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Editor’s Desk
COVID 19 & Airborne 
Transmission
COVID 19 continues to make its effect felt across the world. The new studies by WHO claim 
that in addition to other modes, COVID 19 can also be spread by airborne transmission.
Airborne transmission is defined as the spread of an infectious agent caused by the 
dissemination of droplet nuclei (aerosols) that remain infectious when suspended in air over 
long distances and time. Airborne transmission of the virus can occur in health care settings 
where specific medical procedures, called aerosol generating procedures, generate very 
small droplets called aerosols. 
Some outbreak reports related to indoor crowded spaces have suggested the possibility 
of aerosol transmission, combined with droplet transmission, for example, during choir 
practice, in restaurants or in fitness classes & in indoor settings with poor ventilation.

Prevention & Precautions – The key measure is use of face masks (fabric/ medical masks 
or recommended respirators). The other control measures include –

• Frequent hand washing
• Physical distancing of six feet when possible
• Following respiratory etiquettes 
• Environmental cleaning and disinfection. 
• Avoiding indoor crowded meetings when physical distancing is not practicable
• Ensuring good environmental ventilation in any closed settings and where other 

prevention measures, such as physical distancing, are not possible.
Remember, each one of us has an important role in protecting ourselves & others from 
COVID 19. Lets all do our bit to make everyone safe & healthy.
Regards,
Dr Ashish Vijay Jain

References:
https://www.who.int/news-room/commentaries/detail/transmission-of-sars-cov-2-implications-for-infection-
prevention-precautions
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Association of Environmental and Occupational Health Delhi (AEOHD) is the association of Industrial 
physicians from PSU’s, Indian Railways, ESIC, Government organizations and other Corporate 
Industrial physicians working with an aim to study Occupational Health issues of Industrial Workers, 
it’s prevention and management. 

AEOHD is also the Delhi State Branch of the Indian Association of Occupational Health (IAOH) 
which is the all India parent body.

Internationally IAOH is affliated to The International Commision on Occupational Health (ICOH)  & 
is committed to enable Occupational Health professionals to make global work places healthy, safe 
and green.

ICOH is recognised by the United Nations as a non-governmental organisation (NGO) and has 
close working relationships with ILO, WHO, UNEP and ISSA.

Association of Environmental and 
Occupational Health Delhi 

(Delhi State Branch of IAOH)

Disclaimer : 
This e-Magazine is in continuation of Volume-I & II of our OCCUCLAVE e-Magazine, 24 monthly issues of which were successfully published by the 

Association of Environmental & Occupational Health, Delhi.The information on this e-Magazine is for information purposes only. The opinion expressed 
in each article is the opinion of its author and does not necessarily reflect the opinion of e-Magazine. Therefore, e-Magazine carries no responsibility 

for the opinion expressed thereon. Any form of reproduction of any content on this e-Magazine without the written permission of the publisher is strictly 
prohibited. All Rights Reserved © OCCUCLAVE e-Magazine / Managed By: ENOCH Trust. 

About 
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Dear Friends, 

COVID 19 has taught us a new way of working & a new way to connect with each 
other. At AEOHD we are adapting to the evolving situation. Our new webinar platform 
enables us to connect & share our rich experience within our organizations and deal 
with the COVID situation, filtering the flood of information & making the best use of 
it. This is an end to end encrypted licensed version of Zoom webinar platform with 
maximum inbuilt security features. 

You are cordially invited every Saturday prime time at 6.30 pm to join us on this 
platform, interact & share their valuable inputs. Seventeen learned speakers from 
different industries & specialties have shared their views in last Seventeen Issues 
of this webinar Series-1.Those who have missed it can revisit them on our AEOHD 
Dig connect You Tube Channel.

We are quite confident that anything is possible when you have the right people to 
associate & support us. These are times when we have to take care of each other, 
our families and our society more than ever. 

COVID Pandemic is a challenge but we all industrial physicians have proved that 
we are good in crisis times, learning from each other & helping society to protect 
both the lives & livelihood. We have adopted to the new ways of working & wish to 
invite you all. Please Stay Tuned every Saturday to share & learn from each other, 
on our AEOHD Digi connect Academic Platform. This shall help to create a positive 
atmosphere in these gloomy times.

AEOHD Digi-Connect Academic Platform
(Tune in Every Saturday Prime Time 6.30PM IST India)

Dr Sandeep Sharma
Program Moderator



 7

Hall of Fame 
AEOHD Digi-Connect Academic Platform

Eminent Speakers 

 Topic : "COVID-19 - The GSK Experience"   
 Dr. Ashish Vijay Jain

 

Topic : “In the Face of a Pandemic: 
Ensuring Safety and  Health at Work”  

 Dr. Rajiv Kumar Jain

Series - 1 • Issue - 1 Sunday, 26th April, 
2020

Series - 1 • Issue - 2 Wednesday, 29th April, 
2020

  Topic : "COVID-19 Testing Methodologies 
& Path to Vaccine Development and 

Evaluation of Therapies"   
 Dr. Puneet Chandna

 
Topic : "Indian Response v/s Global 
Response to Mitigate  the COVID-19 

Situation" 
 Dr. T. Rajgopal

Series - 1 • Issue - 3 Monday, 4th May, 2020
Series - 1 • Issue - 4 Saturday, 9th May, 2020

  
 

Topic : "Minding Your Minds During 
& After Lock down Due to COVID-19 

Pandemic"   
 Dr. S Sivaramakrishnan (Dr Siva)

  
 

Topic : "COVID-19 Pandemic: A Bane or a 
Boon for Occupational Health Physicians"  

 Dr. Shrinivas Shanbhag

Series - 1 • Issue - 5 Saturday, 16th May, 
2020

Series - 1 • Issue - 6 Saturday, 23rd May, 
2020

 
Topic: “Nintedanib in Idiopathic Pulmonary 
Fibrosis and Extension of Benefit in SSC-

ILD”  
 Dr. Manav Manchanda

 Topic : "Pandemics - Then and Now"  
 Dr. Shyam Pingle

Series - 1 • Issue - 7 Saturday, 30th May, 
2020

Series - 1 • Issue - 8 Saturday, 30th May, 
2020

 Topic: “Return to Work with COVID 19 – 
Issues and Strategies for Prevention at 

Industrial Workplaces” 
 Dr. Shriniket Mishra

 Topic : “Diagnosis and Management of 
cITP"  

 Dr. Nitin Sood

Series - 1 • Issue - 9 Saturday, 6th June, 
2020

Series - 1 • Issue - 9 Saturday, 6th June, 
2020

 

Topic:  “Road Ahead for Imatinib Treated 
Patients"   

 Dr. Amit Bhargava

 Topic : “Non Diabetic Renal Disease in 
Diabetics"  

 Dr. Jitendra Kumar

Series - 1 • Issue - 9 Saturday, 6th June, 
2020

Series - 1 • Issue - 10 Saturday, 13th June, 
2020

 

Topic: “Work from Home -  A NEW 
NORMAL - Health Perspective" 

 Dr. Ramanjeet Singh Awal

 Topic : “Lysosomal Storage Disorders - 
Diagnosis &  Management" 

 Dr. Ratna Puri

Series - 1 • Issue - 10 Saturday, 13th June, 
2020

Series - 1 • Issue - 11 Saturday, 20th June, 
2020

 Topic: "Quick Tips for Work from Home 
Ergonomics” 

 Dr. Reena Valecha

 Topic : “Cytokine Storm- An Evil: Role of 
CytoSorb  in Critically ill COVID Patients" 

 Dr. Neera Gupta

Series - 1 • Issue - 12 Sunday 21st June, 
2020

Series - 1 • Issue - 14 Saturday, 27th June, 
2020

 
Dr S Sivaramakrishnan (Dr Siva) 

 
 Medical graduate from the University of Mumbai with post-

graduation in Occupational Health and Hospital Administration. 
 Retired as the Vice President, Medical & Occupational Health at 

Siemens Ltd. Heading the Occupational Health Services in India for 
all Siemens entity for 20 years. 

 Worked as Medical Officer, Tata Power for 12 years. 
 Working as :-  

1. Medical Consultant – Siemens Enterprise Communications 
Pvt Ltd. 

2. Medical Advisor – SAP India 
3. Life Style Management Consultant – PD Hinduja National 

Hospital, Mahim, Mumbai 
4. Life Style Management Consultant – Jupiter Hospital, Thane 
5. Managing Director, Lifestyle Enhancing Solutions (INDIA) 

Pvt. Ltd. 
 

Awards: 
 

 Awarded the OHSF IAOH Oration by the Indian Association of Occupational Health at the 61st 
National Conference held in February 2011 at Vadodara.  

 Awarded Fellowship by the Indian Association of Occupational Health at the 60th National 
Conference on Occupational Health held in February 2010 

 Awarded the Life Time achievement Award for the contributions in the field of Occupational Health in 
India by the IAOH, Jamnagar Branch 

 L & T Oration, Golden Jubilee Commemoration Award Oration, ADM Memorial Oration, Dr KM 
Bhansali Memorial Oration, Britannia Award & Resource Person Award. 
 

