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New Information From Your CPMG Medical Directors...
... always interesting to us — hopefully useful to you!

From: "Morris, Kenneth MD" <kmorris@rchsd.org>
Subject: CPCMG/RCPMS COVID CHRONICLES 7/10/2020

Good Evening:

These are semi-nightly updates for all CPCMG and RCPMS staff. Other valued
community members which includes all CPMG affiliates and Radys Executives, as asked,
have been included for the sake of collaboration. Please note that the information
included herein is geared towards CPCMG & RCPMS staff and while generally useful to
the broad community, all aspects may not always be applicable to your respective
organizations.

Sorry for the lateness of the email. We had a socially distanced beach bonfire birthday
party for my daughter that went the distance...

| think that I will start off on this week’s version of “’You Can’t Make this Stuff Up” that
Dr. Breslow started with last Friday’s Chronicles. We are all already aware of the
circulating falsehoods that wearing a facial mask/covering can cause hypoxia. This
week, a couple of our sites began having a few patients/families refuse to have their
temperatures taken with our touchless infrared thermometers (although they were willing
to have the temperatures taken with the temporal touch scanners).

After some investigation it appears that there are some bogus social media threads being
circulated around claiming that the infrared thermometers can cause “damage to your
retinas or kill your neurons.” These threads are false of course with the devices having
sensors working similar to the television remote controls that we all use in our everyday
lives. The only potential radiation being emitted comes from the batteries that we also
use in our everyday lives. Ironically, the temporal touch scanners that we traditionally
use also work with infrared scanning technology!

Over the past 2 weeks, we have seen a dramatic increase in the number of patients being
exposed to those with confirmed or suspected COVID-19. Accordingly, the number of
phone calls and MyChart messages requesting Covid testing have gone up dramatically.
While we have been able to accommodate most requests, the ability and mechanism to do
so in a timely manner has been challenged. We are currently looking at alternative test


mailto:kmorris@rchsd.org

collection strategies from an economies of scale staffing standpoint. Internal challenges
aside, | have been hearing that Quest and LabCorp are taking up to a week to process
testing, the Radys drive through is taking up to 4 days to get an appointment and that
State/County testing centers may be booked a week out. This does put a crimp on our
ability to Test & Trace in a timely manner.

RISK LEVEL
We remain at Risk Level 4.
e Access:
o All sites remain open and all sites continue to see well and sick visits in a
modified format
o Most sites continue to see WCC'’s into mid-afternoon and are seeing WCC’s of all

ages
o Some sites are piloting a well only format.
e Screening: Conducted on site each morning by a designated screener which
includes a temperature check and risk assessment (symptoms and exposure).
e Self-monitoring: Throughout the day by all staff and providers.

e Regional Testing Sites:
o Our volume has gone up and we are evaluating our staffing and
recommendations at incident command

SAN DIEGO COUNTY COVID-19 TRIGGERS

e Please click the Triggers Scorecard (SD County) to see how we are doing with all 13 of
the criteria metrics across the 3 categories.

e Asof 7/10/20, we are significantly failing the community outbreak metric with 18
outbreaks (>7 outbreaks in a 7 day period is failing), we are failing the case investigation
metric at 67% within 24 hours (> 70% is passing) and the Case Rate of 140.5/100,000,
which is greater than the baseline of 100/100,000.

CASES
CPCMG/RCPMS:
e Staff/Providers
o No new positive provider cases (1 total to date-none with confirmed work
related exposure).
o No new positive staff cases (10 total to date-none with confirmed work related
exposure)
e Patients (19+ new cases over the past week->136+ total positive cases ending 7/5/2020)
o For Radys samples, you no longer need to notify us unless there is a break in PPE
or Physical Distancing.
o For Quest/LabCorp samples, please continue to notify the Quality Team.
o A sample of new cases
= 1 Symptomatic & Exposed cases
= 1 Asymptomatic & Exposed cases
= 1 Symptomatic & No Known Exposure

