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Abstract 
 
Purpose. The SARS-CoV-2 (COVID-19) Pandemic has forced the shutdown of economies 
worldwide. Hospitality is among the hardest-hit industries. Because of the large 
percentage of GNP represented by the hospitality sector in the Caribbean, the 
consequences are dire, making it imperative that decisions about “opening-up” 
economies are informed by the best available scientific information. 
 
Approach. We identified relevant peer-reviewed scientific and anecdotal literature on 
various aspects of the COVID-19.  We combined our scientific and practical knowledge 
and experience with logic to inform interpretations that could guide decisions about 
operating hospitality venues in the eastern Caribbean environment during the COVID-
19 pandemic.  
 
Findings. (1) The principle of minimal acceptable risk means that a small number of 
COVID-19 cases may occur despite scientifically-informed decisions and all precautions 
to ensure against contact and infection with the virus. (2) The risk for COVID-19 and 
spread is likely to be minimized by vigilance and surveillance for departures from the 
new behavioral norms of mask-wearing and social-distancing and for changes in 
environmental conditions such as availability of natural sunlight and ambient 
ventilation. (3) Outdoor venues or combination outdoor-indoor veranda-type sites are 
likely to pose the smallest risk for viral transmission and spread. 
 
Originality. The need to accommodate a wide spectrum of human activities such as 
housing, sleeping, toileting, food, socializing, and entertainment poses numerous 
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impediments to reopening hotels and resorts. This review employs a search of the 
available literature to demonstrate that the impediments to opening-up hospitality 
venues can be effectively overcome by applying scientific knowledge, logic, and 
common sense to predicting effects of the SARS-CoV-2.  
 
Implications. There is a relatively short list of human activities and behaviors that may 
put hospitality venues at risk for spreading COVID-19. Knowledge and education are 
likely to be the key factors in limiting an individual’s risk for contracting and spreading 
COVID-19. 
 
Keywords: SARS-Cov-2; COVID-19; pandemic; hospitality management; decision-
making; risk  

 
Introduction 

Before COVID-19 was declared a pandemic by the World Health Organization (WHO) 
on March 11, 2020, there has been much discussion about the effects of the Caribbean 
Environment on the spread of COVID-19.  While there still remains a lot to learn about 
SARS-CoV-2, the virus that causes COVID-19 disease, there is a lot that we do know 
about SARS-CoV-2 and how it relates to other coronaviruses, including SARS-CoV-1. 
This review is intended to illustrate what we do know, how we know it, and what we 
can predict based on the best available science. The emphasis is on scientific studies 
and the conclusions that can be logically drawn therefrom. 
 
Minimal acceptable risk of transmission: Hodges Bay Resort & Spa in Antigua 
Understanding that there is no 100% method for controlling any viral pathogen in the 
environment, exposure to a disease-causing virus implies some “risk” based on the 
concentration of virus in the environment. Aerosols and droplets are the main route of 
transmitting SARS-CoV-2, by breathing and by ambient airflow from an infected 
person. The duration of time over which a person breathes in a given concentration of 
virus, is also a factor. This important raises the issue as to what is “acceptable risk,” a 
question that is vital to decision-making about opening-up business operations, which 
involve close contact with customers.  Hodges Bay was able to keep guests at a 
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Caribbean resort in Antigua-Barbuda safe from contracting and spreading SARS-CoV-2 
during a 60-day period wherein a group of guests from the US, UK, Germany, and 
Russia were on property when the borders closed, and a stringent curfew was 
mandated.  
 
Hodges Bay Resort & Spa closed the venue to all outside contact. The resort was able 
to operate as an autonomous isolation facility, effectively creation a fully biosafe zone 
within the resort compound. All employees were required to reside on the resort 
premises for the duration of the curfew. Because virus detection for evidence of 
infection and antibody testing for evidence of exposures was not available, we cannot 
know, and cannot assume, that among the group of guests and resort personnel, that 
there were no persons on the premises that were infected and/or shedding the virus. It 
is hard to determine the likelihood of there being persons shedding the virus,  but as 
multiple other resorts in Antigua had symptomatic guests and were in quarantine prior 
to the lockdowns, there is no 100% surety, and everyone in the group of visitors and 
among the employees were exposed to some non-quantifiable risk. 
 