Professional achievements 
 

 Worked as Occupational Health Physician for 32 years 
 Past President of Indian Association of Occupational Health, during the Golden Jubilee year. 
 Past General Secretary IAOH. 
 Past President IAOH, Mumbai Branch 
 Presently the National Secretary (INDIA) for International Commission on Occupational Health 

(ICOH). 
 Trustee Member of the Worksafe India Fund. 
 Ex Member of CII National Committee on Health and Population. 
 Ex Co-Chairman of the Committee on Environmental Safety & Health of Bombay Chamber of 

Commerce and Industries (BCCI). 
 Ex. Visiting faculty IIM, Bangalore 
 Conducting regular Life-Style Management workshop 
 Authored and co-authored many papers on Occupational Health at the National and International 

Conferences 
 Visiting faculty at TISS 
 Chairman Advisory Board, Occupational Health, Lokmanya Hospital, Pune. 
 Member of the advisory Board of IJOEM (Indian Journal of Occupational and Environmental 

Medicine). 
 Published a chapter on Life Style Management in the book Occupational and Environmental Health 

– A Practical Manual 
 Participated in the Global Health Clinic: Healthcare Management for Physician Executives at 

Harvard Medical School, Boston, USA in 2007 
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Topic :“COVID-19 Precautionary & 
Preventive Measures followed in Our Site/

Organisation"  
 Dr. Nidhi Dhawan Chopra

 Topic:  “Management of Hip Fractures in 
Corona Times in Elderly"  

 Dr. Yuvraj Kumar

Series - 1 • Issue - 14 Saturday, 27th June, 
2020

Series - 1 • Issue - 15 Saturday, 4th July, 
2020

 

Topic : “Therapeutic Inertia & Insulin 
Initation in T2DM Patients" 

 Dr. Praveen R

 
Topic: “Myeloproliferative Neoplasms 

(MPNs): Thinking Beyond Hydroxyurea 
(HU)"  

Dr. Rahul Bhargava

Series - 1 • Issue - 16 Saturday, 18th July,, 
2020

Series - 1 • Issue - 17 Saturday, 25th July, 
2020

 Topic: “Bone Marrow Transplantation 
(BMT) in  Myeloproliferative Neoplasms 

(MPNs) - When it Required"
  Dr. Meet Kumar

Series - 1 • Issue - 17 Saturday, 25th July, 
2020
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of USA convened an ad hoc committee 
at the U.S. Department of Health and 
Human Services (HHS), to generate a 
report addressing how resource allocation 
and triage decisions could be fairly made 
under crisis conditions. The 2009 IOM 
report Guidance for Establishing Crisis 
Standards of Care for Use in Disaster 
Situations: A Letter Report was followed 

by a more thorough exploration of these 
concepts in 2012 and the creation of a 
toolkit for planners focused on specific 
disaster event indicators and triggers 
in 2013. This is the foundation of Crisis 

Introduction
A major epidemic or pandemic can 
overwhelm the capacity of outpatient 
facilities, ambulance services, occupational 
health centres within industries, 
emergency departments (EDs), hospitals, 
and intensive care units, leading to critical 
shortages of staff, space, and supplies with 
serious implications for patient outcomes 
and continuity of care.
COVID-19 spread is also 
emotionally challenging for all 
sections of society – including 
employers and employees and 
everyone should play a role to 
protect themselves and each other 
and help prevent further spread 
of the disease. WHO is providing 
strategic advice and updated 
information on COVID-19, and on 
how employers can protect their 
employees, what measures they 
should take in the workplace and 
other related factors.
Crisis Standard of Care – History & 
Rationale
In the late summer of 2009, with an H1N1 
pandemic looming, the Institute of Medicine 
(IOM) or the National Academy of Medicine 

Prof. & Dr. Tamorish Kole 

Chairman
Medeor Institute of Emergency Medicine

 Delhi NCR & 
President 

Asian Society for Emergency Medicine (ASEM)

Crisis Standard of Care in COVID 19 – 
It's Application in 

EMS, Emergency Department & ICU

ARTICLE
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• Conventional care is everyday 
healthcare services.

• Contingency care arises when de-
mand for medical staff, equipment, 
or pharmaceuticals begins to ex-
ceed supply. Contingency care 
seeks functionally equivalent care, 
recognizing that some adjustments 
to usual care are necessary.

• Crisis care occurs when resources 
are so depleted that functionally 
equivalent care is no longer pos-
sible.

The five key elements of CSC planning 
are strong ethical grounding; integrated, 
continuing community & provider 
engagement, education, & communication; 
assurances regarding legal authority & 
environment; clear indicators, triggers, & 
lines of responsibility and evidence-based 
clinical processes and operations.
EMS Strategy
EMS is right in the epicentre of COVID 
19, the community. Assume Everyone 
has COVID. So daily health screenings of 
staff are mandatory. Use a checklist (Add 
additional symptoms like loss of taste/
smell) instead of just a temperature check. 
Scout with full PPE and meet patients 
outside residence, masked and with their 
medications, when feasible. Avoids aerosol 
generating procedures (AGPs) as much 
as possible and use patients’ own inhalers 
and other medications. (Remember their 
will be drug shortages). Restrict the use of 
oxygen-driven nebulizers when inhalers or 
air-driven substitutes are available.
There is increasing evidence that patients 
with medical emergencies are avoiding 
the emergency care at hospitals because 
of fear of contracting COVID-19, leading 
to increased morbidity and mortality. At the 
same time, a regional Emergency Medical 
Services (EMS) in the US reported 
highest-ever number of cardiac arrests 
out of hospital in March 2020, which is 45 
per cent more than the previous month, 
suggesting that patients were waiting too 
long to seek emergency cardiac care.

Standard of Care (CSC), which is now 
widely used in many parts of the world.
In Pandemics like COVID 19, demand 
(esp. ICU care) rises beyond the capacity 
for providers and hospitals to deliver under 
usual conditions. Therefore, each country 
must be prepared to provide guidance for 
how to make potentially difficult decisions, 
especially those regarding the allocations 
of limited resources. This, however, 
requires proactive, honest, transparent 
& accountable decision making & 
communications in order to ensure the 
trust of the citizens and the healthcare 
workforce.
Crisis standards of care were developed 
in order to help healthcare providers 
decide how to administer the best possible 
medical care when resources are limited. 
As this pandemic moves across the globe, 
it is natural that standards of care will 
shift dynamically in communities, and in 
facilities, at different times.
Crisis Standard of Care – Principles
Catastrophic emergencies are by their very 
nature disruptive and life altering as they 
have far-reaching societal impacts, even 
challenging fundamental assumptions 
about daily life and livelihood. This is more 
evident at times when medical facilities 
cannot deliver the usual level of care to all 
those who need medical attention, which is 
the current and likely future reality for many 
health centres, ambulance services and 
hospitals caring for the growing numbers 
of patients with COVID 19.
Crisis standards of care are applied when 
a pervasive or catastrophic disaster or a 
pandemic make it impossible to meet usual 
healthcare standards. CSC is a planning 
framework that ensures the equitable and 
fair delivery of medical services to those 
who need them under those resource-
constrained conditions. 
Standards of care fall along a continuum 
of three levels, reflecting the incremental 
surge in demand relative to available 
healthcare resources:
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to their maximum capacity at times, 
moving from one area to other to 
deliver care. All these are impossible to 
imagine now. The concept of split ED 
(split and stretch operations to maintain 
social distancing and cross exposure) 
has proven amazingly effective. As per 
the Government of India guidelines 
also, patients at high risk for COVID-19 
needed to be appropriately screened, 
triaged and separated.

2. Zoning: Patients meeting case 
definition criteria should be streamed 
into a dedicated ‘high-risk’ treatment 
zone within the ED with immediate 
isolation from other waiting patients. 
The Australasian College of Emergency 
Medicine (ACEM) recommends 
that any high-risk zone is (a) clearly 
demarcated, with a minimum number 
of entry and exit points and designated 
areas for staff to don and doff PPE; 
(b) described using neutral language, 
such as a ‘hot’ or ‘red’ zone; (c) staffed 
by a team of dedicated clinicians 
separate from those looking after low-
risk patients.

3. Mobile or modular care units: Many 
hospitals and states have opened 
COVID-19 testing centres out of 
hospital building. The benefits of 
such units are to keep possible sick 
patients in their cars, and better protect 
healthcare staff and other patients 
inside hospitals. This can be built near 
EDs for the same reasons.

4. Staffing: Staff working in high-risk zone 
should 

a. Wear appropriate PPE at all times; 
b. Is not permitted to bring food into this 

or any other clinical area; 
c. Takes regular, planned breaks to 

preserve health and wellbeing, 
especially in the setting of continuous 
PPE use.

5. Communicate clear and transparent 
information about services and risk: 
Communications needed to come from 
the hospital leadership as a trusted 

It is often seen that the EMS provider 
notes that a patient may not have any 
or insufficient resources within his or her 
residence to maintain independence or 
personal safety. Therefore, an important 
message to include in any crisis planning 
is that all personnel, regardless of years 
of experience or expertise, should be (and 
feel) empowered to report any unusual 
events, observations on the scene, or 
surge in patient complaints or threats to an 
administrative avenue that is operational 
and responsive at all times. This is very 
important in making transport decisions in 
COVID 19 scenarios.
OHC Strategy
The protection of health workers is one of 
the priorities for the response to COVID19 
outbreaks. Occupational health services 
in industrial facilities have an important 
role for protecting the workforce and 
ensuring the business continuity. Using the 
principles of CSC, following measures can 
be implemented in OHC

• Derive a protocol for self-reporting, 
screening, testing and isolation of 
the workforce. This should always 
be implemented.

• In case there is a surge or sud-
den deterioration of health of any 
employees transfer to the near-
est facility, capable of handling the 
same. This should be determined 
prior hand and more than one facility 
should be roped in for this purpose.

• Use telehealth wherever possible to 
reduce contacts of suspected pa-
tients.