Riverside County Covid Cases:
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Wed Evening 7/8: 3.0% increase-21,957 positive cases with 8.3% of the TOTAL
cases being in children 0-17 y/o
Thursday Evening 7/9:  5.9% increase-23,334 positive cases with 8.2% of the TOTAL
cases being in children 0-17 y/o
Friday Evening 7/10: 5.8% increase-24,765 positive cases with 8.0% of the TOTAL
cases being in children 0-17 y/o

San Diego County Covid Cases:

Wed Evening 7/8: 1.5% increase-17,842 positive cases with 9.1% of the TOTAL
cases being in children 0-19 y/o

Thursday Evening 7/9: 3.0% increase-18,402 positive cases with 9.3% of the TOTAL
cases being in children 0-19 y/o

Friday Evening 7/10:  2.4% increase-18,863 positive cases with 9.4% of the TOTAL
cases being in children 0-19 y/o

14 Day Rolling Average of Positive Tests: 5.9% (trending upward). Was 3.9% the
week prior and 2.9% the week prior to that.

Statewide Covid Cases:

Wed Evening 7/8: 4.0% increase-289,468 positive cases with 8.3% of the TOTAL
cases being in children 0-17 y/o
Thursday Evening 7/8:  2.4% increase-296,499 positive cases with 8.3% of the TOTAL
cases being in children 0-17 y/o
Friday Evening 7/8: 4.0% increase-289,468 positive cases with 8.3% of the TOTAL
cases being in children 0-17 y/o

RADYS TOWN HALL TIDBITS & FACTOIDS

Various Studies Highlighted

6 of 9 Princess Cruise Passengers (Hong Kong) mostly 56-68 y/o testing positive
remained asymptomatic during the entire 14 day course that they were followed.
Children (<20 y/o) are less susceptible and are more likely to be paucisymptomatic
(subclinical)
The mortality due to SARS-CoV2 is strongly skewed towards people older than 70 years,
dissimilar to the 1918 and 2009 influenza pandemics
No Covid-19 related deaths < 19 y/o in San Diego, 48.5% of deaths in those 80+ y/o
San Diego: 24.2% of the positive cases are 20-29 y/o with another 19.1% in 30-39 y/o
Baja: Mexicali cases continue to skyrocket
Radys as of 7/7/2020

o 16,654 PCR tests completed
494 pediatric patients testing positive to date.
25 hospitalized (not counting those testing positive elsewhere)
3 ICU patients
5 MIS-C patients
27/482 (5.6%) pediatric patients have tested IgG positive
48/2611 (1.8%) healthcare workers have tested IgG positive

O O O O O O

COVID-19 & AIRBORNE TRANSMISSION
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The following is the official response from Dr.’s Bradley and Pong and Chris Abe (which
is geared towards the hospital and their capabilities):

A recent editorial published in the Clinical Infectious Disease journal has received much
attention by the lay press. The article written by environmental engineers discusses
“airborne” transmission of COVID 19. Important points to remember about this article
are the following:

1. The focus of the article is related to environmental conditions such as ventilation, air
exchanges and exhaust in buildings and how these factors affect concentration,
suspension, and movement of viral particles in air. There is no discussion of PPE or the
hospital environment.

2. Studies referenced in the article are not new, and importantly, do not take into account
potential spread by those who have few symptoms, which we realize is a far greater
group who may spread infection than previously considered. Those specific to SARS CoV
2 include 2 “preprinted” non-peer reviewed articles describing scenarios where COVID 19
transmission occurred in a group setting where environmental airflow conditions may
have contributed to transmission risk.

a. One described an outbreak in a poorly ventilated restaurant where transmission
was suspected between persons at neighboring tables. The tables were in one
corner of a restaurant serviced by a single air conditioning unit and no exhaust.

b. The other was a chorale group in Washington where transmission was noted
following a rehearsal session in a closed community hall.

c. Mathematical modelling was used in both situations to calculate rates of
potential infection based on duration of exposure, airflow, and emission of virus
from the index patient.

Recommendations from the authors were the following:

1. provide sufficient ventilation including clean air and minimize recirculating air
especially in enclosed buildings where there are a lot of people

2. supplement general ventilation with “airborne infection control” (good exhaust, air
filtration and UV light)

3. avoid overcrowding

None of this is new and it is consistent with what the CDC and Infection Control have
been recommending. There are no recommendations to alter PPE or environmental
controls in the hospital where air exchanges and ventilation far exceed what is described
in the paper.