No persons in the group of 52 apparently healthy adults showed any symptoms of the 
disease during the 60± day period. This narrative, although anecdotal and not 
scientific, is an example of what one may call “minimal risk” wherein all reasonable 
precautions are taken based on the best available scientific information—data, as well 
as logic, common sense, and experience.           

 

Background 

The novel coronavirus disease (COVID-19) is a new infectious disease(World Health 
Organization, 2020c) caused by the SARS-CoV-2 virus that emerged at the end of 2019 
in Wuhan, China and has since spread to over 216 countries and territories, with more 
than 4 million confirmed cases around the world.  On March 11, 2020, the World 
Health Organization declared COVID-19 a global pandemic (World Health Organization, 
2020).  
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Impacts of the virus are far-reaching and continue to ripple throughout the world, as 
many countries begin to open-up and release restrictions.  The impact of the virus is 
different among various countries and jurisdictions. Early data show that the early 
implementation of lockdown and social distancing measures by governments were 
successful in slowing the spread and keeping health systems from becoming 
overwhelmed. The Caribbean stands out as being one of the least affected regions 
from an infection and mortality perspective with some islands declaring or about to 
declare themselves “COVID-19 free.”(BBC World News, 2020).  The economies of 
Eastern Caribbean nations are highly dependent on tourism and have been 
dramatically impacted financially. Indeed, the Eastern Caribbean islands are just 
beginning to see the true socioeconomic fallout from the pandemic.  Unlike other 
areas of the Caribbean, the Eastern Caribbean including Anguilla, St. Martin/Maarten, 
St. Barths, Antigua and Barbuda, St. Kitts and Nevis, Montserrat, Martinique, 
Guadeloupe, Dominica, St. Lucia, St. Vincent and the Grenadines, Grenada, Trinidad 
and Tobago, and Barbados have other domestic or international products other than 
tourism and many are not scheduled to begin opening their borders until June 2020.   
Because of the nature and culture of the various islands, the desire of the local 
governments to demonstrate to the travelers they are being thorough, combined with 
a general lack of knowledge on the latest research on SARS-CoV-2 and its spread, 
draconian measures have been instituted on some islands that will, no doubt, further 
delay the return of tourism to the region.  
 
There has also been a significant impact from both social media and the mainstream 
global news media on the dissemination of a combination of erroneous information, as 
well as “partial fact” reporting.  This has been compounded by the global stay-at-home 
orders, the dramatic increase in competition for providing online content, in terms of 
media outlets competing for readers. This, combined with a general lack of knowledge 
of immunology and infectious diseases, has created a significant amount of dangerous 
and misleading content, even across what are typically the most trusted global news 
sources. 
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What we know 

While there is much we don’t know about SARS-CoV-2, the virus that causes COVID-19 
disease, there is a lot that we do know, and it is important to understand the scientific 
facts as well as the information that exists about the virus. 
 

Most transmission appears to be from direct from person-to-person contact 
Current evidence continues pointing to the fact that most transmission is occurring 
from one person to another via respiratory droplets and direct contact routes (Jiaye Liu 
et al., 2020). Respiratory infections can be transmitted through droplets of different 
sizes: when the droplet particles are >5-10 μm in diameter, they are referred to as 
respiratory droplets, and when they are <5μm in diameter, they are referred to as 
droplet nuclei.  Droplet transmission appears to occur when a person is in close 
contact (within 1 m) with someone who has respiratory symptoms (e.g., coughing or 
sneezing) and is therefore at risk of having his/her mucosae (mouth and nose) or 
conjunctivae (eyes) exposed to potentially infective respiratory droplets (World Health 
Organization, 2020b). 
 
Although there have been no confirmed cases, transmission is also thought to occur 
through fomites in the immediate environment around the infected person.  
Therefore, transmission of the COVID-19 virus can occur by direct contact with infected 
people and indirect contact with surfaces in the immediate environment or with 
objects used on the infected person (e.g., stethoscope or thermometer) (Ong et al., 
2020). 
 

Influenza transmission as a model: Breathing and ambient airflow 
The best evidence-based data is available for influenza A (Coleman and Sigler, 2020) 
Similar to SARS-CoV-2 and other human coronaviruses, influenza A is transmitted 
between humans mainly through the air, by breathing (Morawska and Cao, 2020). 
Detection in air samples is by measuring concentrations of the influenza A gene’s 
messenger RNA transcripts using polymerase chain reaction (PCR) equipment and 
expressed in the number of messenger RNA transcripts per 1000 liters of ambient air. 



