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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 34. This week we focused on diagnostic testing. Anthony Harris, M.D., 
M.B.A., M.P.H., WorkCare’s Chief Innovation Officer and Associate Medical Director - Onsite Clinical Operations, 
presented the webinar and provided these answers. If your question is not answered here, it was answered in a 
previous Q&A. 
 
Here are links for your reference:  

• November 4 Webinar 

• October 28 Webinar Recording 

• Questions & Answers from the October 28 Webinar 
 
SCREENING 
Q: If an employee has to take other employees’ temperatures for screenings of presumably healthy people, 

and they are only in close contact for about five seconds each time, do they still have to follow the 
guidance for wearing gloves, gown and an N95 mask? This level of PPE is not recommended for other close 
contact situations unless it’s over a 15-minute period. What puts temperature-takers at higher risk?  

A: With temperature-takers, we essentially treat them like health care workers in regard to continuous 
exposure to individuals who may be infected. As a result, if you are a temperature screener and you’re in 
close contact with individuals successively, you are likely to go over your exposure limit. In this case, that’s 
15 minutes within 6 feet. If you’re in that scenario, you should be wearing appropriate PPE to prevent a 
potential transmission. That’s how we’ve done it with health care workers, and that’s how we’ve done it 
with our workforce at workplaces where we have deployed temperature screeners. On the flip side, if 
you’re a temperature screener and have the ability to screen someone from greater than 6-feet distance, 
then those PPE items are not essential. Again, it’s predicated on the potential for exposure.   

 
Q: Can WorkCare assist us with finding temperature screeners? 
A: We can assist your company with onsite placement of qualified personnel to perform onsite symptom 

screening, including temperature checks. Please send your inquiry and contact information to 
info@workcare.com. 

 
Q: Our company currently uses the WorkCare daily self-screening app. Is WorkCare going to work with our 

company to help us implement a testing strategy at the corporate level? 
A: Please contact your company’s WorkCare account manager for information. 
 
Q: Who can we speak with if we are interested in one of the tests offered by WorkCare? 
A: If you are a WorkCare client, please contact your account manager. If you are not a client, please send your 

inquiry and contact information to info@workcare.com. 
 
TESTING 
Q: Regarding rapid testing methodology, do the tests need to be administered by a clinical professional or can 

someone who is not a clinician be trained to perform that type of testing? 
A: A clinician needs to be involved in administering the nasal swab to collect a specimen and operating the 

rapid testing device. That’s true for all the CLIA-waived tests. At this point, the only thing that is done 
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without a clinician is self-collection, such as the saliva samples collected by spitting into a tube or using a 
swab to wipe inside the mouth. That’s only the collection part of it. The analysis of that sample still has to 
be performed at a laboratory or by a clinician. There is no technology at this point that deviates from that 
standard of having CLIA-waived clinical oversight or participation.  

 
Q: Are you aware of how many manufacturing/industrial companies are using real-time testing on a daily basis 

When do you see this becoming a commonly used best practice?  
A: I’m not aware of the number of companies, in total. I haven’t seen any studies that have examined 

workplace utilization of these types of screening tests. Anecdotally, however, we do have clients who are 
routinely utilizing these methodologies. We know that some universities are doing so routinely and that 
certain industries, by virtue of either union rules or other regulations, have to perform this type of testing. 
For example, the media, film and TV industry is mandated to perform these types of tests on a routine 
basis, in some cases up to three times a week. I estimate at least 5 to 10 percent of our clients are doing 
testing routinely for surveillance and/or diagnostic testing.  

 
Q: If diagnostic tests aren’t being conducted onsite, are there centralized locations where one can go in their 

community to get a rapid test?  
A: Yes. There are different community clinical operations that have access to rapid tests. Enumerating those is 

obviously something that would be done on an individual basis. There’s no map, if you will, other than what 
you can find through Google. If you Google COVID testing you will get hits, and some of them will provide 
rapid testing locations. In terms of the near-site clinics and a list thereof, there’s no comprehensive list that 
we’ve seen so far.  

 
Q: Can you explain why a PCR nasal swab test would produce an inconclusive result? 
A: There are a number of reasons why it could be inconclusive. User error could be one, in which the sample 

was not captured correctly and did not contain the necessary proteins to confirm that you’re dealing with 
the right material. What I mean by that is, when you collect the sample from a nasal swab, you’re capturing 
the cells from the mucosa, and the test has the ability to detect whether or not those cells have been 
adequately collected in the sample. I’m summarizing here, not going into extreme detail, but in short, if the 
test does not register certain factors in the sample, it will report an inconclusive result. The question is: 
Was it an adequate sample or not? Some samples don’t cross certain thresholds in terms of amplification, 
and that may produce an inconclusive result, and some samples simply get contaminated. Usually that’s 
user error either in collection or at the laboratory.  

 
Q: What is your recommendation for using rapid testing and not following up with a PCR for negative results 

based on the 40 percent false-negative factor? 
A: Rapid testing with high accuracy (> 90 percent sensitive and >95 percent specific) can be used diagnostically 

without PCR confirmation. 
 
EXPOSURE RISK 
Q: Is there evidence for the CDC statement that 15 minutes of close contact can be refined as 15 minutes of 

contact within a 24-hour period?  
A: During last week’s webinar, we cited this study as one of the reasons why the CDC modified its close-

contact guideline: COVID-19 in a Correctional Facility Employee Following Multiple Brief Exposures to 
Persons with COVID-19 — Vermont, July–August 2020; MMWR, Oct. 30, 2020 / 69(43);1569–1570. 

 

 

https://www.cdc.gov/mmwr/volumes/69/wr/mm6943e1.htm
https://www.cdc.gov/mmwr/volumes/69/wr/mm6943e1.htm


 
Q: Is the mutation of the virus the reason why cases in China are down compared to Europe and North 

America? Is the “China virus” still less contagious? 
A: The SARS-CoV-2 mutation has made the virus more infectious and may have contributed to differences in 

incidence we see in China and outside of China. 
 
DATA COLLECTION 
Q:  When Massachusetts Gov. Baker issued advisories to stay home from 10 p.m. to 5 a.m. and limit gatherings 

to 10 people, he stated that “schools are not spreaders of COVID-19.” Is there a scientific basis for this 
statement that we could reference? 

A: Yes, the Massachusetts Department of Public Health has published data showing clusters are occurring in 
connection with household social gatherings. (Refer to the table below.) This is the target of the stay-at-
home order. 

 

 
 
Q: Can you share the link to mobility data graphs? 
A: www.cdc.gov/covid-data-tracker 
 
Q: Can you provide the resource for state data showing how staying at home or reopening retail and infection 

rates are related? 
A:  Refer to New York Times Compilation of State and Local Governments and Health Departments Data. 
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SYMPTOMS 
Q: Does the CDC recognize conjunctivitis as a symptom of COVID-19? I haven't seen it on their list of 

symptoms. 
A: Conjunctivitis is not listed by the CDC as a symptom of COVID-19. According to the American Academy of 

Ophthalmology, it might be possible for coronavirus to cause a pink eye infection (conjunctivitis), but this is 
rare.  