Reference:
Morawska L, Milton DK. It is time to Address Airborne Transmission of COVID 19. Clin
Infect Dis 2020 Jul;ciaa939.doi: 10.1093/cid/ciaa939



EXPOSURE & TESTING (New)
As mentioned above, we are getting tons of patient/family phone calls/messages re
potential exposures and requests for testing. Bear in mind that this might be different for
HCW’s and AGP’s.
1. First things first, if symptomatic (regardless of exposure) it is okay to test.
2. |If possible exposure, we need to document whether a significant exposure has occurred
or not.
a. Was the exposure 15 minutes or longer?
b. Did either party not have an appropriate face covering/mask?
c. Was there close contact within 6 feet
3. Ifthe answer is “Yes” to all of the above, then this meets the criteria for a significant
exposure. If “No,” testing is likely not indicated as there is not a significant exposure.
4. Did the exposure occur inside or outside? If it occurred outside, the risk goes down
substantially (may be related to some of the newer literature surfacing).
5. s the direct exposure a household caregiver/contact?

Considering all of the above, if a direct contact has occurred, this meets the criteria for a
14 day quarantine regardless of testing or testing results. Repeat testing will not lessen
the 14 day period.

Keeping in mind that testing will not change the 14 day quarantine, the following
question has arisen multiple times:

Question: If an asymptomatic child has had a direct contact exposure to a person with
known or suspected COVID-19, after what amount of time should | consider arranging
PCR testing?

Answer: It is a bit complicated depending on the exposure. The CDC reports that
symptoms may appear 2-14 days after exposure to the COVID-19 virus with a mean
incubation period of approximately 5 days being reported. In cases of a child exposed to
a household caregiver, it may be reasonable to test the child as soon as it is known that
the caregiver is positive (this takes into consideration that the time of ongoing exposure
likely preceded when the caregiver was diagnosed with COVID-19). Testing after other
direct exposures likely has the greatest chance of a reliable result 5-7 days after the
exposure. In most cases, earlier testing will not change management and nor will it
shorten the 14 day quarantine period.

TESTING & FALSE POSITIVE INVESTIGATION

As mentioned previously, if you have a routine C3 tested, asymptomatic, non-exposed
Covid positive patient, please let me know (this would include negative tests for all other
household contacts). These are patients that we might want to look at with greater detail
at the lab level (to investigate if there are any concerns related to false positives). We
have only had 4-5 patients meeting these criteria to date. These would also be good
candidates to consider 1gG antibodies after 2-3 weeks.

PEDIATRIC PROVIDER TOOLKIT




Please see the joint announcement from AAP-Chapter 3 & the San Diego Health and Human
Services Agency:

The American Academy of Pediatrics, CA Chapter (AAP-CA3) and San Diego Health and Human
Services Agency strongly support you and your continued provision of health care for children,
both sick and well, during the COVID-19 public health emergency. As you are acutely aware, the
recent reductions in well-child visits threaten the wellbeing and optimal health of our youngest
population due to delayed vaccination, screening, referrals, and delivery of anticipatory guidance
to families.

In an effort to support you and your patients during these challenging times, the Healthy
San Diego Health Education and Cultural and Linguistics Workgroup has collaborated
with the AAP-CA3 to develop a Pediatric Provider Toolkit to support Caring for
Children during the COVID-19 Public Health Emergency. This comprehensive toolkit
includes resources for providers and organizations to promote pediatric wellness through
well-child checks and immunizations.

Toolkit contents include:

o Sample letters, telephone scripts, and text messages to let your patients know that
your practice is open and safe. These materials can be tailored to your Practice’s
specifications

« All materials have a reading level of 6™ grade or less and contain culturally
appropriate considerations with translation into Spanish, Arabic, Vietnamese,
and Tagalog

« Social media posts and graphics to ensure your community knows that well-child
checks and immunizations remain essential for infants, children, adolescents, and
even adults

« Postcard and office posters for printing and distribution

« Recommendations and best practices for maximizing telehealth visits and
modifying care delivery in response to COVID-19

Please click here for the direct link to the Pediatric Toolkit (also attached), otherwise it
may also be accessed by visiting www.sandiegocounty.gov/COVIDHealthProfessionals
(case sensitive) = Listed Resources & Guidance - Clinical Toolbox.

