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Background 

On March 4, 2020, Governor Newsom proclaimed a State of Emergency because of the 
threat of COVID-19, and on March 12, 2020, through Executive Order N-25-20, he directed all 
residents to heed any orders and guidance of state and local public health 
officials.  Subsequently, on March 19, 2020, Governor Newsom issued Executive Order N-33-
20 directing all residents to heed the State Public Health Officer’s Stay-at-Home order which 
requires all residents to stay at home except for work in critical infrastructure sectors or 
otherwise to facilitate authorized necessary activities.  On April 14th, the State presented the 
Pandemic Roadmap, a four-stage plan for modifying the Stay-at-Home order, and, on May 
4th, announced that entry into Stage 2 of the plan would be imminent.  

Given the size and diversity of California, it is not surprising that the impact and level of 
county readiness for COVID-19 has differed across the state.  On May 7th, as directed by the 
Governor in Executive Order N-60-20, the State Public Health Officer issued a local variance 
opportunity through a process of county self-attestation to meet a set of criteria related to 
county disease prevalence and preparedness. This variance allowed for counties to adopt 
aspects of Stage 2 at a rate and in an order determined by the County Local Health Officer. 
Note that counties desiring to be stricter or move at a pace less rapid than the state did not 
need a variance.  
 
In order to protect the public health of the state, and in light of the state’s level of 
preparedness at the time, more rapid movement through Stage 2 as compared to the state 
needed to be limited to those counties which were at the very lowest levels of risk. Thus, the 
first variance had very tight criteria related to disease prevalence and deaths as a result of 
COVID-19. 
 
Now, 11 days after the first variance opportunity announcement, the state has further built 
up capacity in testing, contact tracing and the availability of PPE. Hospital surge capacity 
remains strong overall.  California has maintained a position of stability with respect to 
hospitalizations. These data show that the state is now at a higher level of preparedness, and 
many counties across the state, including those that did not meet the first variance criteria 
are expected to be, too. For these reasons, the state is issuing a second variance 
opportunity for certain counties that did not meet the criteria of the first variance attestation. 
This next round of variance is for counties that can attest to meeting specific criteria 
indicating local stability of COVID-19 spread and specific levels of county preparedness. The 
criteria and procedures that counties will need to meet in order to attest to this second 
variance opportunity are outlined below.  It is recommended that counties consult with 
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cities, tribes and stakeholders, as well as other counties in their region, as they consider 
moving through Stage 2 

 
Local Variance 

A county that has met the criteria in containing COVID-19, as defined in this guidance or in 
the guidance for the first variance, may consider modifying how the county advances 
through Stage 2, either to move more quickly or in a different order, of California’s roadmap 
to modify the Stay-at-Home order.  Counties that attest to meeting criteria can only open a 
sector for which the state has posted sector guidance (see Statewide industry guidance to 
reduce risk).  Counties are encouraged to first review this document in full to consider if a 
variance from the state’s roadmap is appropriate for the county’s specific circumstances.  If 
a county decides to pursue a variance, the local health officer must: 

1. Notify the California Department of Public Health (CDPH), and if requested, engage 
in a phone consultation regarding the county’s intent to seek a variance.   
 

2. Certify through submission of a written attestation to CDPH that the county has met 
the readiness criteria (outlined below) designed to mitigate the spread of COVID-19.  
Attestations should be submitted by the local health officer, and accompanied by a 
letter of support from the County Board of Supervisors, as well as a letter of support 
from the health care coalition or health care systems in said county.1  In the event 
that the county does not have a health care coalition or health care system within its 
jurisdiction, a letter of support from the relevant regional health system(s) is also 
acceptable. The full submission must be signed by the local health officer. 

 

All county attestations, and submitted plans as outlined below, will be posted publicly on 
CDPH’s website.  

CDPH is available to provide consultation to counties as they develop their attestations and 
COVID-19 containment plans.  Please email Jake Hanson at Jake.Hanson@cdph.ca.gov to 
notify him of your intent to seek a variance and if needed, request a consultation. 

County Name: Marin  

County Contact: Dr. Matt Willis  

Public Phone Number: 415-473-4163  

 
Readiness for Variance 
 
The county’s documentation of its readiness to modify how the county advances through 
Stage 2, either to move more quickly or in a different order, than the California’s roadmap to 
modify the Stay-at-Home order, must clearly indicate its preparedness according to the 
criteria below.  This will ensure that individuals who are at heightened risk, including, for 
example, the elderly and those with specific co-morbidities, and those residing in long-term 

 
1 If a county previously sought a variance and submitted a letter of support from the health care 
coalition or health care systems but did not qualify for the variance at that time, it may use the 
previous version of that letter. In contrast, the County Board of Supervisors must provide a renewed 
letter of support for an attestation of the second variance.  
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care and locally controlled custody facilities and other congregate settings, continue to be 
protected as a county progresses through California’s roadmap to modify the Stay-at-Home 
order, and that risk is minimized for the population at large.  
 
As part of the attestation, counties must provide specifics regarding their movement through 
Stage 2 (e.g., which sectors, in what sequence, at what pace), as well as clearly indicate 
how their plans differ from the state’s order.  

As a best practice, if not already created, counties will also attest to plan to develop a 
county COVID-19 containment strategy by the local health officer in conjunction with the 
hospitals and health systems in the jurisdiction, as well as input from a broad range of county 
stakeholders, including the County Board of Supervisors.   

It is critical that any county that submits an attestation continue to collect and monitor data 
to demonstrate that the variances are not having a negative impact on individuals or 
healthcare systems.  Counties must also attest that they have identified triggers and have a 
clear plan and approach if conditions worsen to reinstitute restrictions in advance of any 
state action.  
 
 
Readiness Criteria 

To establish readiness for a modification in the pace or order through Stage 2 of California’s 
roadmap to modify the Stay-at-Home order, a county must attest to the following readiness 
criteria and provide the requested information as outlined below:  
 

• Epidemiologic stability of COVID-19.  A determination must be made by the county 
that the prevalence of COVID-19 cases is low enough to be swiftly contained by 
reintroducing features of the stay at home order and using capacity within the health 
care delivery system to provide care to the sick.   Given the anticipated increase in 
cases as a result of modifying the current Stay-At-Home order, this is a foundational 
parameter that must be met to safely increase the county’s progression through 
Stage 2.  The county must attest to: 
 

o Demonstrated stable/decreasing number of patients hospitalized for COVID-19 
by a 7-day average of daily percent change in the total number of 
hospitalized confirmed COVID-19 patients of <+5% -OR- no more than 20 total 
confirmed COVID-19 patients hospitalized on any single day over the past 14 
days. 

 
Since the inception of the incident, including the past 14 days, the number of 
confirmed COVID-19 patients hospitalized in Marin has not exceeded 20 on any single 
day as shown in the chart below:  
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Current hospitalization data is available at https://coronavirus.marinhhs.org/surveillance  
 
County Public Health monitors the daily hospitalization counts to identify potential 
trends and changes that could result from changes in local public health orders and 
conditions.   
 

 
 

o 14-day cumulative COVID-19 positive incidence of <25 per 100,000 -OR- testing 
positivity over the past 7 days of <8%.   
 