Emergency Department Strategy
Emergency Department care must move 
towards the new normal and redesign 
the processes, so that emergency care 
is delivered and demanded at right place 
at right time. Some of the international 
practices, which have worked are:
1. Create a physical divide to create an 

emotional divide: Imagine a pre-COVID 
emergency department – crowded 
waiting areas, clinical care happening 
side by side and staff stretched out 
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hazards are present. During infectious 
disease outbreaks, telehealth can enable 
remote triaging of patients and provide 
rapidly accessible information through 
technology on where to seek care – such 
as use of chatbots in Singapore during 
COVID-19. Additionally, telehealth can 
enable people to navigate the health 
system, find real bed availability for non-
COVID emergencies (like Delhi Govt App 
for COVID beds) and access routine care 
during an infectious disease outbreak. 
This strategy is beneficial in both ways– to 
seek emergency care when needed and 
avoid hospital visits when indicated.
ICU Strategy
COVID-19 experience with the virus in 
China and Italy suggests that the virus has 
a community symptomatic attack rate of 
COVID-19 of up to 30% (with approximately 
double that number of SARS-CoV-2 
infections because up to one-half of cases 
appear to be asymptomatic or pauci 
symptomatic). Of these, as many as 5% to 
25% may require hospital admission, 5% 
to 8% may require ICU admission, and 2% 
to 4% may require mechanical ventilation 
for acute respiratory failure. If we translate 
this in absolute numbers for our states 
or large metro cities, it is overwhelming. 
Shortages of trained staff, ventilators, or 
personal protective equipment (PPE) are 
very real threats in the current pandemic 
and will likely be triggers for shifting to 
triage and crisis standards of care if they 
should occur.
Strategies that are advised here are as 
follows
1. Create an inventory of potential ICU 

resources for a surge in demand in 
every healthcare facility. 

a. Physical ventilators and beds (eg 
OR, Post-operative care, Cath 
recovery unit etc) 

b. Human resources (staff with ICU 
training) 

c. Supplies and space to deliver care 
(eg, medications, disposable items, 
PPE)

source of information and convey that 
the hospital is open for all operations, 
including emergency care. It will be 
good if we communicate the precautions 
in place to keep patients and staff safe 
and provide guidance about when to 
come and what to expect in the ED.

6. Doctor-led approach: The doctor-led 
approach of healthcare across the world 
has been swept away by the imposed 
lockdown, restrictions, containments 
and fear of hospital visits. Patients, who 
previously considered the only way of 
receiving healthcare was by meeting 
their doctors face-to-face, explaining 
their symptoms, being examined 
and ultimately getting diagnosed and 
treated, have, in a few short weeks, 
found other mechanisms to receive 
care. Patients have found themselves 
interacting via apps, online tools and 
video conferences, in many cases, with 
a more responsive approach. Webinars 
and virtual group discussions to target 
groups is useful for emergency care 
as well. There are certain groups of 
vulnerable patients who may need 
emergency care compared to others. 
This includes patients with known heart 
disease, high blood pressure, diabetes, 
chronic kidney and respiratory disease, 
cancer patients, etc. Regular follow 
ups and advice on when to attend 
emergency can be greatly beneficial at 
times.

In Hong Kong, researchers found delays in 
a small number of patients with acute heart 
attack (STEMI) seeking medical help after 
institution of infection control measures 
at receiving hospitals. Infection control is 
not a new practice within the healthcare 
community, yet gaining public confidence 
through better practices can result in 
reducing undue delays and fear of seeking 
timely emergency care.
In addition, emergency care must also 
include telehealth as one of the delivery 
options. Telehealth has several key 
strengths that can enhance an emergency 
response when environmental or biological 
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care experience were also reassigned 
from other departments to extend frontline 
coverage to 24 hours a day.
In the event of widespread community 
transmission, critical care manpower 
capabilities will be easily overwhelmed. It 
will then be necessary to draw manpower 
from various departments and divisions in 
the hospital. Critical care crash courses 
can be held continuously for non-critical 
care nurses and doctors with online 
learning materials, instructional videos, 
and hands-on practicums supervised by 
critical care nurses and doctors. 
High workload and anxiety over disease 
transmission can result in significant 
physical and mental fatigue to staff. 
Psychological support resources and a 
helpline are two extremely helpful resources 
to mitigate this. Staff accommodation 
should be arranged nearby hospital, so 
that staff feel safe and protected away 
from the family.  
Conclusion
During a high-consequence event (eg, 
natural disasters or infectious disease 
outbreak like COVID 19), health systems 
within a community function as a lifeboat 
with a limited capacity to accommodate 
the medical needs of everyone requiring 
healthcare. Lifeboat ethics was a phrase 
used first in US in 1970 to discuss the 
distribution of limited food supplies to 
poverty-stricken nations battling chronic 
famines. As we witness this pandemic, 
we have clearly realised that no health 
system in the world is capable of dealing 
a surge of this magnitude. Adopting the 
Crisis Standard of Care is the only way to 
conserve resources, do best for the most 
and time is NOW.

2. Establish identification triggers for and 
initiation of triage: as clinical demand 
reaches crisis stage and that crisis 
standards of care, including triage, 
should be initiated. The decision to 
initiate triage should be made by 
an identified regional authority with 
situational awareness of regional 
health-care demands. (District level 
command). Triage must be consistently 
applied across the region, with 
documented rationale and oversight by 
the relevant regional authority.

3. Preparation of a triage system. Create 
central triage committee for the 
region, tasked with coordination and 
standardization. This should include 
representation of key stakeholders. 
(medical, nursing, ethics, law, patient 
and community representatives). 
Prepare and distribute training materials 
to local officials for standardization of 
implementation. Telemedicine can be 
effectively used here.

The best available epidemiologic data, 
combined with expert input, will be required 
to frame triage protocols that reflect 
COVID-19-specific mortality and resource 
utilization predictions. Although use of the 
Sequential Organ Failure Assessment 
(SOFA) score, were proposed earlier, 
current evidence suggests such scoring 
systems are unlikely to predict critical 
care outcomes with sufficient accuracy, in 
patients of COVID-19.
With the need for strict infection control 
measures, routine procedures in the ICU 
will require additional manpower and 
time. For example, in isolation ICU in one 
hospital, the nurse-to-patient ratio was 
increased to approximately 1.5:1, with 
critical care nurses focused on providing 
care and supported by non-critical care 
nurses who assisted in preparing drugs and 
equipment outside the  airborne infection 
isolation room (AIIR). Infection control 
nurses assisted ICU staff in appropriate 
donning and doffing of PPE. In addition, 
doctors and nurses with previous critical 



 14

The Role of Occupational Health Professionals 
in Leading Organizational Response for 

COVID-19 at Singapore

Introduction
Coronavirus disease 2019 (COVID-19) first 
surfaced in Wuhan, China and was notified 
to WHO on 31 December 2019, but quickly 
escalated into a Public Health Emergency 
of International Concern on 30 Jan 2020, 
and declared a pandemic by WHO on 11 
March 2020. As of 1 March 2020, World 
Health Organization (WHO) reported 87,137 
confirmed cases and 2,977 deaths globally 
across 59 countries, with majority of cases 
in China (92%). The case fatality rate is 
estimated to be 2.7%  and is more likely to 
affect older men with comorbidities 
COVID-19 is a respiratory infection caused by 
betacoronavirus, a type of human coronavirus 
. It has a novel sequencing unique from the 
other six known coronavirus subtypes. Clinical 
features include nonspecific symptoms 
such as dry cough and low-grade fever. 
Chest X-ray and Computed Tomography 
scans in 75% of patients showed bilateral 
pneumonia. Empirical treatment includes 
a combination of antiviral and antibacterial 
clinical interventions, and supportive 
treatment. Mechanical ventilations may 
be deployed for severe cases. COVID-19 
is transmitted primarily through droplets 

generated when an infected person sneezes 
or coughs. Colleagues can get infected 
with COVID-19 by touching contaminated 
surfaces or objects such as desks, tables 
or telephones, and then touching their own 
eyes, nose or mouth. They can also be 
infected by breathing in droplets generated 
within one meter of anyone with COVID-19.
Occupational Health Risks
A significant proportion of cases are related 
to occupational exposure. These include 
persons working in seafood and wet animal 
wholesale markets in the Wuhan outbreaks, 
healthcare workers treating infected patients, 
staff in the tourism, retail and hospitality 
industry, transport and security workers, 
and construction workers. There was also 
an international business meeting for 109 
staff organized by a multinational company 
in January 2020 in Singapore Grand Hyatt 
hotel, where employees from Singapore, 
Malaysia, South Korea and United Kingdom 
were infected. Crew on board cruise ships 
with infected passengers like the liner 
Diamond Princess from Yokohama are also 
at risks.
Public Health Interventions
In relation to the COVID-19 outbreak , 

Dr. Melvin Seng 
Country Lead Physician

GSK, Singapore

Dr. Ashish Vijay Jain
Region Head 

Health & Wellbeing,
 GSK, Asia

Ms. Aijing Wang
OH Manager

GSK Asia House,Singapore

ARTICLE
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Centers for Disease Control and Prevention 
(CDC) issued international travel and health 
advisories, raising the travel alerts up to 
the highest (level - 3), and advised against 
nonessential travel to affected countries. 
The objectives of public health measures 
implemented included minimizing risk of 
transmission, limiting imported cases, 
social distancing and encouraging social 
responsibility. Contact tracing and quarantine 
prevents spread of disease to the community. 
Travel advisories, border restrictions 
for affected countries and temperature 
screening at ports of entries helps to limit 
imported cases of COVID-19. Medical leave 
as well as cancelling and deferring large scale 
events minimizes close contact between 
groups of people. Professional and public 
communications help to educate and provide 
updates which is critical especially since the 
situation evolves rapidly. Occupational health 
management in corporate businesses can 
stop the spread of this disease and increase 
the success rate in controlling the disease. 
Readiness and Response Plans
Crisis management plans need to be 
reviewed regularly and always ready for 
implementation in business units. It requires 
commitment from leaders and resources to 
manage the situation.Health surveillance is 
important for detection of infected individuals 
for early treatment and isolation to prevent 
further transmission. Travel history to 
impacted regions is a significant risk factor. 
Employees, contractors and customers can 
be advised to stay home (or work from home) 
if having fever or respiratory symptoms 
such as cough or shortness of breath. Care 
must be taken to protect the confidentiality 
and privacy of the data collected. Minimum 
essential information needs to be collected 
for health and travel declarations, and access 
to data should be restricted to authorized 
personnel.
Temperature and symptoms screening help to 
identify employees or visitors who are unwell 
and medical response workflows should 
be prepared. Suspected cases need to be 
isolated, notified to local health authorities 
and referred to appropriate facilities for 
further investigations and treatment. A 
suitable holding area should have restricted 
access and be an isolated open area or 
indoor area with separate ventilation system. 