The Workgroup will host a companion webinar on July 23, 2020 to review ToolKkit
contents and maximize utilization. Attached you will find the flyer with event details.
Registration is now open.

We hope that the easy-to-use resources within the Pediatric Practice Toolkit will assist
you in your continued efforts to reach out to families, validate the importance of well-
child visits and vaccinations, and emphasize the role you play together in keeping
children healthy now and always. Questions or comments can be directed to Valerie
Martinez at valerie_g_martinez@uhc.com

COVID COLLABORATIVE FOR CHILDREN (C3)
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The intent of the C3 program is offer testing for those during the course of their visit. At
this time, we do not have the clinical support staffing bandwidth to accommodate testing
requests outside of a visit. If a family wants testing without a visit, Radys drive
through/walk in (with an order) or a referral to a County/State testing location are
options. Of course, with extenuating circumstances, accommodations can be made.

Visits (either in person or via video visit) should be offered to those requesting testing for
both clinical and business considerations. Priority should be given to symptomatic
patients > asymptomatic patients with an exposure > asymptomatic patients for
surveillance purposes only. In time, we realize that requests for asymptomatic testing
will increase and that we may not have the ability or desire to offer a visit. We will
be exploring increasing referrals to regional testing centers that have been up staffed in
order to accommodate the increasing volumes and to offer direct testing.

Encounters
e CVC Video Visits: Offer testing at a CPCMG Regional Center or via Radys (Drive
Through/W1)
e PCP Video Visits: Offer testing with a site clinical support visit or via Radys (Drive
Through/W!1)
e In Office Visits:  Offer testing during the visit
e No Visit: Order via Radys (Drive Through/WI) or State/County locations

Other C3 Notes

e Nearly all San Diego sites are live

e We are looking at establishing a weekly auto-allocation of swabs for each site in order to
meet demand.

e Swabs have been sent out yesterday and today to all Riverside sites.

e We have a tentative go-live scheduled for Wednesday of next week for Riverside sites.

e We are exploring work flows for registration of parents/caregivers in order to offer
testing for this cohort as well.

e Setting Realistic Expectations: Routine surveillance testing will take 24-48 hours (not 2
hours). This is still an improvement over Quest or LabCorp. For samples that need to be
fast tracked (symptomatic, clinical concern, provider/staff), please place the green
sticker on the bag. For providers/staff: This should be written in on the top of the
requisition.

COVID ISOLATION CLEARANCE (repeated)
We recommend following a Time-based strategy or Symptom-based strateqy for Covid
positive patients.
e Symptom-based strategy (symptomatic patients)
o Atleast 3 days (72 hours) have passed since recovery defined as resolution of
fever without the use of fever-reducing medications and
o improvement in respiratory symptoms (e.g., cough, shortness of breath); and,
o Atleast 10 days have passed since symptoms first appeared
e Time-based strategy (asymptomatic patients)
o Atleast 10 days have passed since the date of their first positive COVID-19
diagnostic test, assuming they have not subsequently developed symptoms




since their positive test. Note, because symptoms cannot be used to gauge
where these individuals are in the course of their illness, it is possible that the
duration of viral shedding could be longer or shorter than 10 days after their
first positive test.

TESTING CRITERIA (condensed & repeated for reinforcement)

Clinicians should use their judgment to determine if the patient has signs and symptoms
compatible with COVID-19 and whether the patient should be tested. If you think a
patient needs to be tested, please test them!

Please note that congestion and runny nose have been added along with nausea. So, short of an
injury or a mental health visit, almost any symptom appears to be in play for possible COVID-19.