 

 

7 
 

Indoor school exposures to influenza A demonstrate aerosols containing virus 
concentration in samples ranging from 0.02 copies of the influenza A gene’s messenger 
RNA transcripts per 1000 L of air, the lowest concentration found in “coldspots” where 
the indoor air exchange with the outdoor air is presumed to be highest (best air 
exchange). Approximately 20,000 copies of the influenza A gene per 1000 L of air is 
reported as the highest concentration found in “hotspots” where the indoor air 
exchange with the outdoor air is presumed to be lowest (worst air exchange). 
Predictions show that exposure to 10,000-300,000 copies of the influenza gene 
(messenger RNA transcripts) in 1000 liters of air is the range of concentrations that 
could produce symptoms of the disease in an elementary school. These levels also 
appear to be similar to those that can be found in clinical settings such as doctor’s 
offices and hospitals. It was predicted that breathing the largest density of the 
smallest, <1 µm, droplets found in the ambient air for 6 minutes was required to 
produce symptomatic influenza A infection; whereas, breathing the largest, >4 µm, 
droplets for 3 minute and breathing an intermediate-sized, 1-4 µm, droplets for only 1 
minute were required to produce symptomatic infection. The largest density of virus 
gene transcripts appears to occur in the intermediate-sized, most infectious droplets 
and the smallest density in the smallest, least infectious. These data can be useful for 
interpreting air sampling for SARS-CoV-2 that should be a part of the guidelines for 
opening-up venues where close contact can often not be avoided and where mask-
wearing and social distancing measures are likely to be sporadic. 
 
How can we extrapolate these data on influenza A in children to SARS-CoV-2 (COVID-
19)? Because of the size differences, using the data for children to predict exposures 
that could produce COVID-19 symptoms in adults could force us to make erroneous 
predictions. Based on the aforementioned data, an average adult is 2-3 times larger, 
breathing 2-3 times larger air volumes than average elementary school children. This 
means that an adult could become infected with the same amount of symptom-
producing virus droplets in one-third the time as children, about 20 seconds. Keeping 
in mind that these data pertain to breathing at rest, the larger breath volumes and 
faster respiratory rates during exercise suggest that the shortest exposure time for 
clinically-significant infection could be 1-2 seconds in gyms and other indoor exercise 
venues. 
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The problem with extrapolating 
The problem with extrapolating data is that the data are based on experiments 
conducted with many assumptions that do not necessarily translate to real-life 
situations. For example, influenza A messenger RNA transcripts were found to be 
undetectable in air sampled from the ambient air immediately outside the school. They 
were detected only in the indoor environment of an elementary school with an 
automated heating and air air-conditioning (HVAC) system. Influenza A messenger RNA 
transcripts indicative of the presence of the virus in droplets of ambient air was found 
only within the confines of classrooms, corridors, and other public areas in only 5% (5 
of 96 school) of the air samples taken during a period of 8 weeks. This finding clearly 
shows that influenza A virus-containing droplets were undetectable in 95% (91 of 96) 
of the air samples. The most infections influenza-containing droplets found in the 96 
air samples were optimal for infection only in the samples of ambient air that had 
densities from 93 to 2,344 messenger RNA transcripts. Rather than the 
aforementioned 1-6 minute exposures required for influenza A infection solely based 
on droplet size, exposure to the air required for infection, in real-life sampling within 
the indoor school environment, is much longer than 1-6 minutes. Using the real-life 
samples containing the density of influenza A predicted to be optimally infectious, it is 
predicted that such exposure would require 2 hours of constant breathing to produce 
infection in the school children. Taken together, these findings suggest the following: 
(i) outdoor venues or indoor-outdoor combination venues are likely to have very low 
densities of SARS-CoV-2 particles, below the levels of detection and outside of the 
density of particles required for symptomatic infection; and (ii) In the unlikely event 
that a person would become exposed to an optimal density of respiratory droplet 
containing infectious particles, they would be required to breathe such particles for an 
extended period of time, probably in the range of 30-40 minutes, to acquire clinically-
significant infection.       
 