NOTE: State and Federal prison inmate COVID+ cases can be excluded from 
calculations of case rate in determining qualification for variance. Staff in State and 
Federal prison facilities are counted in case numbers. Inmates, detainees, and staff in 
county facilities, such as county jails, must continue to be included in the calculations.  

 
Facility staff of jails and prisons, regardless of whether they are run by local, state or 
federal government, generally reside in the counties in which they work. So, the 
incidence of COVID-19 positivity is relevant to the variance determination.  In 
contrast, upon release, inmates of State and Federal prisons generally do not return to 
the counties in which they are incarcerated, so the incidence of their COVID-19 
positivity is not relevant to the variance determination. While inmates in state and 
federal prisons may be removed from calculation for this specific criteria, working to 
protect inmates in these facilities from COVID-19 is of the highest priority for the State. 

 
o Counties using this exception are required to submit case rate details for 

inmates and the remainder of the community separately.  
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While the cautious modifications to Shelter in Place Orders and increased testing has 
resulted in an increase in total numbers of cases within Marin County, the percent 
positive tests have remained at or below 6% since April 6th.  
 

 
Current case count data is available at https://coronavirus.marinhhs.org/surveillance 
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Current positive case count data is available at https://coronavirus.marinhhs.org/surveillance 

  
Inmate cases at San Quentin State Prison are not included in the above positive case 
numbers but are tracked separately via the California Department of Corrections and 
Rehabilitation (CDCR) Population COVID-19 Tracking site 
(https://www.cdcr.ca.gov/covid19/population-status-tracking/). 
 

       
 

• Protection of Stage 1 essential workers.  A determination must be made by the county 
that there is clear guidance and the necessary resources to ensure the safety of 
Stage 1 essential critical infrastructure workers.  The county must attest to:  

o Guidance for employers and essential critical infrastructure workplaces on how 
to structure the physical environment to protect essential workers.  Please 
provide, as a separate attachment, copies of the guidance(s).  
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Marin County continues following state guidance while maintaining strong 
relationships and communications with local industries and governments. Marin 
Recovers is a partnership between the County of Marin, local jurisdictions, and 
industries to protect the safety of employees and the public while supporting local 
businesses and other industry types to reopen effectively. In May 2020 the County of 
Marin formed over 16 industry groups and subgroups to formulate best practices for 
reopening and operating various industries, including some that were deemed 
essential and never stopped operating. Each group was comprised of businesses 
and others representing each industry type. The guidance developed by these 
groups complements the state guidelines for each industry. Industries are required to 
incorporate these guidelines into a Site-Specific Protection Plan (SPP)(See APPENDIX 
A: COVID-19 Site-Specific Protection 
) that includes requirements for posting, training employees, and educating the 
public about proper cleaning and sanitizing, social distancing, and modified 
business operations. The SPP template and industry guidelines (sample guidelines for 
Small Construction are included in APPENDIX B:   Sample Sector Guidelines – Small 
Commercial) are located on marinrecovers.com. 
 
Marin Recovers is also an ongoing opportunity to communicate and coordinate. The 
county partners with the Chambers of Commerce and local governments to 
communicate and educate about the use of the SPP, share updates to best 
practices for protecting employees and the public, COVID-19 testing procedures, 
and other relevant topics. This information pipeline also helps the county respond to 
industry needs. To date the county has supported local industries by providing clear 
signage about social distancing, sources for PPE and sanitization supplies, and a 
forum for coordination with local governments to allow for more flexible use of 
outdoor space that supports the economy while helping to limit risk of exposure. 

 
https://marinrecovers.com/documents/covid-19-site-specific-protection-plan-spp/ 

 
o Availability of supplies (disinfectant, essential protective gear) to protect essential 

workers.  Please describe how this availability is assessed. 
                 

Through Marin Recovers, the county has ongoing conversations with industry groups 
regarding access to PPE and cleaning supplies and seeks to connect local industries 
with resources in cases where they are having trouble sourcing products themselves 
by posting resources on marinrecovers.com. The county’s Emergency Operations 
Center includes the Medical Health Operational Area Coordination (MHOAC) 
program that monitors supplies for the county's health care system, and a Logistics 
team that monitors supplies for the larger county response to the COVID-19 
Pandemic. 
 
The County of Marin has procured over 40,000 masks, 100 thermometers, 100 cases 
of gloves, 1000 pieces of gowns, 400 cases of disinfectant wipes, and 600 cases of 
hand sanitizers to provide to all essential workers. The County has also installed 
sneeze guards at all public counters in all County public facilities. The County is 
continuing to procure supplies from multiple vendors to ensure adequate supplies 
on hand. Approximately 75% of the supplies have been distributed to date. The 
requests are received through our WebEOC tracking system and processed when 
received. Priority of PPE supplies are given to first responders. 
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For details on PPE supplies for healthcare facilities, see Hospital Capacity section 
below. 

 
• Testing capacity.  A determination must be made by the county that there is testing 

capacity to detect active infection that meets the state’s most current testing criteria, 
(available on CDPH website).  The county must attest to:  
 

o Minimum daily testing capacity to test 1.5 per 1,000 residents, which can be 
met through a combination of testing of symptomatic individuals and targeted 
surveillance.  Provide the number of tests conducted in the past week.  A 
county must also provide a plan to reach the level of testing that is required to 
meet the testing capacity levels, if the county has not already reached the 
required levels. 
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Marin County currently has testing capacity to meet the California Department of 
Public Health’s most current testing criteria, which includes a testing rate of 1.5 tests 
per 1,000). The 7-day average of testing per 1,000 residents in Marin is 2.85 (see graphs 
below).   
 
Marin County Public Health has also assembled a mobile testing team that travels to 
sites throughout the county for both outbreak and surveillance testing.  The mobile 
team deploys to residential care, skilled nursing, and other congregate living facilities 
as well as essential worker sites, such as grocery stores. 

 
Note on test counts in chart above: The California Reportable Disease Information Exchange 
(CalREDIE) receives reports of diagnostic tests for COVID-19. However, there are reporting 
delays in CalREDIE data as labs may take several days to report tests conducted and some 
labs do not report to CalREDIE. Our 7-day average tests per 1,000 population includes total 
tests reported in CalREDIE and those reported to the Marin County Department of Health and 
Human Services. We are consistently tracking this measure to provide the most accurate and 
timely data on tests conducted in Marin County. 

Day Date Number 
of Tests 

Monday 6/4/2020 856 
Tuesday 6/5/2020 791 
Wednesday 6/6/2020 453 
Thursday 6/7/2020 301 
Friday 6/8/2020 750 
Saturday 6/9/2020 1046 
Sunday 6/10/2020 959 

 TOTAL 5157 
The test counts in the table above provide a numerical list displaying the 7-day average 
depicted in the test count chart above. 5,157 total tests in a population of 258,826 in Marin is 
equivalent to a rolling 7-day average of 2.85/1,000 residents. 
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Current test count data is available at https://coronavirus.marinhhs.org/surveillance 

 
o Testing availability for at least 75% of residents, as measured by the presence of a 

specimen collection site (including established health care providers) within 30 
minutes driving time in urban areas, and 60 minutes in rural areas.  Please provide 
a listing of all specimen collection sites in the county and indicate if there are any 
geographic areas that do not meet the criteria and plans for filling these gaps if 
they exist.  If the county depends on sites in adjacent counties, please list these 
sites as well. 