With the new rapidly expanding C3 Collaborative at Radys, we now have the ability to test any
child for any reason (with parents/caregivers soon to follow). For those practices in Riverside

that still have limited collection ability challenges, the following should be given consideration
for testing (from highest to lowest):

Testing Priority

1. Symptomatic* Healthcare staff

2. Anyone instructed by Public Health to test

3. Symptomatic* children with underlying conditions/risk factors

4. Symptomatic* children being direct cared for by an older caregiver or caregiver with
underlying conditions.

5. Asymptomatic children who will be undergoing a hospital procedure requiring pre-
clearance.

6. Symptomatic* children having family members who are essential workers.

7. Symptomatic* children with a known contact to a person with suspected/proven
COVID-19.

8. Asymptomatic children with a known contact to a person with suspected/proven
COVID-19.

9. Symptomatic children with no known contact to a suspected/proven COVID-19 case.

10. Asymptomatic children with no known contact to a suspected/proven COVID-19 case
(for surveillance purposes).

*Symptoms= fever, cough, congestion, runny nose, headaches, shortness of
breath/difficulty breathing, sore throat, chills/repeated shaking with chills, nausea,
vomiting, diarrhea, muscle aches, fatigue, new loss of taste or smell. Note that elderly
people (and children) might not develop fever.

RADYS COVID ANTIBODY TESTING FOR PROVIDERS/STAFF

For those with more than a curiosity, RCHSD’s occupational health is offering COVID
IgG antibody testing to any providers or staff (bring your badge). It is located at Building
12 with no appointment needed. Hours are 0700-14:30, Monday-Friday with no
physician orders required for providers/staff.

ANTIBODY TESTING CRITERIA (repeated for reinforcement)




Patient referrals to a Quest draw center must be asymptomatic for the previous 10 days
AND must have the following testing limitations reviewed with them.

Limitations: When ordering antibody testing, the following limitations should be
communicated to patients
e We do not know whether the presence of IgG antibody indicates full, partial or no
immunity to COVID 19 and for how long.
e If an IgG antibody result is positive, we cannot rule in or out the positive as COVID-19
versus a non COVID-19 corona virus
e Antibody testing cannot rule out or rule in an active COVID-19 infection and if testing
positive, we will need to follow this up with PCR testing.

The following are suggested for testing consideration:
1. Patients with a Hx of COVID-19 like illness* AND either have risk factors themselves or
contact with other patients/caregivers at risk.
2. HCW’s:
a. With acute suspected COVID-19 symptoms > 7 days, but a negative PCR test*
b. Who have recovered from a suspected past history of a COVID-19 like illness*
3. “Covid Toes” presentation
4. Any suspected KD, MIS-C cases or previous Hx of prolonged fever since March
*Note: 14 days past onset of sx’s is preferable for testing due to increased accuracy.

INFECTION PREVENTION & CONTROL -Contact & Droplet Precautions
o Remember the 3 W’s (for your everyday lives):

o WEAR a face covering

o WAIT 6 feet apart/avoid close contact

o WASH your hands often or use hand sanitizer

e Eye Protection (NEW)

o Radys has moved from highly recommending the use of eye protection with all
patient care to a requirement when within 6 feet of any patient/family. At this
time, CPCMG does not have this same requirement in place although this is
something that we will revisit to make our own assessment.

o At CPCMG/RCPMS, face shields and/or goggles are currently strongly
recommended, but not required. For providers not wearing eye protection
universally, the following situations should govern the wearing of eye protection

= Qropharynx examination when the mask is temporarily removed

= |f a patient is too young for a mask or is unwilling to wear a mask, you
are best protected by wearing eye protection throughout the entire
visit.

CMIO REPORT (from the desk of Dr. Michael Jacobson)
If you have not already read Dr. Jacobson’s standalone CMIO email from last night, please make
sure you read it before Monday!

Knowledge Base
Please visit the CPCMG Knowledge Base for all sign-ups, knowledge articles, and tip sheets.



https://cpcmg.knowledgeowl.com/help/saml-login

As a daily reminder to all staff and providers, if you have a fever (Temp >100.0),
please do not come to work! If you are not feeling quite right, it is best to stay
home. Besides taking care of yourselves, we need to keep co-workers and patients
healthy.

Thanks,

-KM

Kenneth H. Morris, MD, FAAP
Chief Medical Officer

Phone: (858) 502-1146
Fax: (858) 636-4319
www.cpcmg.net
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