
 

 

 

To: CPMG P 

July 27, 2020 

 

New Information From Your CPMG Medical Directors… 

        … always interesting to us – hopefully useful to you! 

_______________________________________________________________________ 

 

From: "Morris, Kenneth MD" <kmorris@rchsd.org> 

Date: July 24, 2020 at 6:19:35 PM PDT 

Subject: CPCMG/RCPMS COVID CHRONICLES 7/24/2020 

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. 

  

Tonight’s narrative focuses on a case that one of our Coastal doctors submitted that 

highlights how challenging (and scary) it can be to diagnose a sick patient during life in 

the time of Covid.  The 19 m/o patient was originally seen for a splash burn and referred 

to the ED/Burn Unit and returned 5 days later with c/o fever to 101.8 and vomiting (and a 

temp up to 103.8 in the office).  The patient was noted to be fussy with some very mild 

scleral injection.  Antibiotics were prescribed for a possible superinfection (they had a f/u 

burn appt scheduled the following day) and a Covid PCR test was ordered given the 

times we live in despite there being no known contacts.  Overnight, the fever recurred 

and the patient went on to develop a seizure and was whisked to the ER where they were 

slow to wake up and were not fully tracking.  Labs revealed a negative Covid PCR test, 

Sodium of 127 and a more or less normal LP with the patient being transferred to Radys. 

  

After transfer, the patient had an MRI, which was not normal showing some frontal lobe 

cortical dysplasia.  At Radys, pertinent labs done were Covid IgG negative, low Na, 

increased bands, elevated CRP and ESR, low lymphocytes, low albumin and elevated 

AST.  To throw a further monkey wrench, the blood culture grew Staph Aureus.  After 

admission, the patient developed an additional polymorphous rash mucositis and 

extremity edema and was diagnosed with KD although Toxic Shock Syndrome could not 

be ruled out given the positive blood culture and rash (the patient never developed 

shock).  The patient was given IVIG and had a good response with the altered mental 

status improving as well.  The cardiac echo was NL and the EKG had some bifid t-waves 

which can be seen with KD.  It was ultimately felt that the cerebral abnormality was 
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likely incidental, but might have lowered the seizure threshold.  Repeat blood cultures 

have also been negative. 

  

What started as a splash burn turned into r/o Covid, MIS-C, Febrile Seizure, Encephalitis 

and Toxic Shock Syndrome and ultimately looks like a timely and rapid diagnosis of KD 

and possible MSSA bacteremia. 

  

RISK LEVEL 
We remain at Risk Level 4. 

 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. 

 Screening:                        Conducted on site each morning by a designated screener which 
includes a temperature check and risk assessment (symptoms and exposure).     

 Self-monitoring:               Throughout the day by all staff and providers. 

  

SAN DIEGO COUNTY COVID-19 TRIGGERS 

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

 As of 7/22/20, we are significantly failing the community outbreak metric with 13 
outbreaks (>7 outbreaks in a 7 day period is failing), we are failing the case investigation 
metric at 9% within 24 hours (> 70% is passing) and the Case Rate of 152.4/100,000, 
which is greater than the baseline of 100/100,000. 

  

CASES 
CPCMG/RCPMS:              

 Staff/Providers 
o No new positive provider cases (2 total to date-none with confirmed work 

related exposure). 
o No new positive staff case (11 total to date-none with confirmed work related 

exposure) 

 Patients (44+ new cases over the past week->233+ total positive cases ending 
7/20/2020) 

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. 
  

Radys Statistics 

 Unique* Patient PCR Positives/Unique Patients Tested:                766/21,579=3.5% 

 Unique* Patient IgG Positives/Unique Patients Tested: 32/580=5.5% 

 Unique* Staff/MD PCR Positives/Unique Staff Tested:  52/972=5.3% 

 Unique* Staff/MD IgG Positives/Unique Staff Tested:   56/2,614-2.1% 
*factors out patients and staff that have been tested multiple times 

  

https://sdcounty.maps.arcgis.com/apps/opsdashboard/index.html#/30b5e0fa2a5f4404b1219d8cd16b2583


Riverside County Covid Cases:             

 Wed Evening 7/22:            3.4% increase-31,982 positive cases with 8.1% of the TOTAL 
cases being in children 0-17 y/o 

 Thursday Evening 7/23:     2.5% increase-32,813 positive cases with 8.2% of the TOTAL 
cases being in children 0-17 y/o 

 Friday Evening 7/24:          2.0% increase-33,467 positive cases with 8.2% of the TOTAL 
cases being in children 0-17 y/o 

 7 Day Rolling Average of Positive Tests:                 14.8% (starting to trend down over the 
past week) 

  