 
Free, accessible testing is available within 30 minutes’ drive to 99.7% of the population 
of Marin County via state, local, hospital and private testing sites. The drive time for 
the remaining 0.3% of the population (located in the more rural portions of Marin 
County) is approximately 37 minutes.  Additionally, the County deploys mobile testing 
as needed to LTCFs, businesses and/or communities that may be identified as 
potential hot spots.  
  
Those wishing to get tested can locate available testing sites via the County’s testing 
website at https://coronavirus.marinhhs.org/covid-19-testing-information. Testing is 
available at least 5 days per week at the following locations (N.B. additional locations 
continue to be added): 
 

Provider Location Who is 
Eligible? Contact/Schedule Testing 

Capacity 
Public Health Testing Sites 
Marin 
County 
Public 
Health Point 
of Testing 
(POT) 

10 Avenue 
of the 
Flags, San 
Rafael, CA 

All Self-scheduling website. 
 
Open M-F 8am-3pm 

200 
tests/day 

California 
Department 
of Public 

1177 
Francisco 
Blvd E, San 
Rafael, CA 

All Self-scheduling website. 
 
Open Tues-Saturday 7AM-7PM 
Walk ups Tues and Thurs 1-7 PM 

150 
tests/day 
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Health/ 
OptumServe 
Marin City 
Mobile Site 

Varied 
Locations 

All Operates every other Thursday 100 
tests/day 

Healthcare Testing Sites 
Coastal 
Health 

3 Sixth 
Street, 
Point Reyes 
Station, CA 

All 415.663.8666 

Marin City 
Health and 
Wellness 
Center 

630 Drake 
Ave, 
Sausalito, 
CA 94965 

All 415.339.8813 

Marin 
Community 
Clinics 

Multiple 
Sites 

All 
415.448.1500 
 

Kaiser San 
Rafael 
 

Multiple 
Sites 

Kaiser 
Members 
 

https://healthy.kaiserpermanente.org/ 
 

MarinHealth 
Medical 
Center 

250 Bon Air 
Rd, 
Greenbrae, 
CA 

Physician 
referral 
required 

415.925.8950 

Novato 
Community 
Hospital 

180 
Rowland 
Way, 
Novato CA 

Physician 
referral 
required 

5800 Nave Drive Suite F Novato, CA 94949 
800.972.5547 

One 
Medical 

1004 
Northgate 
Dr., San 
Rafael, CA 

One 
Medical 
Members 

415.590.6150 or visit the testing provider's 
website 

Dignity Go 
Health  

750 
Redwood 
Hwy 
Frontage 
Rd., Mill 
Valley CA 

All https://www.gohealthuc.com/ 

Carbon 
Health 

Mobile site 
– currently 
at 5530 
Nave Dr., 
Novato, 
CA 

All Online Self-scheduling site. 

Quest 
Diagnostics 
(inside 
Safeway 
Store) 

950 Las 
Gallinas, 
San Rafael, 
CA 

Physician 
Referral 
Required 

866-MYQUEST or visit the testing provider's 
website 

Quest 
Diagnostics 

711 D 
Street, Ste 
103, San 
Rafael, CA 

Physician 
Referral 
Required 

866-MYQUEST or visit the testing provider's 
website 
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Quest 
Diagnostics 

1000 S 
Eliseo Dr, 
Greenbrae 
CA 

Physician 
Referral 
Required 

866-MYQUEST or visit the testing provider's 
website 

Quest 
Diagnostics 

447 Miller 
Ave, Mill 
Valley, CA 

Physician 
Referral 
Required 

866-MYQUEST or visit the testing provider's 
website 

 

 
o Please provide a COVID-19 Surveillance plan, or a summary of your proposed 

plan, which should include at least how many tests will be done, at what 
frequency and how it will be reported to the state, as well as a timeline for rolling 
out the plan. The surveillance plan will provide the ability for the county to 
understand the movement of the virus that causes COVID19 in the community 
through testing.  [CDPH has a community sentinel surveillance system that is being 
implemented in several counties.  Counties are welcome to use this protocol and 
contact covCommunitySurveillance@cdph.ca.gov for any guidance in setting up 
such systems in their county.] 
 

Marin is participating in the COVID-19 Community Sentinel Surveillance System. See 
APPENDIX C: CDPH COVID-19 Community Sentinel Surveillance Protocol 
 
Additionally, Marin County Public Health tracks demographic, geographic, and 
clinical information about confirmed COVID-19 cases to inform the COVID-19 
response and understand factors associated with COVID-19 transmission and clinical 
outcomes in our community. Much of this surveillance data is posted on the County’s 
Novel Coronavirus (COVID-19) Surveillance Update website 
(https://coronavirus.marinhhs.org/surveillance). We are consistently improving our 
data collection, analysis, and sharing procedures, so will continue to add additional 
indicators to this website as data become available. 
 
Additionally, Marin County uses COVID-19 testing, case, and population data to 
identify geographic and occupation patterns to inform testing strategy and 
response. We use ArcGIS to generate heat maps showing concentration of cases 
which allows us to identify geographic clusters (see figure below).  
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Note: Placement of markers is representational. 

 
By examining population testing rates, incidence rates, and percent positivity by 
census block, we are able to identify locations with high incidence and locations 
where there may be gaps in testing. We collect occupation data through surveys 
among individuals tested and during case investigation among laboratory-confirmed 
positive cases (see sample table below). We analyze these data to identify industries 
that may have high incidence, respond to workplace transmission, expand testing 
among groups of workers, and provide guidance to types of employers. Guidance 
to employers includes information on what to do if an employee tests positive, best 
practices to prevent COVID-19 spread in the workplace, and resources to assist an 
employee in obtaining testing and following home isolation and quarantine orders.  
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• Containment capacity.  A determination must be made by the county that it has 

adequate infrastructure, processes, and workforce to reliably detect and safely 
isolate new cases, as well as follow up with individuals who have been in contact with 
positive cases.  The county must attest to: 
o Enough contact tracing.  There should be at least 15 staff per 100,000 county 

population trained and available for contact tracing.   Please describe the 
county’s contact tracing plan, including workforce capacity, and why it is 
sufficient to meet anticipated surge. Indicate which data management platform 
you will be using for contact tracing (reminder that the State has in place a 
platform that can be used free-of-charge by any county).  

 
Marin County Public Health currently has 41 contact tracing staff which meets the 
state guidance of 15 staff per 100,000 (37.5 for Marin’s population of 250,000) and 
expects to have a total of 50 on board in the near term once we have completed 
the transition to CA Connect contact tracing software.   
 

*See APPENDIX D: COVID-19 Case and Contact Investigation Unit Variance 
Attestation for a more detailed Contact Tracing Plan 

 
o Availability of temporary housing units to shelter at least 15% of county residents 

experiencing homelessness in case of an outbreak among this population 
requiring isolation and quarantine of affected individuals.  Please describe the 
county’s plans to support individuals, including those experiencing homelessness, 
who are not able to properly isolate in a home setting by providing them with 
temporary housing (including access to a separate bathroom, or a process in 
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place that provides the ability to sanitize a shared bathroom between uses), for 
the duration of the necessary isolation or quarantine period. Rooms acquired as 
part of Project Roomkey should be utilized.  