The problem of airborne transmission  
Airborne transmission is different from droplet transmission. Airborne droplet 
transmission refers to the presence of microbes within droplet nuclei, which are 
generally considered to be particles <5 μm in diameter, can remain in the air for long 
periods of time, and be transmitted to others over distances greater than 1 m. In the 
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context of COVID-19, airborne transmission may be possible in specific circumstances 
and settings in which procedures or support treatments that generate aerosols are 
performed; i.e., endotracheal intubation, bronchoscopy, open suctioning, 
administration of nebulized treatment, manual ventilation before intubation, turning 
the patient to the prone position, disconnecting the patient from the ventilator, non-
invasive positive-pressure ventilation, tracheostomy, and cardiopulmonary 
resuscitation (Guo et al., 2020). 
 
A recent publication in the New England Journal of Medicine has evaluated virus 
persistence of the COVID-19 virus (Van Doremalen et al., 2020). In this experimental 
study, aerosols were generated using a three-jet Collison nebulizer and fed into a 
Goldberg drum under controlled laboratory conditions. This is a high-powered machine 
that does not reflect normal human cough conditions. Further, the finding of COVID-19 
virus in aerosol particles up to 3 hours does not reflect a clinical setting in which 
aerosol-generating procedures are performed—that is, this was an experimentally 
induced aerosol-generating procedure.  Despite countless media stories, the fact 
remains that outside of a laboratory-generated experiment there has been no 
indication that this exists in the environment. There have been no confirmed or 
assumed cases where airborne transmission is believed to be the medium in which the 
virus has spread with actual data pointing to the contrary. 
 
There are multiple reports from actual, non-laboratory settings where symptomatic 
COVID-19 patients have been admitted and in which no COVID-19 RNA was detected in 
air samples, while at the same time it has been detected in air samples in a hospital 
setting within the ICU wards (Cheng et al., 2020; Ong et al., 2020). 
 
These findings suggest that only in highly COVID-19 dense, environments (hospitals) 
with a significant amount of COVID-19 patients undergoing treatment is any amount of 
the virus found in the air that could infect another person, supporting the notion that 
most transmission is by direct person-to-person contact from droplets emitted from 
coughing and sneezing.   
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There has been significant confusion with respect to air conditioning and the spread of 
COVID-19 through HVAC systems after a number of mainstream media outlets 
reported erroneously on a study from a restaurant in China (Japhe, 2020).  In fact, the 
study reported that the high airflow from the air conditioner was likely to have blown 
viral droplets to infect other people in the room. It was clear that (6) six smear samples 
from the air conditioner air outlet and (3) three samples from the air inlet, all tested 
negative for the virus (Lu et al., 2020).  These findings indicate that high airflow can 
blow particles, but particles did not likely get into the air-conditioning system itself 
because it tested negative for the virus (Lu et al., 2020). 
 
Contact-tracing studies, including the study previously discussed surrounding the 
outbreak in a Restaurant in Guangzhou, China suggest that even if indirect contact 
occurred, it was not widespread.  In that study, (10) ten persons from (3) three 
families, all seated at adjacent tables, became infected from a single asymptomatic 
carrier.  While the authorities were confident that the single asymptomatic carrier 
infected at least one person in each family, and they assume additional infection of at 
least 3 members of one of the families, there is no way to determine if the other 
members of the family were infected from one person in their family or from the single 
carrier directly.  Interestingly, other than the initial 10 persons who were seated 
immediately adjacent to tables in an air-conditioned, windowless restaurant, none of 
the other 73 customers or 8 staff members became infected, despite the fact that they 
had eaten lunch before, after or during the same time period the carrier was in the 
restaurant. 
 
Precautions such as accelerated cleaning of air conditioners, air filters, evaporator 
coils, or inline fans at this point, do not appear to be useful as it does not in appear to 
be a method by which the virus is spread in a typical environment.   It also indicates 
that there is no concern for guest room air-conditioning being a source of virus spread.  
Based on the volume and density of virus particles transmitted by breathing, sneezing, 
coughing and natural air currents, the following figure, taken from Morawsaka & Cao 
(2020), shows that virus droplets will deposit within a small area, a few feet from a 
person, but the aerosol may spread 1-10 meters, including spreading by air currents 
which are always changing and are completely unpredictable. The aforementioned 
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predictions for respiratory exposures to influenza A in schoolchildren and the 
predictions developed therefrom suggest that mask-wearing and social-distancing 
should be sufficient for inhibiting virus transmission in areas where there are likely to 
be persons who test positive for SARS-CoV-2 (COVID-19).  
 