It should also be equipped with appropriate 
Personal Protective Equipment (PPE), with 
biohazard waste management process and 
disinfectant procedure in place. Enhanced 
cleaning regimen at the workplace is 
important for sanitation. Surfaces (e.g. 
tables, chairs, handrails, lift buttons) and 
equipment (e.g. telephones, keyboards) 
should be wiped and disinfected regularly. 
Personal hygiene should be promoted. This 
includes regular and proper hand hygiene 
techniques for handwashing or hand 
sanitizers. Hand washing areas should be 
available for washing hands with soap and 
water. Sanitizing hand rub dispensers should 
be provided at prominent areas around the 
workplace, and regularly refilled. Promoting 
respiratory hygiene in the workplace is also 
important to prevent the spread of COVID-19.
Business Continuity Plans
Business continuity plans can enhance 
health protection of employees at workplaces 
while minimizing impact to business 
operations. Large gatherings should be 
deferred to prevent overcrowding which 
facilitates the spread of diseases. Alternative 
work arrangements can be considered, 
such as working from home or split team 
arrangements. Making use of technology 
such as teleworking is useful for businesses to 
continue operating while keeping employees 
stay safe by avoiding public transports and 
crowded areas. The mental health and social 
consequences of a case of COVID-19 in the 
workplace should be addressed and the 
necessary support provided.
Business travelling is an important part 
of business operations but may pose a 
significant risk in transmission of COVID-19. 
For example, the business meeting at Grand 
Hyatt Singapore was found to be a COVID-19 
infection cluster linking several cases in 
Singapore and other countries like South 
Korea, Malaysia and UK. Organizations 
should assess the benefits and risks related 
to business travel plans, and avoid sending 
employees who may be at higher risk of 
serious illness (e.g. older employees and 
those with chronic medical conditions such 
as diabetes, heart and lung disease) to areas 
where COVID-19 is spreading. Employees 
need to be aware of what to do and who 
to contact if they feel ill while traveling, and 
to monitor themselves for symptoms and 
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temperature. Non-essential business trips 
can be rescheduled or cancelled.
Personal Protective Equipment
There is a global shortage of PPE especially 
for masks due to surging global demand, 
driven by the increasing number of COVID-19 
cases, and compounded by misinformation, 
panic buying and irresponsible stockpiling. 
Staff performing temperature screening 
only need to maintain spatial distance of 
at least 1 meter and no PPE is required. 
Cleaners cleaning the area where there 
were personnel with fever or are unwell will 
need face masks, gown, gloves, covered 
shoes, and eye protection (if at risk of 
organic material or chemical splash). Face 
masks should be available for anyone with 
fever or respiratory symptoms to prevent 
spread of disease. Employees who need to 
travel can be provided with small bottles of 
alcohol-based hand rub to facilitate regular 
hand-hygiene.
Stakeholders
Corporate organizations require concerted 
commitment and collaboration across 
various departments in the fight against 
COVID-19. Leadership involvement is 
crucial for decision making and delegation 
of roles and responsibilities. Various 
departments including human resource, 
legal, procurement, communications, safety, 
security and facilities collaborate closely with 
the occupational health team to safeguard 
health of employees and to minimize business 
disruption. Externally, corporates should be 
kept updated with the latest guidelines from 
local regulatory boards, especially on travel 
advisories and notification of confirmed 
and suspect cases. This ensures that 
organizations are compliant with regulatory 
requirements. To ensure sufficiency of 
personal protective equipment stockpile for 
employees, procurement teams also need to 
source for reliable and diversified sources of 
suppliers. 
Role of Occupational Health Practitioners
The battle against COVID-19 requires 
a multi-disciplinary and multi-pronged 
approach. Communication plays a key role, 
with conventional methods such as email 
broadcast taking the central stage. Other 
novel methods include the use of social 
media channels such as communication 

applications messaging platforms. 
Communications include topics on education 
on mask use, and updates on the preventive 
measures by regulatory bodies and corporate 
policies. Occupational Health practitioners 
provide expertise through professional input 
in policy decisions. Medical information 
is integrated with knowledge about the 
professions for a personalized approach for 
each organization.
Conclusion
Occupational Health practitioners play 
an important role to inform, educate and 
protect employees. Integration of business 
understanding, and preventive medicine 
knowledge will lead to effective measures 
being implemented. Occupational Health 
play a key role in leading the corporate 
readiness and response plans for employee 
health and wellbeing for the control of 
infectious diseases like COVID-19.
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Many of you must be wondering whether 
the lockdown of India for 2 full months from 
March 23rd 2020 as we now have more 
than 400,000 cases of Covid-19 in India 
on June 22, 2020. Was it worth the loss 
of livelihoods that has plunged the entire 
national economy to crisis?
In the author’s view lockdown has given 
Indian citizens a greater chance of being 
alive than those of UK, ITALY, SPAIN or 
USA. It is important to note that the death 
rate of these countries is 5-10% whereas 
that of India is less than 3% which is 
relatively low despite the fact that these 
nations have a healthcare delivery system 
that’s far more advanced than that of India. 
A word of caution for all of us, as situation 
everywhere due to Covid-19 is worsening.
Many are venturing to go out, as many of 
us suffer from what is known as "Optimism 
Bias".
We see people who are fed up of the 
lockdown & telling themselves that 
nothing will happen to them. That's mainly 
because *they haven't experienced any 
tragedy in their own family or known 
circle*. This is "*Optimism Bias*" at play. 
It is the belief that each of us are more 

Today’s world is seeing a lot of new 
COVID-19 cases every day. About six 
months ago, it was a trickle and now it is a 
flood. We are not sure whether there will be 
Tsunami, as some experts predict second 
wave. Lot of uncertainty is there even in the 
minds of experts, sociologists, planners and 
strategic experts. Today’s high is becoming 
tomorrow’s low. It is evident even in our 
country and in our cities. 
The funny part is the fear that existed few 
months ago, among the public, is not visible 
today. It appears the public has come to 
accept to live with it. But who knows what 
lies ahead. We should learn how to cope 
up with the situations that are dynamic. 
If not? Whether our generation will be 
wiped out with this pandemic. Let us see 
the uncertain situations faced by some of 
most advanced countries in the world a few 
decades ago. 

 What We Know More About  
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likely to experience good outcomes and 
are less likely to experience bad outcomes. 
The key to "*Optimism Bias*" is that we 
disregard the reality of an overall situation 
because we think we are excluded 
from the potential negative effects. 
So, it's just a psychological trap, nothing 
else.
Remember the Famous Quote
 "A million deaths is a statistic. But one 
death is a tragedy".
It's like if we read the news that 10,000 
people died, it doesn't affect us that way, 
as say a single death of someone we know 
does. Because when it's a single death, we 
get to attach the name, story & narrative of 
that person & feel emotional about it, but a 
million deaths is indifferent to our psyche. 
This is another psychological trap.
So, the bottom-line is, that no matter how 
social norms are being relaxed, Stay Alert, 
Cautious & Extra Vigilant, as if it's still an 
EMERGENCY, because it still is !.
Stay Safe; Stay Healthy; Maintain Social 
Distance; Wear Mask, Wash Your Hands 
& legs regularly & follow all the precautions 
without fail.
Take extreme care in the interest of Yourself 
& Your Family & Friends; Your community 
& your fellow citizens.
We are all in this together & let’s all of us 
work together to overcome this pandemic 
situation.
COVID 19 - Why some people are 
asymptomatic whereas others develop 
severe symptoms (other than age and co 
morbidities)
Look at “Inoculum Effect Theory” published 
in “International Journal of Infectious 
Disease”  from Italy
They Chased Three Clusters
1. The first cluster was represented by 25 

women (age range, 34 to 86 years-old) 
that lived in a community located big 
house - most of the inmates became 
positive but developed mild symptoms.

2. A second cluster of COVID-19 was 
identified in a group of 12 women 
(age range, 53 to 85 years-old) that 
lived together in an small apartment 
flat (650 m2) - six of them developed 
mild to severe COVID-19 symptoms. 
Three developed bilateral pneumonia, 
one being hospitalized and requiring 
intensive care support.

3. The third cluster consisted of a group 
of ten adults (seven male; age range, 
56 to 76 years-old) that met in a small 
conference room (60 m2) for three 
hours. COVID-19 was severe in at least 
four individuals, one being hospitalized 
at the intensive care unit for nearly one 
month.