 
For Marin County, according to our previous Point in Time (PIT) count, there were 1,034 
people experiencing homelessness. To provide shelter for 15% of those experiencing 
homelessness, the County needs to provide 156 units. As of June 9, 2020 per the Project 
Roomkey report, Marin County has 150 units committed for the COVID-19 response for high-
risk persons experiencing homelessness: 

 

In addition to the units listed above, Marin also operates 6 year-round emergency shelters 
with 190 shelter beds. Due to the need for social distancing in response to COVID-19, shelter 
capacity is a bit reduced (approximately 150 beds) but all 6 shelters are currently open:  

Shelter Non-COVID Regular 
Max Capacity 

Max Capacity with 
Social Distancing 

Current Occupancy 

Mill Street Center 55 20 11 
New Beginnings 
Center 

80 60 49 

Voyager Program 10 5 3 
Transition to Wellness 6 3 to 6* 3 
Family Center 9 families (25 beds) 9 families (25 beds) 8 families (22 beds) 
Center for Domestic 
Peace Emergency 
Shelter 

30 25 25 

* Pending clarification 

As of June 12, there are 144 individuals in 118 Project Roomkey units; in addition to the 150 
traditional shelter beds available, Marin is sheltering 268 individuals experiencing 
homelessness, which is approximately 25% of people experiencing homelessness in Marin. 

High-risk persons experiencing homelessness are identified for the motel program by referral. 
Referrals, including explanation of eligibility and client consent to share information are sent 
to a triage team of medical and homeless services professionals. Medical professionals daily 
meet to verify whether a referred client meets Project Roomkey critiera (age over 65), and 
eligible clients are admitted to one of three motels based on family status (families with 
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children are sheltered in a separate setting) and service needs. Each eligible household is 
provided with their own motel room, including a private bathroom.  

Motel residents are provided with light-touch case management through County Behavioral 
Health and Recovery Services and Marin County’s Whole Person Care program. Additionally, 
families with children are provided with family case management and family-specific 
resources. Residents are also provided with three meals daily through the World Central 
Kitchen program. 

Additionally, Marin’s Coordinated Entry program is modifying its prioritization criteria to reflect 
COVID-19 vulnerabilities, and working with motel residents to develop long-term housing 
plans as quickly as possible. 

 
 

• Hospital capacity.  A determination must be made by the county that hospital 
capacity, including ICU beds and ventilators, and adequate PPE is available to 
handle standard health care capacity, current COVID-19 cases, as well as a potential 
surge due to COVID-19.  If the county does not have a hospital within its jurisdiction, 
the county will need to address how regional hospital and health care systems may 
be impacted by this request and demonstrate that adequate hospital capacity exists 
in those systems.  The county must attest to:  
o County (or regional) hospital capacity to accommodate COVID-19 positive 

patients at a volume of at a minimum surge of 35% of their baseline average daily 
census across all acute care hospitals in a county.  This can be accomplished 
either through adding additional bed capacity or decreasing hospital census by 
reducing bed demand from non-COVID-19 related hospitalizations (i.e., cancelling 
elective surgeries).  Please describe how this surge would be accomplished, 
including surge census by hospital, addressing both physical and workforce 
capacity. 
 

Marin has three receiving facilities in its jurisdiction, MarinHealth Medical Center, 
Kaiser San Rafael and Novato Community (Sutter).  Marin County has the hospital 
capacity to accommodate in excess of a 35% surge in COVID-19 cases with 147 
surge beds (Kaiser: 72, MarinHealth: 41, Novato: 34). All three hospitals have been 
recently operating at approximately 50 percent capacity. MarinHealth has also 
added two 4-bed isolation tents in their parking lot and will soon be opening their 
new 114-bed wing and are keeping the previous beds available as surge. 
 
Marin County has a 32-bed alternate care site (ACS) set up at the Marin Center and 
ready to be staffed should the need for additional beds arise. The ACS can be 
expanded as needed to accommodate up to 88 beds. See APPENDIX E: ACS 
Activation and Deployment Plan. 
 
 

 
o County (or regional) hospital facilities have a robust plan to protect the hospital 

workforce, both clinical and nonclinical, with PPE.  Please describe the process by 
which this is assessed.   
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Hospitals report their PPE and staffing supply needs daily to California Department of 
Public Health and this information is monitored by Marin County. Hospital bed use 
and capacity (Med/Surg and ICU) and PPE needs are tracked daily. The County’s 
medical-health logistics team also has a stock of PPE held in reserve to meet 
healthcare facilities needs during a potential surge.  Each week the hospitals, EMS, 
Pubic Health, and the MHOAC conduct a surge meeting to provide updates, discuss 
any needs and ensure on-going partnership regarding surge planning and 
capabilities. Each facility has been engaged in individual planning and have 
performed activities to prepare for a surge of patients. These activities include the 
suspension of elective surgery, controlled entries with screening, implementation of 
triage stations and tents, and planned expansion and conversion of idle sections of 
hospitals to expand inpatient and ICU capacity. Ventilators in storage have been 
refurbished, or additional ones purchased, and additional PPE has been acquired. 

 
• Vulnerable populations.  A determination must be made by the county that the 

proposed variance maintains protections for vulnerable populations, particularly 
those in long-term care settings.  The county must attest to ongoing work with Skilled 
Nursing Facilities within their jurisdiction and describe their plans to work closely with 
facilities to prevent and mitigate outbreaks and ensure access to PPE: 
 
o Describe your plan to prevent and mitigate COVID-19 infections in skilled nursing 

facilities through regular consultation with CDPH district offices and with leadership 
from each facility on the following: targeted testing and patient cohorting 
plans; infection control precautions; access to PPE; staffing shortage contingency 
plans; and facility communication plans. This plan shall describe how the county 
will (1) engage with each skilled nursing facility on a weekly basis, (2) share best 
practices, and (3) address urgent matters at skilled nursing facilities in its 
boundaries. 
 

• Skilled nursing facilities (SNFs) are active participants in the Marin County 
Healthcare Preparedness Program. SNFs are integrated in the county’s 
emergency response system through the Medical Health Operational Area 
Coordination (MHOAC) program (e.g., resource requests).  Prior to the COVID-
19 pandemic, SNFs participated in collaborative drills, exercises, and trainings 
(e.g., Nursing Home Incident Command System) to increase facility readiness.   

• In partnership with CDPH and the Marin County Long-Term Care Ombudsman 
Program, Marin County Public Health created a team dedicated to preventing 
outbreaks in long-term care facilities, including SNFs. This effort was supported 
by the issuance of a standing order for testing in congregate facilities.  The 
team developed and built internal and shared tracking systems and data 
analysis processes for monitoring outbreaks and exposures.  Outbreak 
management has been coordinated with the Communicable Disease team 
for rapid identification of SNF staff with COVID exposures.     

