 10 minutes of exposure within 6 feet of a person with COVID as a 

high-risk exposure to 15 minutes within 6 feet as a high-risk exposure. Does 5 minutes make much of a 
difference? What are your thoughts on this? 

A: Current CDC guidance is based on community exposure for asymptomatic people exposed to people with 
known, suspected or possible COVID-19. The guideline refers to an individual who has had close contact, 
which is defined as < 6 feet) for ≥15 minutes. The difference between 10 and 15 minutes of exposure 
applies to the question: What’s the biological gradient for exposure? That’s what that 5-minute difference 
is trying to capture.  

 
MASKS 
Q: For cloth face coverings worn in non-health care settings, is it necessary to wash in very hot water and dry 

on the highest setting, or is soap and water in a sink (20 seconds) and air drying sufficient? 
A:  The following is recommended: 

• Bandannas, face scarves and masks made of fabric, such as cotton, can be washed in your regular 
laundry using hot water. After laundering fabric masks, tumble dry them in the dryer on a high setting. 

• You can also hand wash your mask, using hot, soapy water. Scrub the mask for at least 20 seconds and 
dry them on high heat in the dryer. 

• Store clean masks in a clean place when you are not using them. 

 
 
 

https://www.youtube.com/watch?v=8TW9aY97tB0
https://www.youtube.com/watch?v=2T5MRUVAHP8
https://www.workcare.com/wp-content/uploads/2020/06/WorkCare_COVID-19_Webinar-QA_060320.pdf


 
SCREENING AND TESTING 
Q: Our business brings on 50-70 temporary workers during harvest. How do we ensure they don't present a 

hazard to the regular workforce? Can we demand that temp placement agencies do testing for COVID-19? 
A: That speaks to what your obligations are as a business, and what are you are legally allowed to do with 

regard to mandating screening and testing. Anecdotally, employers we work who have mandated screening 
and testing for their workforce have done so across the board. (Note: This is not legal advice). So, in that 
scenario, you would screen and/or test both the temp and permanent workers, whether it be through a 
third-party vendor or on your own. That way you would demonstrate a good faith effort to comply with 
Equal Employment Opportunity Commission regulatory guidance and provisions of the Americans with 
Disabilities Act. 

 
Q: We have workers who go out on service calls to homes. What questions should we ask during the phone 

call with the customer to schedule a service call? Do we need to ask more than if anyone in the house is on 
isolation for COVID-19 or having flu-like symptoms? That is what OSHA is recommending. Our manager also 
wants us to ask if they have traveled outside the country in the past 14 days, if anyone in the household has 
experience specific symptoms of COVID or been in contact with a confirmed COVID case in the past 14 
days, or has had loss of taste or smell in past 14 days. What are your thoughts? Can we just go with the one 
question OSHA recommends?   

A: It is a risk-based strategy. If you’re in a high pandemic area, you may want to have additional screening 
questions beyond what OSHA is recommending. You should also consider the employee who is making the 
service call. If it’s an individual with pre-existing conditions, that potentially puts him or her in harm’s way 
or increases the likelihood for poor outcomes from an exposure and transmission of COVID-19. You may 
need to ask additional questions for that scenario. Doing a risk assessment for your workforce on both an 
individual and workforce-wide level would be prudent to determine the extent of screening questions.  

 
REOPENING 
Q:  It has been reported that Australia and New Zealand have reopened as COVID-19 has been virtually 

eliminated in those countries. What did they do to be successful in comparison to what the U.S. is/has been 
doing? 

A: They got on top of strong social distancing very early and enforced those restrictions. Meaning, you 
couldn’t even ride your bike by yourself on the streets in New Zealand. This was back in February and early 
March. So, that has been what has been attributed to the success of New Zealand and Australia in their 
performance with COVID-19. Just recently New Zealand reported zero current cases of COVID nationwide. 

 
OSHA 

Q: Why does OSHA treat COVID-19 differently than they do heart disease or cancer? 

A: As far as I understand, their approach to COVID now, which is different from several weeks ago when they 
weren’t considering it work-related, now mirrors more closely the approach they take with cancer. If you 
have an environment in the workplace that increases the risk for cancer, let’s say mesothelioma because 
workers may be exposed to asbestos, an asbestos surveillance program is required. We know now that 
OSHA is requiring some type of surveillance or evaluation for COVID-19 in a way similar to what they 
require for other potentially work-related diseases and illnesses, such as mesothelioma.  

 
CASE RATES 
Q: What is your opinion regarding the actual number of COVID-19 cases in the U.S.? Some argue that if we 

excluded New York from the totals it would paint a different picture?  



 
A: There would need to be a reason to exclude New York, as there would be with any study sampling data. If 

that reason is valid, then sure, the numbers would go down. But when we talk about transmission of illness, 
we know that proximity and number of contacts are the primary means for pandemic spread. So, certainly 
those higher-density areas would likely have higher transmission rates. I can’t fathom a scenario where it 
would be valid to remove any particular jurisdiction from an articulation of disease spread in the U.S. And, 
as it pertains to studies that point to those sorts of reasons, I’m not familiar with any.  

 
Q: Do you think that U.S. case rates are misleading or under-reported? 
A: I presented reporting data during the webinar to provide an indication of: “Are we drastically under-

reporting or are we getting close to accurately reporting the burden of disease?” Based on this data, I 
would say that we’re doing okay. There is still room for improvement. We’re in the middle of the range of 
performance for testing and finding a positive case. We’ve certainly improved and are on our way to doing 
better.  