San Diego County Covid Cases:           

 Wed Evening 7/22:             2.3% increase-25,107 positive cases with 10.3% of the TOTAL 
cases being in children 0-19 y/o 

 Thursday Evening 7/23:      2.0% increase-25,608 positive cases with 10.3% of the TOTAL 
cases being in children 0-19 y/o 

 Friday Evening 7/24:           1.9% increase-26,098 positive cases with 10.4% of the TOTAL 
cases being in children 0-19 y/o 

 14 Day Rolling Average of Positive Tests:              6.1% (has plateaued over the past 9 
days after a high of 6.3% on June 14th) 

  

Statewide Covid Cases:           

 Wed Evening 7/22:                3.1% increase-413,576 positive cases with 8.7% of the 
TOTAL cases being in children 0-17 y/o 

 Thursday Evening 7/23:         2.8% increase-425,616 positive cases with 8.8% of the 
TOTAL cases being in children 0-17 y/o 

 Friday Evening 7/24:              2.2% increase-435,334 positive cases with 8.8% of the 
TOTAL cases being in children 0-17 y/o 

 14 Day Rolling Average of Positive Tests:              7.5% 

  
National & International Landscape 

To date, there have been more than 15 million Covid cases worldwide with the US 

making up more than 4 million of those cases (26% of the world’s known cases with just 

under 5% of the world’s population).  By County across the US, Los Angeles County has 

by far the most number of US cases with over 167,000 cases.  Riverside County is 16
th

 

with San Diego County 23
rd

 on the list. 

  

When looking at the world’s worst current outbreaks and you adjust for population, the 

NY Times published some interesting comparisons today. 

 With cases surging since mid-June, the US is 5th behind Oman, Bahrain, Panama and 
South Africa.  The US is followed by Israel, Brazil, Colombia, Bolivia and Kuwait to round 
out the top 10.  In the Persian Gulf, the virus has spread rapidly among foreign laborers. 

 The US outbreak is especially stark when compared to other large, high income 
countries with all having much less than < 50 new cases per million residents (the US is 
at 200 new cases per million residents). 

o Among these countries, South Korea had the earliest outbreak, but widespread 
testing and contact tracing stopped the spread. 

https://www.rivcoph.org/coronavirus
https://www.sandiegocounty.gov/content/sdc/hhsa/programs/phs/community_epidemiology/dc/2019-nCoV/status.html
https://www.cdph.ca.gov/Programs/CID/DCDC/Pages/Immunization/ncov2019.aspx


o Even Sweden whose cases surged due their foregoing of strict lockdowns has 
had cases drop dramatically since the end of June. 

 The US surge is so extreme that once adjusted for population, 10 states are recording 
more new daily cases than any other country in the world (Florida, Louisiana, 
Mississippi, Nevada, Arizona Alabama, South Carolina, Texas, Idaho and Tennessee). 

  

COVID-19 & PROBLEM LISTS 
I think our group got the message regarding eye wear after many notations in the 

Chronicles.  My next ongoing and repetitive plea will be with regards to COVID-19 & 

the problem list.  If you have a patient who has tested positive, please put COVID-19 

(U07.1) in the problem list, with the date. 

  

We have had cases where we have diagnosed COVID-19 and then the family follows up 

in clinic for one problem or another and denies recent Covid testing, exposure or 

diagnosis (while they were currently supposed to be home isolating).  In some cases, this 

is due to multiple caregivers and a lack of communication that isn’t intentional.  If there 

had been greater diligence placed, we could have prevented unnecessary additional 

exposures to other patients and/or staff. 

  

When all cases were being reported, I frequently put COVID-19 into the problem list 

myself for many of our providers.  Unfortunately, with the sheer number of cases, this is 

no longer possible. 

  

In addition to preventing unnecessary exposures, I am relatively sure that a past history of 

COVID-19 is going to have some play with regards to schools, vaccinations and 

population health.  To what extent, we cannot answer at this time. 

  

TRAVEL & COVID-19 
As we continue to “hunker down” in Southern California, we continue to field questions 

as to what will happen if a trip is planned internationally (providing a country will take 

us) versus across the border (Canada/Mexico) versus elsewhere Nationally?  The current 

CDC guidelines for return from international travel and last dated May 27
th

 seem 

hopelessly obsolete.  2 months ago, the guidance was such that you would need to self-

quarantine for 14 days upon return.  One could make the argument now you might 

actually be safer in many foreign countries than in parts of the US. 