• Marin County Public Health has partnered with MarinHealth Medical Center, 
Kaiser Permanente, and Sutter Novato Community Hospital to establish mobile 
units for onsite facility assessments, education, triage and testing, and 
evaluation.  Partners meet daily to review persons under investigation (PUI), 
including staff and residents; to review outbreaks and exposures in the LTC 
setting; and to plan mobile field operations (includes staff and patient testing), 
outbreak management (e.g., cohorting) and follow up testing schedules. 

• Through facility assessments Marin County Public Health identified gaps in 
readiness, including infection control and prevention (IP/IC) protocol and 
procedures and personal protective equipment (PPE) resources.   In 
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partnership with Marin Center for Independent Living (MCIL) and Marin County 
Health and Human Services’ In Home Support Services (IHSS) program, Marin 
County Public Health created a mechanism to provide supplemental staffing 
to maintain facility operations during an outbreak.  This resource has been 
deployed once since EOC activation to staff a residential care facility for the 
elderly (RCFE).  The ACS Activation and Deployment Plan (APPENDIX D) has 
also been identified as an emergency resource if the event of an unavoidable 
SNF evacuation. 

• Public Health has actively collaborated with KP Life Care Planning and 
MarinHealth Palliative Care services to address need for advance care 
planning and goals of care conversations, resources and training/supporting 
primary care provider engagement on completion of POLST documents in 
time of COVID. 

• Marin County Public Health hosts weekly meetings with SNF leadership to 
provide situational awareness, to coordinate communication, and to engage 
in advanced planning.  These forums are used to support and reinforce 
implementation of Public Health Officer orders (e.g., mandatory baseline and 
surveillance testing) CDPH guidance (e.g., All Facilities Letters).  Marin County 
Public Health has also provided technical assistance to facilitate completion of 
CDPH’s Coronavirus Disease 2019 (COVID-19) Mitigation Plan development 
and submission.    

 
 

o Skilled nursing facilities (SNF) have >14-day supply of PPE on hand for staff, with 
established process for ongoing procurement from non-state supply chains.  
Please list the names and contacts of all SNFs in the county along with a 
description of the system the county must track PPE availability across SNFs.   

 
To monitor the needs of skilled nursing facilities (SNFs), Marin reviews the supply 
needs of the facilities based on the daily polling reports from the SNFs to the 
California Department of Public Health.  All PPE requests are tracked and recorded 
by the Medical Health Branch in the EOC. Additionally, there are assigned outreach 
teams that interface with the facilities on a regular basis providing education and 
support and to ensure that there are no unmet needs.  Marin also has two calls per 
week attended by the SNFs that are held to provide updates and operation 
information and ensures that there are no unanswered questions or unmet needs. 
 

Skilled Nursing Facility 
(SNF) Name 

SNF Point of 
Contact (POC) 
Name 

SNF Point of Contact (POC) 
Email 

ALDERSLY SKILLED 
NURSING FACILITY-SAN 
RAFAEL 

Samantha 
Dougherty samanthadougherty@aldersly.com 

MARIN CONVALESCENT 
AND REHABILITATION 
HOSPITAL-BELVEDERE 
TIBURON 

Kevin Hogan kevin@marinconvalescent.com 

MARIN POST ACUTE-SAN 
RAFAEL 

Melinda 
Mandviwala 

Melinda.mandviwala@ 
marinpostacute.com 

NORTHGATE POSTACUTE 
CARE-SAN RAFAEL Amanda Moore amanda.moore@reliantmgmt.com 
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NOVATO HEALTHCARE 
CENTER-NOVATO Jesus Camacho Administrator@novatohc.com 

PINE RIDGE CARE CENTER-
SAN RAFAEL Melijoy Adan mpadan@marinerhealthcare.com 

PROFESSIONAL POST 
ACUTE CENTER-SAN 
RAFAEL 

Kristine Pacheco KRISTINE.PACHECO@ 
PROFESSIONALPAC.COM 

SAN RAFAEL HEALTHCARE 
AND WELLNESS CENTER LP-
SAN RAFAEL 

Jesse barrios Administrator@sanrafaelhc.com  

SMITH RANCH SKILLED 
NURSING AND 
REHABILITATION CENTER-
SAN RAFAEL 

Nathan Noe nathannoe@lifegen.net 

SOUTH MARIN HEALTH 
AND WELLNESS CENTER-
GREENBRAE 

Kyle Necke kylen@aspenskilledhealth.com 

THE REDWOODS A 
COMMUNITY OF SENIORS-
MILL VALLEY 

Carolyn Martin, 
Catherine Scott, 
Maggie Takata 

Cmartin@theredwoods.org, 
Scott@theredwoods.org, 
mtakata@theredwoods.org 

THE TAMALPAIS-
GREENBRAE Rob Goerzen rgoerzen@sequoialiving.org 

VILLA MARIN RETIREMENT 
RESIDENCES-SAN RAFAEL Patricia Stephens  Pstephens@villa-marin.com  

 

 
• Sectors and timelines. Please provide details on the county’s plan to move through 

Stage 2.  These details should include which sectors and spaces will be opened, in 
what sequence, on what timeline.  Please specifically indicate where the plan differs 
from the state’s order.  Any sector that is reflective of Stage 3 should not be included 
in this variance because it is not allowed until the State proceeds into Stage 3.  For 
additional details on sectors and spaces included in Stage 2, please see 
https://covid19.ca.gov/industry-guidance/ for sectors open statewide and 
https://covid19.ca.gov/roadmap-counties/ for sectors available to counties with a 
variance. 
 

Marin County’s reopening plan aligns with the State’s reopening plan. Insofar as 
state shelter at home elements are clear in specific sectors or activities that are 
prohibited in the future, Marin County will follow this guidance at the local level. The 
County has moved into Stage 2 at a rate slower than most other counties in the 
State, being mindful of Bay Area specific conditions for reopening.  
 
The County will continue to provide County required protocols for reopening, which 
are currently outlined for businesses as follows: 

1. Verify that business type is authorized to be open or reopen, as outlined in the 
Public Health Order 

2. Download the required Site-Specific Protection Plan (SPP) from the Marin 
Recovers website. 

3. Copy in the approved industry-specific guidance from the Marin Recovers 
website into the Industry/Business Best Practice portion of the SPP 

4. Complete SPP with an assessment of the businesses’ specific worksite 
5. Assign the worksite owner, manager, or employee to implement the SPP 
6. Post completed SPP at major worksite entrances 
7. Train staff according to the content of the SPP 
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8. Post signs noting 5 public health guidelines at each public entrance of each 
worksite, including direction to: 

a. Avoid entering or using the facility if you have COVID-19 symptoms;  
b. Maintain a minimum six-foot distance from one another; 
c. Sneeze and cough into a cloth or tissue or, if not available, into one’s 

elbow; 
d. Wear face coverings, as appropriate; and 
e. Not shake hands or engage in any unnecessary physical contact 

9. Prepare worksite environment and purchase necessary cleaning and PPE 
supplies per the SPP 

10. Reopen 
 
Each phase of reopening Stage 2 businesses is contingent upon their readiness to 
implement and comply with sector-specific guidance.  
 