Conclusion- importance of inoculum 
effect. In last i.e. third cluster - there were 
three factors - long time spend in close 
area without social distancing with no mask 
leading to more inoculum also make factor 
is another predictable factor for severe 
disease.
Another conclusion is that opening of 
lockdown should be allowed in open areas 
with young people allowed. Young to be 
exposed to low inoculum and develop 
immunity. Gradually lockdown should be 
opened in close area.
It may be applicable in Europe where 
elders live separately. In India we cannot 
allow young to carry infections because of 
closed societies.
With the present day improved 
understanding on COVID-19 pandemic, 
the following 5 important things can be 
listed.
1. COVID-19 was initially thought to 

cause deaths due to pneumonia- a 
lung infection and so Ventilators were 
thought to be the best way to treat 
sick patients who couldn’t breathe.  
Now we are realising that the virus 
causes blood clots in the blood vessels 
of the lungs and other parts of the 
body and this causes the reduced 
oxygenation. Now we know that just 
providing oxygen by ventilators will 
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not help but we have to prevent and 
dissolve the micro clots in the lungs. 
This is why we are using drugs like 
Asprin and Heparin (blood thinners 
that prevents clotting) as protocol in 
treatment regimens in June 2020.

2. Previously patients used to drop dead 
on the road or even before reaching a 
hospital due to reduced oxygen in their 
blood- OXYGEN SATURATION. This 
was because of HAPPY HYPOXIA*- 
where even though the oxygen 
saturation was gradually reducing 
the COVID-19 patients did not have 
symptoms until it became critically less, 
like sometimes even 70%. Normally 
we become breathless if oxygen 
saturation reduces below 90%. This 
breathlessness is not triggered in 
COVID-19 patients and so we we’re 
getting the sick patients very late to 
the hospitals in February 2020. Now 
since knowing about happy hypoxia we 
are monitoring oxygen saturation of all 
COVID-19 patients with a simple home 
use pulse oxymeter and getting them 
to hospital if their oxygen saturation 
drops to 93% or less. This gives more 
time for doctors to correct the oxygen 
deficiency in the blood and a better 
survival chance. 

3. We did not have drugs to fight the corona 
virus in February 2020. We were only 
treating the complications caused by 
it. Hence most patients became 
severely infected. However, 
now we have two important 
medicines namely FAVIPIRAVIR 
& REMDESIVIR. Which are 
ANTIVIRALS that can kill the 
corona virus.  By using these 
two medicines we can prevent 
patients from becoming severely 
infected and therefore cure them 
before they go to HYPOXIA. 

4. Many COVID-19 patients die 
not just because of the virus 
but also due to patient’s own 
immune system responding in 
an exaggerated manner called 

CYTOKINE STORM. This stormy 
strong immune response not only kills 
the virus but also kills the patients. With 
the present knowledge, we know that 
easily available medicines like Steroids, 
g can be used to prevent the cytokine 
storm in some patients.

5. Now we also know that people with 
hypoxia became better just by making 
them lie down on their belly- known 
as prone position. Apart from this a 
few days ago Israeli scientists have 
discovered that a chemical known 
as Alpha Defensin produced by the 
patients White blood cells can cause the 
micro clots in blood vessels of the lungs 
and this could possibly be  prevented 
by a drug called Cholcicine used over 
many decades in the treatment of Gout.

So now we know for sure that patients have 
a better chance at surviving the COVID-19 
infection now in June 2020 than in February 
2020 for sure. India has not peaked in 
March or April because of the lockdown. 
This strategy has postponed the Covid-19 
pandemic in INDIA by 3 crucial months that 
has enabled us to save thousands of lives.
Going forward there’s nothing to panic 
about Covid-19 if we remember that a 
person who gets infected later has a 
better chance at survival than one who got 
infected early.
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into account the recommendations of the 
Committee, DCGI has decided to grant 
permission to market the drug under 
Restricted Emergency Use of the drug 
for the treatment of Cytokine Release 
Syndrome (CRS) in moderate to severe 
Acute Respiratory Distress Syndrome 
(ARDS) patients due to COVID-19, subject 
to some conditions like informed consent 
of patients, a risk management plan, to be 
used in hospital set up only etc.
The average cost of treatment with this 
indigenous drug i.e Itolizumab is also lesser 
than comparable drugs which are part of 
the “Investigational Therapies” indicated 
in the Clinical Management Protocol for 
COVID-19 of the Ministry of Health and 
Family Welfare.
As we know the RT (PCR) (Throat Swab/
Nasal swab) is gold standard investigation 
though the RT –pcr specificity and 
sensitivity is not 100%. Sensitivity and 
specificity can be confusing terms that 
may be misunderstood. Sensitivity is the 
proportion of patients with disease who 
have a positive test, or the true positive 
rate. Specificity is the proportion of patients 
without disease who have a negative test, 
or true negative rate. These terms describe 
the operating characteristics of a test and 
can be used to gauge the credibility of a test 
result. They can be combined to calculate 
likelihood ratios, which are dimensionless 
numbers that indicate the strength of a 
positive or negative test result. If COVID-19 
test is positive Ct value gives the viral load. 
Cycle Threshold (Ct) as per new ICMR 
rules values have to be compulsorily given 
in report
Ct value is the number of cycles required 
to detect the viral antigen. Lower the value 
(more viral load) higher the risk.
Ct Values:
Value between 17 to 24 - High Viral Load.
Value between 24 to 31 - Moderate Viral 
Load
Above both have to be admitted in hospital.
Value above 31 – Low Viral Load. Can 

Let’s all follow simple precautions like
-6 feet distancing from others
-Wear proper masks
-Work from home whenever possible
-Order delivery and take away of food 
groceries and vegetables
- Stay at home during lockdown
- Hand wash & hygiene

With this we can beat the virus. If someone 
tells you every one is going to get infected, 
tell them that you are willing to wait to be 
the last person. Who knows by then we 
might even have a VACCINE.
Drugs Controller General of India (DCGI) 
gives Nod for Restricted Emergency Use 
to Itolizumab for moderate to severe 
COVID-19 patients
11 JULY 2020
Itolizumab (rDNA origin), a monoclonal 
antibody which was already approved 
for severe chronic plaque psoriasis, has 
now been granted Restricted Emergency 
Use authorisation by the Drugs Controller 
General of India (DCGI) based on clinical 
trials data.
M/s Biocon has been manufacturing and 
marketing this drug for the treatment of 
patients with moderate to severe chronic 
plaque psoriasis since 2013 under brand 
name Alzumab. This indigenous drug has 
now been repurposed for COVID-19.
M/s Biocon has presented the Phase II 
clinical trial results generated in COVID-19 
patients to DCGI. The results of these trials 
were deliberated in the Subject Expert 
Committee of DCGI’s office.
Details of primary endpoint of mortality, 
other key endpoints of lung function such 
as improvement in PaO2 and O2 saturation 
were presented. Key inflammatory 
markers IL-6, TNFα etc., were presented 
to have reduced significantly with the drug 
thereby preventing hyper- inflammation in 
COVID-19 patients.
After detailed deliberation and taking 
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clouds of COVID19 appears at the horizon. 
Now the nod given by the Drug Controller 
General of India CDSCO (The Central 
Drugs Standard Control Organisation) 
for the conduct of the human trial for the 
vaccines, marks the beginning of the end.
In the past years, India has emerged as one 
of the significant vaccine manufacturing 
hubs. Indian manufacturers account for 
60% of vaccine supplies made to UNICEF. 
The vaccine for novel coronavirus may 
be developed anywhere in the world, but 
without Indian manufacturers involved the 
production of required quantity is not going 
to be feasible.
Vaccine race
More than 140 candidate vaccines are 
under various stages of development. 
One of the leading candidates is AZD1222 
developed Jenner Institute of University of 
Oxford and licenced to AstraZeneca British-
Swedish multinational pharmaceutical and 
biopharmaceutical company headquartered 
in Cambridge, England. The MRNA-1273 
vaccine developed by Kaiser Permanente 
Washington Health Research Institute, 
Washington and taken up for production by 
the US-based Moderna pharmaceutical is 
just a step behind. Both these firms have 
already inked an agreement with Indian 
manufacturers for production of the COVID 
vaccines.

Parallelly Indian institutions have also 
engaged in R&D for the development of 
vaccines in India. With the primary scientific 
inputs coming from institutions like Pune 

be treated under home quarantine under 
constant observation.
A few learning points/predictions
1. Compared statistics between India and 

countries like Italy and brought out the 
differences. The true CFR (which is 
different from Infection Fatality/Mortality 
Rate) is not very encouraging and is 
roughly 4 time the projected IMR. It's 
3-12

2. India is likely to peak by August. Rural 
India has started seeing cases late

3. India went into lock down much ahead 
of time when the case detection was 
0.0003/1000.

4. It would be better to identify clinical 
syndrome and test them, do contact 
tracing rather than testing everyone 
haphazardly

5. Herd immunity may come at 60-70% 
infection however, unless we have 
a vaccine immunity to protect the 
unexposed, transmission will not be 
halted

6. Pandemic Corona will stay as endemic 
with Epidemic cycles with fluctuating R0

7. Age stratified mortality below age 59 
is high, not at all good in India. Health 
care delivery is failing.

8. Social vaccine is the need of the hr. 
People need to be made to understand 
why mask, why social distancing etc

9. He also found the government policy 
of attempting to do everything by 
themselves keeping everyone else out 
incorrect

10. The pandemic has been handled more 
politically than epidemiological and 
science based principles

11. India had the opportunity in early days 
but didn't manage the pandemic well

Indigenous Indian COVID-19 vaccines are 
in the global race to end the pandemic With 
the announcement of COVAXIN by Bharat 
Biotech and ZyCov-D Vaccine by Zydus 
Cadila the proverbial silver line in the dark 
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immunological memory gets activated, and 
twinned antibody is released. The infection 
is nipped in the bud. We acquire immunity.
A vaccine is a method to artificially 
inducing the immunological memory. Once 
the antigens of the nasty pathogen are 
introduced, the immune system is triggered 
into developing pairing antibodies and 
immunological memory.
There are many ways in which one can 
artificially stroke the immune system to 
develop antibodies and memory. The 
bottom line is presenting the antigens 
of the novel corona virus to the human 
immune system. From adenovirus-based 
live-attenuated virus to recombinant 
genetic technology is used to develop 
several types of vaccines. Two among the 
various possibilities produced in India are 
inactivated virus vaccine and DNA plasmid 
vaccine.
How these Vaccines Work
We can inactivate a whole virus with heat 
or formaldehyde (that is 'killed'), yet keep 
the antigen molecular structures still intact. 
However, the inactivated virus will not be 
able to infect or cause disease, as it is no 
longer functional. The Bharat Biotech's 
COVAXIN uses the virus isolated from an 
Indian patient by the National Institute of 
Virology to develop the inactivated virus 
vaccine.