Surface Transmission of the Virus  
The factors that contribute to virus transmission outside of the body are i) the type 
surface in which the viral particle lands; ii) the length time the virus is viable on the 
surface; and iii) the density of infectious viral particles (count) required to cause an 
infection.   
 
There continues to be a significant amount of confusion around surface transmission of 
the SARS-CoV-2 and the ability for someone to become infected by touching a surface 
in which viral particles from an infected person have been shed, followed by that 
person touching their nose or mouth. Any inanimate object that, when contaminated 
with or exposed to an infectious agent (such as pathogenic bacteria, viruses or fungi), 
that can transfer disease to a new host is called a fomite. The most important concept 
of viral viability is the half-life of the virus, or the time it takes for half of the virus to 
become inactive after it has been shed from the its host.  The virus will then continue 
to become more inactive on that surface on an exponential basis until the virus is 
completely inactive (Van Doremalen et al., 2020).  
 
Of all the surfaces tested, plastic is the surface that allows for the longest duration for 
the viability of the virus.  As seen in Figure 2, while there were still detectable virus 
particles on plastic, however, the virus titer was greatly reduced (from 103.7 to 100.6 
TCID50 per milliliter of medium after 72 hours on plastic, or from 5011 viral particles 
down to 1 particle. It is important to remember that while particles were still 
detectable after 73 hours, viruses decay exponentially and in the same experiments 
the half-life of the virus on plastic was 6.8 hour meaning that 6.8 hours of the virus 
particles being on plastic only half of the infectious viral particles remained.   
 
On the surface with the best viral survivabilty (plastic) under ideal laboratory 
conditions with a temperature of between 21-23°C (69.8°F and 73.4°F) there was a 
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50% reduction in 6.8 hours and a 98.8% reduction in infectious particles after 48 hours. 
On other surfeces the half life was signficantly shorter, as with cardboard, no viable 
SARS-CoV-2 was measured after 24 hours. These findings imply that for other similar 
substances such as paper products, books, magazines, the risk of there being enough 
viable, infectious particles remainaing 24 hours after contact is extremely low.  
Additionally, in nearly all cases, time where it is possible in terms of viral decay, is a 
safer and more thorough solution than advanced sanitization measures. These findings 
suggest that SARS-CoV-2 can survive on some surfaces to a limited extent. One 
experimental study examined the survival of SARS-CoV-2 on plastic, stainless steel, 
copper, and cardboard (Ong et al., 2020; Y. Liu et al., 2020).  No viable virus was 
detected on copper after 4 hours or on cardboard after 24 hours, but the virus was 
viable up to 72 hours on plastic and stainless steel (Yuan Liu, 2020). 
 
Current evidence points to the fact that fomite transmission, while possible, is not 
likely as a primary source of infection. There has only been one study of a case which 
the virus was believed to be spread by indirect transmission, which includes 
contamination of common objects, virus aerosolization in a confined space, or spread 
from asymptomatic infected persons.  
 
The vast majority of the patients could be tied directly to a direct interaction with the 
original carrier, but in the absence of confirmation of personal contact of the others, 
some type of indirect contact was presumed (Cai et al., 2020). 
 

Asymptomatic persons are just as infectious as symptomatic patients 
Research shows that there is little to no difference in the amount of virus shed, or 
amount of virus an infected person has, regardless if they are asymptomatic or if they 
are exhibiting COVID-19 symptoms. This is one of the aspects to the disease that makes 
it more dangers and complicated (Riccio, 2020).   Additionally, there is no significant 
difference in the amount of viral load in patients exhibiting mild symptoms versus ones 
experiencing more moderate or severe symptoms (He et al., 2020). 
 
It has also been observed that the highest viral load and peak of infectiousness peaked 
at the time of symptom onset and it is estimated that 44% or more of the transmission 
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occurs before the onset of symptoms (He et al., 2020).   Viral shedding can occur 1-6 
days prior to exhibiting any symptoms for people that eventually developed symptoms 
(Arons et al., 2020) and a large overall percentage never develop any symptoms at all 
(Lauer et al., 2020) with a total median incubation period of 5.1 days (Lauer et al., 
2020). 
 