Proposed Future Openings 
Phase: Start Date: Allowed businesses and industries: 
2g Anticipated 

June 29, 2020 
• Hair and Nail Salons 
• Campgrounds, Hotels, Motels, 

Hospitality (leisure and tourism) 
• Indoor dining 
• Gyms and Fitness studios 

 TBD based on 
data 
surveillance and 
State directives 

• Bars & nightclubs 
• Body art businesses 
• Community centers – indoor 
• Creative businesses 
• Education – K-12 
• Higher education 
• Fairs & festivals 
• Libraries – indoor 
• Massage therapists (non-healthcare) 
• Museums – indoor 
• Personal training services (fewer than 4 

people) 
• Pet-handlers and pet-transports 
• Pet-training services 
• Faith-based organizations – indoor 
• Professional beauty services 
• Salons & spas - all except hair salons 
• Sun-tanning services 
• Theater & symphonies 

 
View the Marin County COVID-19 Recovery Plan online at 
https://marinrecovers.com/documents/marin-county-covid-19-phases-of-recovery/  

 
• Triggers for adjusting modifications.  Please share the county metrics that would serve 

as triggers for either slowing the pace through Stage 2 or tightening modifications, 
including the frequency of measurement and the specific actions triggered by metric 
changes.  Please include your plan, or a summary of your plan, for how the county will 
inform the state of emerging concerns and how it will implement early containment 
measures.   
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We are following a wide range of indicators to describe the local experience of the 
pandemic and to guide strategy. These can be found at: 

• https://coronavirus.marinhhs.org/surveillance  
• https://coronavirus.marinhhs.org/progress  

 
Dashboards include the CDPH county level indicators, Bay Area regional indicators, 
and Marin specific metrics. Strategic decisions in pandemic control, including shelter 
in place, will take into account the totality of indicators. 
 
Any step to move onto a more restrictive shelter in place policy would be made in 
consultation with CDPH. The following metrics, derived from the state watch list 
metrics, to follow as triggers for notifying CDPH and for slowing the pace through 
tightening modifications: 

• Case rate per 100,000 (sum of past 14-days) exceeds 25 and test positivity 
(7-day average) exceeds 8%. 

• % change in 3-day average COVID+ hospitalized patients exceed 20% 
when there are more than 10 patients hospitalized 

• % of ICU beds currently available is less than 20%. 
 
In addition, we developed with other Bay Area counties a set of indicators that we 
have been tracking to ensure we are prepared to detect, manage, and mitigate 
any surge in cases in our county: 
 
Indicators:  

1. The total number of cases in the community is flat or decreasing, and the 
number of hospitalized patients with covid-19 is flat or decreasing 

2. We have sufficient hospital capacity to meet the needs of our residents 
3. Sufficient covid-19 viral detection tests are being conducted each day 
4. We have sufficient case investigation, contact tracing, and 

isolation/quarantine capacity 
5. We have at least a 30-day supply of personal protective equipment (ppe) 

available for all healthcare providers 
 

 
• COVID-19 Containment Plan 
Please provide your county COVID-19 containment plan or describe your strategy to 
create a COVID-19 containment plan with a timeline.  
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The County of Marin activated its Emergency Operations Center on March 3, 2020. 
Each operational period (typically 24 hours, Monday through Friday and 48 hours on 
Saturday/Sunday) has an Emergency Action Plan that identifies priorities, objectives, 
activities and staffing needs (see APPENDIX F: Sample Emergency Operations 
Center Action Plan (EAP)).  
 

The Emergency Action Plan serves as the County’s COVID-19 containment plan 
Insofar as it represents the daily operations and short- and long-term planning 
occurring within the EOC, related to management of COVID-19 in the County. The 
document is complete; however, it is subject to change on a regular basis due to the 
adaptive management required during an emergency event. 
 
The Emergency Action Plan was developed and is modified as necessary based on 
input and collaboration with stakeholders across the County of Marin. The list of 
Stakeholders includes: 

• County of Marin Board of Supervisors 
• All Cities, Towns and Special Districts of Marin 
• Marin Health Medical Center 
• Kaiser Permanente San Rafael 
• Sutter Novato Community Hospital 
• Kentfield Rehabilitation Hospital 
• St Vincent de Paul Society of Marin 
• Marin Community Clinic 
• Marin City Health and Wellness Clinic 
• Ritter Center San Rafael 
• Coastal Health Alliance 
• Canal Alliance 
• Marin Senior Coordinating Council, dba Whistlestop 
• Marin County Office of Education 
• Marin Recovers Industry Group 
• MCIL 
• Chambers of Commerce of all 12 Cities, Towns and jurisdictions of Marin 
• All Skilled Nursing Facilities and Residential Care Facilities for the Elderly of Marin 

While not exhaustive, the following areas and questions are important to address in any 
containment plan and may be used for guidance in the plan’s development. This 
containment plan should be developed by the local health officer in conjunction with 
the hospitals and health systems in the jurisdiction, as well as input from a broad range of 
county stakeholders, including the County Board of Supervisors. Under each of the areas 
below, please indicate how your plan addresses the relevant area. If your plan has not 
yet been developed or does not include details on the areas below, please describe 
how you will develop that plan and your timeline for completing it.  

 
Testing 

• Is there a plan to increase testing to the recommended daily capacity of 2 per 1000 
residents?  

• Is the average percentage of positive tests over the past 7 days <8% and stable or 
declining? 

• Have specimen collection locations been identified that ensure access for all 
residents?  

• Have contracts/relationships been established with specimen processing labs? 
• Is there a plan for community surveillance?   
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Is there a plan to increase testing to the recommended daily capacity of 2 per 1000 
residents?  
For Marin County, this corresponds to approximately 520 tests daily. At the current 
testing rate, this goal is achieved most days.  Expanding beyond this is important as we 
see hot spots of transmission at the neighborhood level, and we are increasing mobile 
testing capacity through public and private partnerships.  
 
Is the average percentage of positive tests over the past 7 days <8% and stable or 
declining?  
Yes, the percent positive remains below 8 percent. See figure of percent positives over 
time on page 5 above.    
 
Have specimen collection locations been identified that ensure access for all 
residents?  
All residents have access to testing within 45 minutes’ drive of their home. 99 percent 
have access with 30 minutes. Testing in low income, high incidence areas is designed 
to be available for walk-up access. 
 
Have contracts/relationships been established with specimen processing labs? 
Public health testing is processed through agreements with three laboratories: The 
CDPH Viral and Ricketsial Disease Laboratory (VRDL) in Richmond, Napa Solano Marin 
Yolo Regional Public Health Laboratory in Fairfield, and University of California San 
Francisco based BioHub. Testing among the clinical providers countywide occurs in 
facility level-technologies (e.g. Cepheid, Abbott) as well as usual private contracts 
(e.g. Quest, LabCorp.) To meet surges in demand, resources are sometimes shared 
through partnership and informal agreements.  
 