  

With that in mind, staying home is the best way to protect yourself and others from 

getting sick, because any travel increases your risk of getting infected.  If you decide to 

travel, you need to take inventory of how COVID-19 is spreading in the US as well as 

internationally versus how it is spreading in your own community.  Additionally, it is 

important to gauge how well you can physically distance during your trip and if the local, 

state or national government requires you to quarantine for 14 days upon arrival or upon 

return. 

  

In consultation with our Quality Team, the mere act of having traveled elsewhere is not 

really changing clinical management acknowledging that some modes of transportation 

may be creating greater risks.  We are currently not advising an automatic 14 day 

https://www.cdc.gov/covid-data-tracker/index.html#cases


quarantine for international travel.  Upon return, you should continue all standard PPE 

and self-monitor for symptoms closely for 14 days.  However, if you had direct exposure 

to a COVID-19 person(s), we should be notified immediately for next steps, which may 

include testing.  Of course, as the pandemic evolves this year, our direction is subject to 

change. 

  

LEGAL EAGLE (from the desk of Steve Lewis) 

Accessing Your Own Chart 
Despite some loosening of HIPAA regulations to encourage the use of telehealth, most 

privacy rules are still in place. In particular, by policy, accessing your own chart in Epic 

is prohibited. If you have been tested for COVID-19, please wait for someone from the 

Quality team to contact you with your results or reach out to them directly to see if your 

results are back yet. If it is an urgent situation and you are unable to reach anyone from 

Quality, you may ask your Lead Physician to check your results. Results have been 

coming back in approximately 24-48 hours, so that should be a rare occurrence.  

  

MODERNA VACCINE TRIAL PARTICIPANTS 
Here is your opportunity to make a contribution to ending the pandemic.  As I have 

written, Moderna’s COVID-19 vaccine trial is going to Phase 3 trials starting Monday.  3 

of California’s 7 trial sites for the Moderna vaccine are here in San Diego (there are 87 

sites nationwide).  The 3 sites (UCSD-La Jolla, M3 Wake Research-San Diego and 

eStudySite-La Mesa) are looking to enroll 300-500 participants apiece.  Half of the 

participants will get the vaccine spaced 4 weeks apart and the other half will get the 

placebo.  The sites are looking for participants.  You cannot participate if you have 

already had COVID-19.  They are looking for people who are either in a high-risk group 

(pre-existing conditions, > 65 y/o, etc.) or have a higher-than average chance of being 

exposed to the virus.  This would include health care workers. 

  

Per the San Diego U-T, If you are interested in signing up or learning more: 

 M3 Wake Research: Text ‘COVID’ to (619) 330-1172 

 eStudySite: Call (619) 704-2750 or visit estudysite.com 

 UCSD: Call (619) 543-8089 

  

EXPOSURE & TESTING (condensed) 
If confirmed significant exposure and the patient is asymptomatic: 

 If exposure was from household caregiver, okay to consider testing without waiting 

 For most other direct exposures, consider waiting 5-7 days before initiating testing 
unless the patient become symptomatic 

  

COVID COLLABORATIVE FOR CHILDREN (C3) & TESTING 
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. 

  

We have gotten a few queries as to why all Regional Testing requests cannot all be sent 

to Radys.  Currently, Radys Drive Through has a significant backlog.  We are 

http://estudysite.com/


encouraging batching of testing in the later PM for all sites and especially regional testing 

sites.  This allows one person to put on full PPE and preserves resources and time getting 

in and out of PPE. 

  

Encounters Pathways for Access to Testing 

 CVC Video Visits:  Offer testing at a CPCMG Regional Center or via Radys (Drive 
Through/WI) 

 PCP Video Visits:  Offer testing with a site clinical support visit or via Radys (Drive 
Through/WI) 

 In Office Visits:     Offer testing during the visit 

 No Visit:                Order via Radys (Drive Through/WI) or State/County locations 

  

Other C3 Notes (Updates) 

 All San Diego and Riverside sites are now live 

 We have developed a manual requisition work flow to allow for easier ordering and 
collection of specimens from parents/caregivers.  We expect to be able to do a “soft” 
go-live next week for parent/caregiver testing once the requisitions are distributed to 
your sites.  We are not advertising this ability as of yet so that we do not inadvertently 
overtax the system. 

o Please note that all caregiver results will be managed by the Rady Hospital 
system (not by our providers and staff). 

 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. 

  

C3 TESTING & THE QUESTION OF FALSE POSITIVES 
Since beginning C3 testing, we have had a handful of patient who were asymptomatic 

and have had no known exposures turn up positive.  With a couple of the initial samples 

looked at, some were obviously positive and some not so much.  A few of the parents 

have challenged us regarding whether the positives are false positives and they have been 

adamant at doing so.  In many cases, they have requested re testing to “rule out a false-

positive.”  The problem with this train of thought is that it is entirely plausible that a 

patient could be positive, cleared their infection and then be negative on retesting. 