These findings Imply that i) checking for symptoms such as fever to limit community 
spread is unlikely to be effective; ii) the best way to effectively screen for the disease is 
with PCR testing; and, iii) a median incubation period of 5.1 days means that testing 
upon arrival to the island is not likely to ensure that an individual is free of COVID-19. 
The institution of advance COVID-19 testing prior to the traveler leaving their point of 
origination and requiring a certification of a negative test to be submitted upon arrival 
also provides little additional community safety. 
 
With many countries having been under lockdown orders for the past several months, 
the highest probable time an individual will likely become infected is the travel 
between their home and their Eastern Caribbean destination, undetectable until 5-11 
days after arrival.  The only way to provide a measurable level of additional safety 
would be a single test upon arrival and an additional test 5 days later, and even with 
this additional testing it would not be a perfect solution. 
 
Impact of the Eastern Caribbean climate 
Despite assertions to the contrary, it is proven that hot humid climate of the Eastern 
Caribbean will have a positive effect on limiting the spread of COVID-19; however, 
there is very limited data as to how much the climate will affect the spread. (Bukhari, 
2020) The controversy around this statement lies with the comments by American 
media outlets and studies which suggest that the rate of the spread of the virus will 
likely not slow during the summer in North America.  It is important to note this is a 
completely different issue than the fact that viruses including SARS-CoV-2 survive 
outside of a host for a shorter duration in warm and humid temperatures, which is 
likely to slow spread of COVID-19. Numerous studies have confirmed that SARS-CoV-2 
and other coronaviruses are very temperature sensitive and warmer climates reduce 
the spread of the virus (Bi, Wang and Hiller, 2007; Casanova et al., 2010; Chan et al., 
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2011; Ng, Basta and Cowling, 2014; Thai et al., 2015; Bukhari and Jameel, 2020; 
Jiangtao Liu et al., 2020; Wang et al., 2020).  Although the warm weather alone will not 
stop spread of the virus, it is likely that it will spread slower in the hot, humid eastern 
Caribbean climate. 
 

Sunlight decreases survival of SARS-CoV-2 
Sunlight and it effect on the survival of SARS-CoV-2 has long been thought significant, 
but absent definitive research it has source of significant controversy.  A recently 
published study in the Journal of Infectious Diseases confirms show that the effect of 
sunlight is significantly more dramatic than originally anticipated. It is shown that 90% 
of the infectious virus is inactivated every 6.8 minutes in simulated saliva when 
exposed to simulated sunlight representative of the summer solstice at 40oN latitude 
at sea level on a clear day (Ratnesar-Shumate et al., 2020). 
 
The amount of solar radiation from the sun as it typically exists in the eastern 
Caribbean should be well above that of the 40th parallel, indicating that the effect of 
sunlight in inactivating the virus should be at least as much if not greater than the 
study additionally the laboratory studies we conducted in an environmental 
temperature of 20 ± 4ºC (60º to 75º F) and a relative humidity of 19º ± 5%.  While 
unproven, logic dictates that a higher temperature and humidity combined with the 
sunlight exposure is likely speed the decay of SARS-CoV-2.  
 
This evidence points to fact that the sunlight in the Eastern Caribbean should rapidly 
inactivate SARS-CoV-2 on surfaces, suggesting that persistence, and subsequent 
exposure risk may vary significantly between indoor and outdoor environments. These 
findings suggest that natural sunlight may be just as effective as a disinfectant for 
decontaminating nonporous materials. 
 
Transmission of COVD-19 by food or food packaging 
COVID-19 is not a foodborne illness and is not likely spread through food packaging, 
fruits or vegetables. Despite a continual rise of confirmed COVID-19 cased globally 
there still remains no evidence of food, food containers, or food packaging being 
associated with transmission of COVID-19 (US Food and Drug Administration, 2018).  
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Like other viruses, it is possible that the virus that causes COVID-19 can survive on 
surfaces or objects, but due to large range of factors, it remains highly unlikely that 
food will would become a source of infection either in a consumer or commercial food 
preparation or distribution environment.  Because of poor survivability of 
coronaviruses on surfaces, there is likely very low risk of spread from food products or 
packaging (CDC, 2020). 
 