Novel corona virus infects the human cells 
with the help of its spike proteins. The spike 
protein of the virus binds with the ACE2 
receptors on the surface of the human 

based ICMR institution National Institute 
of Virology and Hyderabad based CSIR 
institution Center for Cellular and Molecular 
Biology, six Indian companies are working 
on a vaccine for COVID-19. Along with 
the two Indian vaccines, COVAXIN and 
ZyCov-D, the world over, 11 out of 140 
vaccine candidates have entered the human 
trials. None of these vaccines is unlikely to 
be ready for mass use before 2021.
Immune System
Antigen from the pathogen and antibodies 
produced by the human immune cells can 
be thought of as matching the compatible 
pair. Every pathogen has specific molecular 
structures called as antigen. They are like 
the surface with a particular hue and design. 
Once infected by the germ, the human 
immune system develops antibodies that 
match the antigen.
Just as the retailer of design matching 
material stockpile hundreds of design 
pieces of riots of colours and hues, our 
immune system has ten thousand types 
of antibodies. If the pathogen is a known 
enemy, the immune system can pull the 
matching design piece from the stock. 
Once the match is made the pathogen is 
inactivated. No longer can it infect.
However, if the microorganism is unfamiliar, 
and mainly when it has evolved for the first 
time, there is no matching colour and hue 
in the repertoire. Nonetheless, unlike the 
textile, the antibody can evolve. At first, near 
matches are tried. After various cycles of 
antibody development, the best fit matures. 
The time lag between the identification of 
the main surface colour that is an antigen, 
and finding a pairing design piece, that is 
antibodies, is what makes the infection mild 
or severe. If only the immune system can 
neutralise the germ instantly, the infection 
can be prevented.
Immune System Memory and Vaccine
Like a new hue of design piece once 
acquired is stocked for future, once the new 
antibody matching the antigen evolves, it 
is retained in the immunological memory. 
Next time the same pathogen invades, 
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code of viral spike protein is introduced 
into the host cells. The cellular machinery 
translates the DNA and produces the viral 
protein encoded in the genome. The human 
immune system recognises the alien 
protein and develops a matching antibody. 
After this vaccination, if at any time, we are 
infected by the novel corona virus, then 
sensing the spike protein antibodies are 
released instantly. The immune killer cells 
seize deactivated viruses. Contagion is 
arrested even before infection sets in.
Illness to Wellness is an innovative way and 
comprehensive approach for awareness of 
wellness campaign to address preventive 
healthcare management to promote health, 
hygiene and well-being of people. During 
the current crises of COVID 19 Pandemic, 
Yoga is helping to improve general 
immunity among the population and build 
up psycho-physiological health, emotional 
harmony; and manage daily stress and 
its consequences. Yoga is also playing a 
significant role in the psycho-social care 
and rehabilitation of COVID-19 patients in 
quarantine and isolation.
With the objective of helping the society at 
large and individual in particular to take up 
yoga in life style and help people all over to 
lead a longer & healthy lives during current 
scenario,
Conclusion
It is very clear from the above that the 
understanding on COVID-19 improves 
day by day and living with this pandemic 
has become inevitable, it is needless to 
emphasize the necessity of delaying the 
time in becoming the victim by adhering 
strictly to the guidelines to enhance the 
survival rate.  

respiratory tract cells. Once the virus fuse, 
the viral genome is slipped into the human 
cell where around a thousand copies of the 
virus are made in just ten hours. These baby 
viruses emigrate to nearby cells. Infection 
can be arrested if only we can deactivate 
the spike protein of the novel corona virus. 
Thus the antigen on the spike protein is a 
crucial vaccine target. If the antibody blocks 
the spike protein, then the virus cannot bind 
the cell and multiply.

The genomic code of the spike protein is 
spliced into a harmless DNA plasmid. This 
modified plasmid DNA with the genetic 
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hence your life, lifestyle, appearance or 
social behaviour will not change until 
sometime in 2022. 
Moreover, by the time a sizeable population 
in India gets vaccinated it will be at 
least August 2021. This is based on the 
assumption that there are enough supplies 
of these vaccines and the infrastructure to 
vaccinate 100 million people every month 
starting from December 2020 to August 
2021 (in 8 months you have vaccinated 
60% of India’s population). If the vaccine 
is a double dose instead of a single dose, 
it could take longer still. 

By August 2021, we wouldn’t be any wiser 
regarding the efficacy of the vaccine in view 
of the ongoing mathematical modelling. 

The Vaccine for COVID-19 could be 
made available by December 2020 by 
some optimistic estimates. Will it be life 
changing? Will we go back to doing things 
the way we did pre-COVID-19. 
The short answer may not be very affirming 
but let's explore this in some more detail. 
For reasons discussed in subsequent 
paragraphs, one's appearance and social 
behaviour will most likely remain the same 
as today for as long as the entire period of 
2021 - with a mask on and staying 6 feet 
away from people other than immediate 
family. To prevent getting infected, 
precautions even stricter than those 
taken so far may have to be employed 
as cases rise. Unlike the seasonal flu 
(or the common cold), COVID-19 has 
higher infectivity and an even higher 
mortality. So it helps to be wary of that. 
People who are under the impression 
that after getting vaccinated once, 
they will be able to move around 
freely without having to wear a mask 
or even maintain the 6-feet physical 
distancing rule are sadly mistaken. It 
will take longer for things to get back 
to normal. 
The virus is novel and therefore so 
is the vaccine that is being manufactured. 
By the time we know a little bit about the 
vaccine, a year would have passed and 
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Hence, wearing a mask and physical 
distancing will continue. Now assume, the 
COVID-19 vaccine is as effective as the flu 
shot (or the seasonal influenza vaccine) 
that is taken rampantly in USA, although 
not so much in India. Let us see how 
useful the flu shot has been in USA in 
2017-18. Instead of 51 million cases, 
USA had 45 million cases and instead 
of 24 million medical visits it had 21 
million; hospitalizations were 800,000 
instead of 900,000 and deaths 61,000 
instead of 67,000; most of them being 
adults. 
We have no clue about how long 
the vaccination will be effective 
(weeks, months, years, lifelong) as 
it will emerge with passage of time 
and mathematical modelling. Masks and 
physical distancing will continue until 
further study of the vaccination indicates 
otherwise and that is unlikely before 
December 2021. Until then, how does one 
know if the person you are interacting with 
has taken the vaccine or not and vice-
versa (unless of course both declare their 
vaccination status). Even if the vaccination 
has been taken, how effective is it?

Everyone, whether vaccinated or not, 
will be expected to take a greater degree 
of precaution than taken for influenza 
(common cold), especially if the cases 
continue to rise, because coronavirus is a 
more infective virus that we are confronting. 
To remain safe and healthy, taking 
precautions is the only weapon we have in 
hand as one can easily get and give the 
infection. 

The vaccine in the lab may show lots 
of promise by producing antibody and 
T-cell responses but it will take a while 
to determine if the vaccinated public was 
protected after being exposed to the virus; 

and this is what takes time to determine a 
vaccine's efficacy. 
Mathematical modelling will have to be done 
to estimate the burden of illness associated 
with coronavirus infection in terms of 
cases, medical visits, hospitalizations and 
deaths. These figures will then be used to 
assess the burden of illness averted by the 
vaccine, i.e. how many COVID-19 cases, 
hospitalizations and deaths were averted 
consequent to vaccination. 
Mathematical modelling of influenza 
vaccination in USA estimated that the flu 
shot that millions of Americans took in 
2017-18 prevented 6.2 million influenza 
illnesses, 3.2 million influenza-associated 
medical visits, 91,000 influenza-associated 
hospitalizations, and 5,700 influenza-
associated deaths. However, despite being 
far less infective and virulent compared to 
the COVID-19 virus, in 2017-18 influenza 
virus infected 45 million Americans, 
resulting in 21 million medical visits, 
800,000 admissions and 61,000 deaths. Of 
the 45 million cases, 34 million were adult 
influenza cases despite around 101 million 
adult Americans (41% of America’s adult 
population) getting themselves vaccinated 
in 2017-18. 
Even today, people get hospitalized and die 
of influenza despite vaccination that has 
been in existence for decades and hence it 
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is premature to think that life will be normal 
as soon as the vaccine for coronavirus is 
out; and that impression has to be played 
very carefully by the governments so that 
public continues to behave responsibly and 
not think that life, lifestyle, appearance, 
social behaviour etc. will return to normal 
no sooner than they are vaccinated. 
Reopening or the unlocking of the lockdown 
has shown that the public tends to behave 
irresponsibly and becomes carefree as 
they believe that ‘reopening’ is the outcome 
of disappearance of the virus. Reopening 
is done by governments in an attempt 
to stimulate economy while expecting 
the population to take all precautionary 
measures to protect themselves from 
getting infected. One of the reasons 
why the number of cases increase after 
reopening is the increased interaction of 
people to conduct business and their self-
imposed relaxation in usage of mask as 
well as physical distancing. 
People those who venture out to conduct 
business should realise that self-imposed 