Is there a plan for community surveillance?   
See above surveillance systems in place. All county residents who work in public facing 
essential roles have been encouraged to be tested up to monthly, through the public 
health testing sites referenced above, or their healthcare provider if resources allow.  
At the community level, targeted testing in high incidence areas provides valuable 
surveillance data regarding the characteristics of cases, including age, gender 
occupation, and living conditions. On June 10, Marin County Public Health Officer 
issued an order to Skilled Nursing Facilities and Residential Care Facilities to test all staff 
monthly. In addition, the mobile testing unit visits higher risk workplaces for staff wide 
testing on a rotating basis. In addition, we have entered into research agreements 
with CDPH for community surveillance, as well as UCSF for whole genome sequencing 
to identify and describe specific patterns of transmission within our community. 
Additionally, see APPENDIX C: CDPH COVID-19 Community Sentinel Surveillance 
Protocol 
 
Additional information in testing section above 

 

Contact Tracing 
 

• How many staff are currently trained and available to do contact tracing?  
• Are these staff reflective of community racial, ethnic and linguistic diversity?  
• Is there a plan to expand contact tracing staff to the recommended levels to 

accommodate a three-fold increase in COVID-19 cases, presuming that each case 
has ten close contacts? 
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• Is there a plan for supportive isolation for low income individuals who may not have a 
safe way to isolate or who may have significant economic challenges as a result of 
isolation?   
  

How many staff are currently trained and available to do contact tracing?  
Marin County Public Health currently has 41 contact tracing staff which meets the 
state guidance of 15 staff per 100,000 (37.5 for Marin’s population of 250,000) and 
expects to have a total of 50 on board in the near term once we have completed 
the transition to CA Connect contact tracing software.   
 

See APPENDIX D: COVID-19 Case and Contact Investigation Unit Variance Attestation 
for a more detailed Contact Tracing Plan 
 
Are these staff reflective of community racial, ethnic and linguistic diversity?  
See above.  
 
Is there a plan to expand contact tracing staff to the recommended levels to 
accommodate a three-fold increase in COVID-19 cases, presuming that each case 
has ten close contacts?  
Marin County Public Health is now recruiting 15 full time bilingual public health 
investigators to strengthen contact tracing capacity prior to a surge.  Marin County 
Public Health has also increased recruitment of Marin Medical Reserve Corps (MMRC).  
We have a pool of more than 100 licensed health care volunteers who have 
expressed readiness to be trained and deployed for contact tracing.  Marin County 
Public Health has also established plans with College of Marin and Dominican 
University to offer field-based contact tracing courses to students (estimated 80 
students per semester).  Students will complete the Johns Hopkins University’s COVID-19 
Contact Tracing course and then be onboarded into the contact tracing team to 
complete their coursework.  Marin County Public Health also leads the Community 
Academic Practice Alliance (CAPA), which provides clinical placements for student 
nurses.  Student nurses place in Public Health will join the contact tracing team.  Lastly, 
if additional contact tracers needed, the EOC Public Health branch would request 
activation of disaster service workers to meet unanticipated contact tracing needs.   
 
Is there a plan for supportive isolation for low income individuals who may not have a 
safe way to isolate or who may have significant economic challenges as a result of 
isolation?   
See hotel plan in Containment Policy section above 
 

 
Living and Working in Congregate Settings 

• How many congregate care facilities, of what types, are in the county? 
• How many correctional facilities, of what size, are in the county?  
• How many homelessness shelters are in the county and what is their capacity? 
• What is the COVID-19 case rate at each of these facilities?  
• Is there a plan to track and notify local public health of COVID-19 case rate within 

local correctional facilities, and to notify any receiving facilities upon the transfer of 
individuals?  

• Do facilities have the ability to adequately and safely isolate COVID-19 positive 
individuals? 

• Do facilities have the ability to safely quarantine individuals who have been exposed?  
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• Is there sufficient testing capacity to conduct a thorough outbreak investigation at 
each of these facilities?   

• Do long-term care facilities have sufficient PPE for staff, and do these facilities have 
access to suppliers for ongoing PPE needs?  

• Do facilities have policies and protocols to appropriately train the workforce in 
infection prevention and control procedures? 

• Does the workforce have access to locations to safely isolate? 
• Do these facilities (particularly skilled nursing facilities) have access to staffing 

agencies if and when staff shortages related to COVID-19 occur?  
 

Congregate Care Facilities in Marin County 
Marin County has approximately 95 congregate care facilities including skilled nursing, 
independent living, residential care, other group living and intermediate care facilities 
with a total approximate of 3,250 beds. Specifically, Marin has 13 licensed skilled 
nursing facilities with total bed capacity of 993.  
 
For details on SNFs and shelters and the County’s Containment Plan for these facilities, 
please see responses under Containment Capacity and Vulnerable Populations 
above.  
 
Correctional facilities in Marin County: 
The County of Marin has two detention facilities within the County, one serving male 
and female adult offenders and one for juvenile offenders. Both facilities receive 
health services from the Marin County Public Health and Human Services medical 
staff. Jail and Juvenile Hall administrators are in direct communication with public 
health staff to ensure appropriate reporting, testing, and tracking of any suspected or 
confirmed cases. The County Jail has released certain inmates to reduce jail 
population as part of a mitigation effort. Juvenile Hall has the capacity to house 40 
juveniles and is currently holding 8 individuals. The County Jail facility has the capacity 
to house 376 inmates and has a current population of 119. Both the County Jail and 
the Juvenile Hall facilities have the ability to adequately and safely isolate individuals 
who test positive for COVID-19 but do not require hospitalization. There are protocols in 
place at both facilities requiring all incoming offenders to be isolated in individual cells 
for 10-14 days. As of the date of this submission, neither the Marin County Jail or 
Juvenile detention facilities had any positive COVID-19 cases within their staff or 
inmate population. A mobile testing team is assembled and available to deploy to 
these detention facilities as requested by facility managers or by the Public Health 
team.   
 
In addition to the correctional facilities listed above, Marin County is also home to San 
Quentin State Prison which is operated and managed by the California Department of 
Corrections and Rehabilitation. Approximate inmate census is 3600. An outbreak 
began in this facility in early June, and as of June 15, 2020, San Quentin has 26 active 
cases of COVID-19 that the facility is managing. 
   
 

 

Protecting the Vulnerable 
 

• Do resources and interventions intentionally address inequities within these 
populations being prioritized (i.e. deployment of PPE, testing, etc.)? 
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• Are older Californians, people with disabilities, and people with underlying health 
conditions at greater risk of serious illness, who are living in their own homes, supported 
so they can continue appropriate physical distancing and maintain wellbeing (i.e. 
food supports, telehealth, social connections, in home services, etc.)? 

 
Our county’s efforts to identify and meet the needs of vulnerable populations builds on 
lessons learned and partnerships forged from past incidents that disproportionately 
affected low-income residents, communities of color, and older adults in Marin 
County.  Since the 2017 wildfires, the County of Marin has actively partnered with 
Marin Voluntary Organizations Active in Disaster (Marin VOAD), Marin County Office of 
Education (MCOE), Marin Center for Independent Living (MCIL), Aging Action Initiative 
(AAI) and many other community-based organizations, including AFN stakeholders, to 
identify and address gaps in readiness and resources countywide.   
 