Best practice is to follow food safety guidelines and wash all fruits and vegetables 
thoroughly before eating them, by running them under water. Soap isn't needed. You 
can scrub produce that has a rind or thick skin with a clean produce brush (William F. 
Marshall, 2020).  The CDC, the FDA and the USDA clearly state to wash all produce 
thoroughly under running water before preparing and/or eating, including produce 
grown at home or bought from a grocery store or farmers’ market. Washing fruits and 
vegetables with soap, detergent, or commercial produce wash is not recommended 
(US Food and Drug Administration, 2018). The World Health Organization has 
repeatedly stated that during the COVID-19 pandemic, you should, “Wash them the 
same way you would in any other circumstance”(World Health Organization, 2020a) 
Despite this guidance from the major global health organizations, the media has 
erroneously reported multiple large-scale outbreaks at major produce harvesting and 
processing plants in the United States and throughout North America, inferring a 
possible safety concern with regard SARS-CoV-2 transmission through fruits and 
vegetables.  In fact, the transmission at these facilities were among the workers, 
mainly migrant workers living in non-social distanced, communal living quarters.  Due 
to the rapid decay of SARS-CoV-2 in sunlight, it would be highly unlikely the virus would 
remain on anything after it left the field in which it was harvested and would likely not 
survive the processing or transportation activities associated with the harvesting of the 
crop (COVID-19 Food Safety Resources, no date; Ratnesar-Shumate et al., 2020). 
Several viral videos posted on social media have indicated that fruits and vegetables 
should be washed with soapy water, which has been directly condemned by nearly all 
major global health organizations. Based on SARS-CoV-2 survivability and viral decay as 
it pertains to various surfaces, simply allowing a fruit or vegetable to sit at room 
temperature 24 hours prior to consuming would eliminate virtually all risk (Van 
Doremalen et al., 2020). 
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Recommendations 

 
1. Educate, educate, educate. The most important task in eradicating COVID-19 from the 

Eastern Caribbean is to educate the community on the virus, how it is spread, what 

can be done to prevent the spread, and what to do if you become infected. There is a 

tremendous amount of misinformation in the community and on social media. 

2. The Governments of the Eastern Caribbean should concentrate on limiting local 

person-to-person transmission of COVID-19. Given the increased knowledge of how 

the virus is transmitted, it is increasingly believed that the primary method of 

transmission is direct person-to-person contact. The Eastern Caribbean culture would 

likely exacerbate this spread. 

3. Use extreme caution on mandates surrounding the testing of individuals coming to the 

various islands. The most dangerous activity likely taken by visitors from most 

jurisdictions after being in lockdown for the past several months is their trip to Antigua 

through various airplanes and domestic and international airports.  Having them 

complete a COVID-19 test prior to departure or immediately after arrival will do little to 

detect the disease, and most importantly, it may give the local population a false sense 

of security regarding international visitors.  It will also serve to confuse and alienate 

travelers, something the region does not need in this environment. 

4. While cleanliness and sanitation are always important and taking added precautions is 

certainly warranted, special care should be given to not create guidelines that become 

so overly burdensome, that the most important precautions surrounding the primary 

transmission of COVID-19 are ignored.  The idea is to solve for the high likelihood 

transmission methods and achieve a point of acceptable risk. 
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5. The most significant mitigation assets of the Eastern Caribbean are the high daily 

ambient temperature, humidity, daily sunlight exposure, and sea spray, incorporate 

these assets into guidelines to help mitigate the spread of the virus.  Create guidelines 

to emphasis outdoor dining and activities as well as sunlight sanitization and viral 

decay of potentially infected items and surfaces. 

6. While it is important for visitors to believe and understand that the islands are safe, 

you must be careful about going the other way. Visitors that ae subjected to draconian 

COVID-19 measures will become scared and worry about the disease as opposed to 

instilling a level of confidence which was the original intent.  This will be increasingly 

important as time goes on, and other areas of the world continue to open and return to 

normal operations. 

7. Understand that COVID-19 is not gone.  We are not operating in a “POST COVID-19 

Environment”. The Virus will around for the foreseeable future, and all precautions 

should be centered around viral mitigation, reduced spread, and assuming an 

acceptable level of risk.  Declaring to the world that the Eastern Caribbean is 

completely COVID-19 free an irresponsible recipe for disaster, and will provide false 

confidence, and increase panic over suspected COVID-19 cases.  
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