relaxations risk themselves being infected 
eventually hampering their own business 
activities. They must also realise that in 
case the number of new cases increase 
government could impose a lockdown that 
would be detrimental to their own business 
activities. Thus it is in the interest of the 
people who are out for business activities 
or jobs to understand that wearing of mask 
and physical distancing should continue 
without any relaxation whether vaccinated 
or not until the government declares it is 
safe and of minimal risk to move around 

freely without wearing mask or maintaining 
physical distancing.
Or the benefit of readers I append a picture 

alongside of the extended social vaccine 
as a reflection of how powerful a tool it is 
to prevent against the coronavirus infection 
and should be embraced by the public 
for some more time until the situation is 
under control. First tweeted by the author 
on 5th April 2020 as Social Vaccine, it 
was subsequently modified to include 14 
elements and tweeted again on 16th May 
2020 as Extended Social Vaccine (ESV). If 
followed diligently ESV is the only vaccine 
available now until the biological vaccine is 
out for public vaccination. 
Even after a sizeable population has 
been vaccinated, ESV or Extended Social 
Vaccine will continue to complement the 
biological vaccine until such time as there 
is clarity regarding its efficacy, and/or until 
the coronavirus becomes less infective 
and less virulent.

Social distancing - keep 6-feet distance even 
from those who wear mask: great with nameste

 1

 6

 7

 14

When back from work or shopping first wash your 
hands, then remove your mask, shower etc

Wash hands for 20 seconds with soap and water 
after using the washroom, before eating and 
before touching your face

Remove mask only after washing your hands 3

 8

 10

 12

 9

 11

 13

 5

Extended Social Vaccine for Coronavirus

Sanitize parcels with diluted Lysol (see label)

Eat healthy foods including fruits and vegetables

Do not stress - It weaknesyour immunity

Wear mask in public places,offices, vehicles etc. 2

Dispose maskappropriately

Sanitize fruits and vegetables using baking soda

Sleep well - let your body and mind recover

Cough/sneeze away from people

If you toch objects that orther touch be sure to 
wash your hands before touching your face

Obey government orders during and after the 
lockdown

 4
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1. Too much sodium in you diet can 
cause?

(a) Increased blood pressure 
(b) Increased blood volume causing your 

heart to work harder 
(c) Retension of fluid 
(d) All of the above

2. Acclimatization is the method of 
reducing effect of?

(a) Heat 
(b) Noise 
(c) H2S 
(d) Hydrocarbons

3. How many valves are there in the 
heart?

(a) 1
(b) 2
(c) 3 
(d) 4 

4. During CPR, cardiac compressions 
are given on?

(a) Just below neck 
(b) Centre of chest 
(c) Right side of chest 
(d) left side of chest 

5. Acceptable limit for CO2 in public 
offices is?

(a) 500 ppm 
(b) 800 ppm 
(c) 1000 ppm
(d) 50 ppm

6. Two separate noise sources of 98 
dBA and 96 dBA respectively are 
installed and operated together. 
What is the combined noise level?

(a) 99 dBA 
(b) 100 dBA
(c) 101 dBA 
(d) 194 dBA

7. A person infected with (HIV)?
(a) May live for many years after infection
(b) Should have symptoms 
(c) Ultimately dies because of AIDS
(d) A and C 

8. The only way to stop the spread of 
HIV infection is through?

(a) Regular treatment of infected persons
(b) Isolation of infected persons
(c)  Prevention
(d)  All of the above 
 
9. Which of the following stressful 

positions is used when working 
with a manual screwdriver? 

(a) Flexion  
(b) Radial Deviation 
(c) Ulnar Deviation 
(d)  Extension 

10. What is the outdoor wet bulb globe 
temperature on a sunny day when 
the wet bulb is 75 F, the dry bulb 
is 82 F, and the globe temperature 
is 84 F?? 

(a) 75.0 F 
(b) 77.5 F  
(c) 77.7 F 
(d) 80.3 F
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Editorial Team : OCCUCLAVE e-Quiz

Instructions for the e-Quiz : Please read the questions carefully & note down the correct 
answers on a seperate piece of paper. 
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11. Which of these tips is not a good 
way of preventing back pain when 
lifting? 

(a) Avoid lifting heavy loads whenever 
possible 

(b) Don't twist your back when you lift 
(c) Don't lift in cramped,awkward 

conditions 
(d) Keep your knees straight and bend 

from the waist to pick objects up

12. Which of these groups of workers 
experience the most back pain?

(a) Office workers 
(b) Manual workers 
(c) People who work from home 
(d) It doesn't make any difference 

13. Does fluoride in toothpaste make any 
difference to the health of your teeth?

(a) the fluoridation of toothpaste has 
hugely improved oral health 

(b) no, it makes no difference at all, and 
fluoride is now being phased out 
because it isn't safe 

(c)  it isn't dangerous, but a herbal 
toothpaste without fluoride is just as 
effective 

(d) nobody really knows because there 
haven't been many studies into the 
area  

14. HIV is transmitted by Which of the 
following route?

(a) Blood transfusion
(b) Unprotected Sexual Intercourse
(c) From Mother to Child
(d) All of the above

15. Most people have heard the term 
'cardiovascular disease' or CVD. 
But what does it actually mean? 

(a) It just means having a heart attack
(b) It means having a stroke
(c) It means any illness to do with the 

heart and blood vessels
(d) It means either a heart attack or 

angina 

16. A raised level of LDL cholesterol, so 
called "bad cholesterol", is a factor 
in increased risk of coronary heart 
disease. What can you do to reduce 
LDL cholesterol?

(a) Eat less saturated fat, such as red 
meat, butter and cheese

(b) Eat a wide range of fruit, vegetables 
and wholegrains

(c) Stop smoking and get physically 
active 

(d) All of the above 

17. What is the difference between a 
'use by' date and a 'best before' 
date?

(a) 'Best before' date shows how long a 
shop can sell a food, 'use by' shows 
when you need to eat it 

(b) They mean exactly the same, but 'best 
before' is used for packaged foods 

(c) Best before' gives a deadline for 
freezing food, 'use by' gives a date for 
eating it 

(d) A 'use by' date is given for foods that 
could be dangerous if you eat them 
after expiry, a 'best before' date just 
shows it might not taste as good

18. Which of these types of exercise is 
'anaerobic'?

(a) Sprinting 100m
(b) Going for a steady jog
(c) Doing a yoga class
(d) Going for a long bike ride 

19. If a person who has smoked for many 
years quit tomorrow, after another 15 
smoke-free years their risk of heart 
attack would be?

(a) Exactly the same as when they quit 
smoking  

(b) The same risk as someone who had 
never smoked  

(c) 25% less than when they quit smoking  
(d) Half the risk of a smoker 

20. Non –modifiable risk factor for 
hypertension is?

(a) Obesity 
(b) Age 
(c) Salt intake 
(d) Environmental stress

Note : The correct answers of this   
  e-Quiz are available on  
  page no. 30 of the  
  OCCUCLAVE e-Magazine 
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Since the advent of Covid-19 into human 
society, the terms epidemiology and public 
health have resonated widely across media 
and become familiar but not uniformly well 
understood. This question calls for clarity 
on definitions and applications of the two 
disciplines. 
Epidemiology is an academic discipline 
linked to knowledge generating research 
on the dimensions, distribution and 
determinants of disease in a population. 
It derives from the Greek words 'epi' 
(upon) and 'dei-mos' (people). The 
definition was later extended to include 
disease prevention through actions at 
the population level. It is restrictive to 
consider only disease as the subject of 
epidemiological research. What about 
health, the converse of disease? It has 
positive determinants worthy of study. 
Why are some populations healthier than 
others? So, in modern epidemiology, one 
studies the dimensions, distribution and 
determinants of both health and disease, 
coupled with a search for evidence on 
what works well for disease prevention 
and health promotion.
Epidemiology uses several research 
designs to answer questions. Cross-
sectional surveys usually measure the 
variable of interest in a random sample 
of the population. Antibody surveys of 
Covid-19, recently conducted in different 