  

In cases such as these, we recommend testing all other family members including 

caregivers and siblings.  If there remains no known identified exposure and all tested are 

negative, we can ask for a retrospective review of the original sample.  The challenge is 

adhering to isolation and/or quarantine guidelines while investigating this process, 

particularly given the testing delays that adults are encountering. 

  

We are on the verge of launching wide spread caregiver COVID-19 testing on request.  If 

you have a family who truly believes that their child is a false positive, we can arrange 

for rapid testing at Radys.  Please reach out to the Quality Team via email.  We will share 

the process required.  We would want all family members to come in at once to facilitate 

a collection of samples so that we can communicate this to our Radys colleagues. 



  

COVID-19 TESTING ORDERS & PROPER ICD-10 USE 
We have gotten a few billing denials for the wrong use of ICD-10 codes being utilized for 

Covid testing.  Most notably, you cannot use U07.1 unless the patient already has a 

known confirmed case of COVID-19.  The following are suggested acceptable codes and 

when to use them. 

  

Known/Suspected Exposure to Covid-19 Virus:  [Z20.828] 

Asymptomatic Screening for Covid-19 Virus/No Known Exposure:  [Z11.59] 

Confirmed Case of Covid-19:  [U07.1] 

  

 If symptoms only, record the appropriate symptom ICD-10’s (i.e. for sore throat, cough, 
etc.) 

 If symptoms and exposure, record appropriate symptom ICD-10’s and the exposure Z 
code of Z20.828. 

 If no symptoms, but exposure, only the Z20.828 code. 

 If no symptoms, no exposure and only screening, use the Z11.59 code 

 If known hx of Covid-19 and ordering repeat testing, use the U07.1 code 

  

COVID POSITIVE ISOLATION CLEARANCE (repeated) 
A test-based strategy is no longer recommended to determine when to discontinue 

home isolation, except in rare circumstances. 

  

Please follow a Time-based strategy or Symptom-based strategy for Covid positive 

patients. 

 Symptom-based strategy (symptomatic patients) 
o At least 10 days* have passed since symptom onset and 
o At least 24 hours have passed since resolution of fever without the use of fever-

reducing medications and 
o Other symptoms have improved 

*A limited number of persons with severe illness or who are severely 

immunocompromised may produce replication-competent virus beyond 10 days, that 

may warrant extending duration of isolation for up to 20 days after symptom onset. 

Consider consultation with infection control experts. 

 Time-based strategy (asymptomatic patients that remain asymptomatic) 
o At least 10 days have passed since the date of their first positive COVID-19 

diagnostic test (20 days for severe immunocompromised patients). 

  

CDC GUIDELINES WITH PAST HX OF COVID-19 & RETESTING (repeats) 
For persons previously diagnosed with symptomatic COVID-19 who remain 

asymptomatic after recovery, retesting is not recommended within 3 months after the date 

of symptom onset for the initial COVID-19 infection.  In addition, quarantine is not 

recommended in the event of close contact with an infected person. 

  

For persons who developed new symptoms consistent with COVID-19 during the 3 

months after the date of initial symptom onset, if an alternative etiology cannot be 



identified by a provider, then the person may warrant retesting; consultation with an 

infectious disease expert is recommended. 

  

PCR TESTING CRITERIA (repeated) 
Please note that at CPCMG we continue to have the continued luxury of expanded testing 

capacity through the Radys C3 testing program.  The majority of other hospital based, 

county, state and reference lab options are significantly limited.  In many cases, mildly 

asymptomatic and asymptomatic patients are being asked to isolate and defer having 

testing done. 

  

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! 
  
Priority should be given to symptomatic patients > asymptomatic patients with an exposure > 
asymptomatic patients for surveillance purposes only.  Note:  C3 participating sites with 
adequate supplies may not need to prioritize testing given adequate testing access. 
  

*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 

 We do not know whether the presence of IgG antibody indicates full, partial or no 
immunity to COVID 19 and for how long. 

 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 

 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 

 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 

 
 Eye Protection Reminders 

o Scenarios for required eyewear: 

 A patient and/or companion is unwilling/unable to wear a face 
covering. 

o Includes children under 2 y/o. 

 During oropharynx examinations when you ask a patient to 
temporarily remove their face covering 

 During aerosol generating procedures (AGP’s) 

  
CMIO REPORT (from the desk of Dr. Michael Jacobson) 
Knowledge Base 
Please visit the CPCMG Knowledge Base for all sign-ups, knowledge articles, and tip sheets. 

  

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 

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