parts of India, are an example as are 
surveys for prevalence of diabetes or 
hypertension. Case-control studies 
compare people who developed a disease 
or health outcome with those who didn't, 
to ascertain differential exposure to any 
suspected cause. What proportion of 
persons who developed mouth cancer 
were tobacco chewers compared to those 
who were cancer free? A cohort study 
follows people over a long period to see 
if a particular baseline exposure leads to 
an adverse outcome in the future. This is 
useful to study the association of dietary 
elements or patter ns with outcomes such 
as heart disease or cancer. Randomized 
clinical trials compare people, differentially 
assigned to intervention and control 
groups, to assess impact. Vaccine or 
dietary intervention trials are examples. 
While randomized trials are considered 
to be least burdened by methodological 
weakness, all research designs have some 
advantages and are used as appropriate. 
Qualitative research methods are useful 
in elucidating behavioral components 
and aid both in framing the right research 
questions and explaining the observations.
Public health extends the knowledge 
gleaned from epidemiology and other 
forms of health research into various 
measures to improve health. It does 
so through transformational policies, 
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systems, programmes and community 
engagement. Whether it is pollution 
control and sanitation or tobacco taxation 
and legislation to mandate seat belts and 
helmets, policy instruments have a great 
impact on population health. System 
efficiencies in provision of health services, 
from child immunization to emergency 
medical transport, are addressed by 
public health. Workforce planning and 
optimization of expenditures are also 
health system issues. Access to services, 
drugs and technologies as well as 
affordability of care are integral to public 
health. It also conducts health impact 
assessment of policies and programmes 
in other sectors that impact on health, to 
make them more sensitive and responsive 
to public health goals. Programme design, 
implementation, monitoring and 
evaluation are also important 
functions of public health. 
Energetic community engagement 
and effective behaviour change 
communication are critical for 
public health success. Wearing 
masks and physical distancing 
in these times or avoiding 
smoking and spitting in public 
places are examples. Removing 
stigma through active community 
leadership is a proactive 
endeavour. In engaging with 
communities, public health also 
interfaces with health rights and other 
human rights. 
Epidemiology informs public health, 
through rigorous research, supported 
by the strength of statistics. It helps set 
priorities for public health actions and 
assesses their impact. While epidemiology 
is central to prioritization and planning in 
public health, the multi-sectoral nature of 
public health interventions calls for multi-
disciplinary learning that extends beyond 
epidemiology The knowledge platform of 
public health invites a confluence of life 
sciences (inclusive of human and animal 
biology, environmental sciences and 
ecology), social and behavioral sciences, 
anthropology, epidemiology, biostatistics, 
demography, health economics, political 
science and public policy, communication 
sciences, public health engineering and 
health technologies, public health law 

and human rights. The pathway of public 
health connects knowledge to action and 
further to impact and equity.
Ideally, such broad interdisciplinary 
learning platforms should exist in 
universities. Indian universities are only 
recently beginning to recognize this role. 
Such education, wherever provided, must 
not only be broad-based but also strongly 
health-policy oriented. While it must be 
academically strong, it is also a field of 
practice. 
At both national and state levels, public 
health cadre must be created to bring 
the vigor of public health expertise into 
the system and to conduct health impact 
assessments of policies in other sectors. 
Since it is multi disciplinary in learning and 

multi-sectoral in implementation, every 
Indian can contribute to advancing public 
health through actions in any field that 
impacts health. Public health is indeed 
the broadest bridge between science and 
society.
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14. D
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20. B

OCCUCLAVE e-Quiz



 31

COVID-19 on their own.
In India “Wearing of face cover is 
compulsory in public places; in 
workplaces and during transport.”
Type of Masks:
Medical Masks (also known as Surgical 
Masks)
Medical masks are made from a minimum 
of three layers of synthetic nonwoven 
materials, and configured to have filtration 
layers sandwiched in the middle.
These masks are available in 
• Different thicknesses, 
• Have various levels of fluid-resistance 
• Two levels of filtration.

These medical masks reduce the 
respiratory droplets from the wearer to 
others and to the environment. They also 
prevent transmission of the virus from 
others to the wearer.  
WHO recommends the following 
groups to use Medical Mask.
a. Health Care Workers: 
As they are the most likely to be exposed 
to the COVID-19 virus because they 
are in close contact with patients with 
suspected or confirmed COVID-19 and 
their surrounding environment.

Masks should be used to provide an 
adequate level of protection against 
COVID-19 infection thereby suppressing 
transmission of Novel Corona Virus.
Purpose of using Mask:
1. Preventing the wearer of mask 

from transmitting infection to others 
(source control) or

2. Offer protection to the wearer of mask 
against infection (prevention).

3. Reduces potential exposuare risk 
from an infected person during the 
‘pre-symptomatic’ period or if an 
infected person is asymptomatic 
(that is when they may not have 
symptoms).

WHO advises to apply a risk-based 
approach to decide where, when and 
what type of masks should be used.
Mask use, with unclear benefits, could 
create a false sense of security in the 
wearer of the mask, leading to diminished 
practice of recognized beneficial 
preventive measures such as physical 
distancing and hand hygiene. 
It is important to remember that the use of 
masks should be combined with other key 
infection prevention and control measures 
such as hand hygiene and physical 
distancing, as they do not protect against 
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b. Anyone with symptoms suggestive 
of COVID-19, including people with 
mild symptoms: 

• Anyone who is sick, even with mild 
symptoms such as muscle aches, 
slight cough, sore throat or fatigue, 
should isolate at home and use a 
medical mask. 

• Coughing, sneezing or talking can 
generate droplets that can spread the 
infection. 

• These droplets can reach the face 
of others nearby or land on the 
surrounding environment. 

• If an infected person coughs, sneezes, 
or talks wearing a medical mask, this 
helps to protect those nearby from 
infection. 

• Sick people needing to go to a health 
facility should wear a medical mask. 

c. People caring for suspect or 
confirmed cases of COVID-19 
outside of health facilities:

Close and frequent contact with someone 
with COVID-19 can put those caring for 
them at high risk.

d. People 60 years old and over or 
anyone with pre-existing medical 
conditions (such as diabetes, high 
blood pressure, heart disease, lung 
disease, or cancer):

These people should wear a medical 
mask for protection because they are at 
a higher risk of becoming seriously ill with 
the disease which may be fatal.
How to put on, use and take off a 
Medical Mask
• Before touching the mask, clean your 

hands with an alcohol-based hand 
rub or soap and water 

• Inspect the mask for tears or holes; 
do not use a mask that has previously 
been worn or is damaged.

• Verify which side is the top – this is 
usually where the metal strip is

• Then, identify the inside of the mask, 
which is usually the white side.

• Place the mask on your face covering 
your nose, mouth and chin, making 
sure that there are no gaps between 
your face and the mask.

• Pinch the metal strip so it moulds to 
the shape of your nose.

• Remember, do not touch the front 
of the mask while using it to avoid 
contamination; if you accidentally 
touch it, clean your hands.  

How to take off a Medical Mask:
• Before touching the mask, clean your 

hands with an alcohol-based hand 
rub or soap and water 

• Remove the straps from behind the 
head or ears, without touching the 
front of the mask.

• As you remove the mask, lean 
forward and pull the mask away from 
your face.  

• Medical masks are for single use 
only; discard the mask immediately, 
preferably into a closed bin.

• Clean your hands after touching the 
mask.

• Be aware of the condition of the mask; 
replace it if it gets soiled or damp.

How to dispose used Medical Masks? 
Used mask should be considered as 
potentially infected biomedical waste. 
1. Masks used by patients / care 

givers / close contacts during home 
care   should be disinfected using 
ordinary bleach solution (5%) or 
sodium hypochlorite solution (1%) 
or appropriate concentration of 
Quaternary Ammonium household 
disinfectant and then disposed off 
either by burning or deep burial. 

2. In community settings, where medical 
waste management protocol cannot 
be practiced, it may be disposed off 
either by burning or deep burial.

Respirators (also known as filtering face 
piece respirators - FFP) and available 
at different performance levels such as 
FFP2, FFP3, N95, N99):
These are specifically designed for 
healthcare workers who provide care to 
COVID-19 patients in settings and areas 
where aerosol generating procedures are 
undertaken. 
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N-95 masks with an exhalation valve 
does provide the same level of protection 
to the wearer as one that does not have 
a valve. The presence of an exhalation 
valve reduces exhalation resistance, 
when you exhale, the expired air goes 
out of the valve in the N-95 mask. If the 
person wearing such a mask is infected, 
COVID-19 virus can spread through the 
exhaled air into the atmosphere, which 
increases the risk of contamination of 
other people. So, in a way, it fails the 
coronavirus-control strategies.

N-95 mask without a valve, on the other 
hand, will not allow the virus to spread. 
Valved N-95 Mask vs Non valved Mask
Non-medical, Fabric masks / Face 
covers / DIY masks ("Do it yourself" 
masks)
Face covers can act as a barrier to prevent 
the spread of the virus from the wearer to 
others. We need to encourage general 
people to use non-medical fabric masks 
in places where physical distancing of at 
least 2 meter is not possible – such as 
on public transport, in shops or in other 
confined or crowded places.
Remember, the use of a fabric mask alone 
is not sufficient to provide an adequate 
level of protection. Maintain a minimum 
physical distance of at least 2 meter from 
others, frequently clean your hands and 
continue to avoid touching your face and 
the mask.
Using A Fabric Mask:

1. Clean your hands before putting on 
the mask. 

2. Inspect the mask for tears or holes, do 
not use a mask that is damaged.

3. Adjust the mask to cover your mouth, 
nose, and chin, leaving no gaps on the 
sides.

4. Avoid touching the mask while wearing 
it.

5. Change your mask if it gets dirty or wet.
6. Clean your hands before taking off the 

mask.
7. Take off the mask by removing it from 

the ear loops, without touching the front 
of the mask.

8. Clean your hands after removing the 
mask.

Caring for a Fabric Mask:
1. If your fabric mask is not dirty or wet 

and you plan to reuse it, put it in a 
clean plastic, reseal able bag. If you 
need to use it again, hold the mask at 
the elastic loops when removing it from 
the bag.

2. Wash fabric masks in soap or detergent 
and preferably hot water (at least 60 
degrees) at least once a day.

3. If hot water is not available, wash the 
mask in soap/detergent and room-
temperature water, followed by either 
boiling the mask for 1 minute OR; by 
soaking the mask in 0.1% chlorine for 
1 minute and thoroughly rinsing the 
mask with room temperature water 
(there should not be any toxic residue 
of chlorine on the mask).

Make sure you have your own mask and 
do not share it with others.
Disclaimer: The information shared, is solely 
intended, for the benefit of young industrial 
physicians & is contributed from the archives of 
what we have learnt from the views, thoughts, 
and opinions expressed by our great teachers. 
Any updates in the present context may please be 
verified
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