The County of Marin partnered with Marin Community Foundation and the Marin 
Health Care District to provide additional funding to support vulnerable populations, 
including mobile testing and rental assistance.  The Emergency Operations Center and 
Care & Shelter branch has coordinated with Marin Health and Human Services (Marin 
HHS) to develop a comprehensive communitywide approach to deploy resources 
and increase access to public benefits for residents disproportionately affected by 
COVID-19.  This includes expanded services for persons experiencing homelessness, 
community mask distributions, implementation of rental assistance programs, the 
Great Plates Delivered Program, expansion of food pantry and delivery programs 
among other efforts.   
 
Marin County Public Health has developed and implemented a data-driven, equity-
focused emergency response plan that built on Marin HHS’ Strategic Plan to Achieve 
and Wellness Equity Plan.  Marin County Public Health led the state in collecting socio-
demographic testing data to identify inequities in testing access.  This data informed 
the deployment of county testing resources to Marin City and the Canal area of San 
Rafael.   
 
When COVID transmission shifted to under-resourced communities of colors, the 
County of Marin engaged and funded trusted community partners to deploy 
additional resources including culturally-responsive and inclusive outreach and 
education, testing, income replacement, quarantine resources, and care navigation.  
For example, Marin County’s Public Health Emergency Preparedness Program is 
funding Canal Alliance, Performing Stars, North Marin Community Services and San 
Geronimo Valley Community Center to provide additional outreach and support for 
COVID-positive residents.   
 
Finally, Marin HHS is contracting with Devi Partners to develop a countywide COVID-19 
outbreak management plan based on Marin County Public Health’s outbreak 
response to the Canal area of San Rafael.  This work will be included in our updated 
Infectious Disease Emergency Response Plan. 
 

 
Acute Care Surge 
 

• Is there daily tracking of hospital capacity including COVID-19 cases, hospital census, 
ICU census, ventilator availability, staffing and surge capacity?  
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• Are hospitals relying on county MHOAC for PPE, or are supply chains sufficient?   
• Are hospitals testing all patients prior to admission to the hospital?   
• Do hospitals have a plan for tracking and addressing occupational exposure?  

 
 

Is there daily tracking of hospital capacity including COVID-19 cases, hospital census, 
ICU census, ventilator availability, staffing and surge capacity? 
See Hospital Capacity section above 
 
Are hospitals relying on county MHOAC for PPE, or are supply chains sufficient?  
Receiving hospitals are not relying on the MHOAC for PPE.  
 
Are hospitals testing all patients prior to admission to the hospital?  
All three of Marin’s receiving hospitals test patients prior to admission. Two of the three 
test all patients while the third hospital have a protocol for testing patients when 
appropriate.   
 
Do hospitals have a plan for tracking and addressing occupational exposure?  
Yes, all Marin receiving hospitals have robust occupational exposure protocols to 
address COVID exposures. Plans include meticulous tracking of who was in contact 
with each patient and dedicated contact tracing teams to follow up. 
 
See also APPENDIX E: ACS Activation and Deployment Plan 
 

 

Essential Workers 
 

• How many essential workplaces are in the county?  
• What guidance have you provided to your essential workplaces to ensure employees 

and customers are safe in accordance with state/county guidance for modifications? 
• Do essential workplaces have access to key supplies like hand sanitizer, disinfectant 

and cleaning supplies, as well as relevant protective equipment?  
• Is there a testing plan for essential workers who are sick or symptomatic?  

Is there a plan for supportive quarantine/isolation for essential workers? 
 

How many essential workplaces are in the county?  
 
We no longer define workplaces as essential versus non-essential. We support all 
workplaces to operate safely.  
 
What guidance have you provided to your essential workplaces to ensure employees 
and customers are safe in accordance with state/county guidance for modifications?  
 

See the APPENDIX A: COVID-19 Site-Specific Protection 
, put in place for all workplaces, defining safety measures and establishing county 
wide standards for customers and staff.  
 
Do essential workplaces have access to key supplies like hand sanitizer, disinfectant 
and cleaning supplies, as well as relevant protective equipment?  
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Yes, as described in the Protection of Stage 1 Essential Workers section above.  
 
Is there a testing plan for essential workers who are sick or symptomatic? 
  
See Testing section above. Briefly, mobile testing is conducted by Public Health for all 
employees at worksites where cases have been identified. In addition, free testing is 
available to workers 6 days per week at two sites through an online self-registration 
process, as described in testing section above.    
 
Is there a plan for supportive quarantine/isolation for essential workers? 
  
See Contact Investigations section above. Briefly, Contact Investigators and Case 
managers support workers who are COVID positive to either safely isolate within their 
place of residence, or move into one of the locations set aside for this purpose as 
described above. Isolation and quarantine needs are defined, and cases are tied to 
available resources on a case by case basis, to match the particular needs of 
impacted individuals and families.  
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Special Considerations 
 

• Are there industries in the county that deserve special consideration in terms of 
mitigating the risk of COVID-19 transmission, e.g. agriculture or manufacturing? 

• Are there industries in the county that make it more feasible for the county to increase 
the pace through Stage 2, e.g. technology companies or other companies that have 
a high percentage of workers who can telework?  
 
See testing and surveillance strategy section above. We collect occupation data at 
testing sites, and find differential case rates between different sectors. (See table 
above). We use this information to target sectors for more proactive outreach, 
education, resource support, and testing.   
 
The largest employers in Marin County have a significant office-based workforce, and 
this offers an opportunity for a larger fraction of our community to remain employed 
while working from home.    

 
Community Engagement 
 

• Has the county engaged with its cities? 
• Which key county stakeholders should be a part of formulating and implementing the 

proposed variance plan?  
• Have virtual community forums been held to solicit input into the variance plan?  
• Is community engagement reflective of the racial, ethnic, and linguistic diversity of 

the community?  

The County of Marin engaged with cities/towns and community/business stakeholders 
to develop a reopening plan for the community. See APPENDIX G: Marin Recovers 
Reopening Plan. 
 
The County Public Health Officer has weekly meetings with Marin’s city/town 
managers and nightly Situation Reports are sent out to operational area partners 
including city/town, fire, law, school district and other agency representatives.  
 
The County of Marin Public Information Office shares information with the community 
via social media, nightly status update reports and daily videos (including Spanish 
language videos). The County status updates (and videos, as part of those status 
updates) are sent out to a subscriber list of 12,000+ and shared on the County’s 
website, on Facebook, Twitter, and sent out to all subscribers on Nextdoor.com, 
among other networks.  
 
County Public Health Videos: https://www.youtube.com/playlist?list=PLEJhSDW-n-
8nqgP2DkvOF872IgO_OLWhP  
 
County Public Health Daily Updates: https://coronavirus.marinhhs.org/updates  
 
 

Relationship to Surrounding Counties 

• Are surrounding counties experiencing increasing, decreasing or stable case rates?  
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• Are surrounding counties also planning to increase the pace through Stage 2 of 
California’s roadmap to modify the Stay-at-Home order, and if so, on what timeline?  
How are you coordinating with these counties?  

• What systems or plans are in place to coordinate with surrounding counties (e.g. 
health care coalitions, shared EOCs, other communication, etc.) to share situational 
awareness and other emergent issues. 

• How will increased regional and state travel impact the county’s ability to test, isolate, 
and contact trace?   

Are surrounding counties experiencing increasing, decreasing or stable case rates?  
Case rates are increasing regionally.  
 
Are surrounding counties also planning to increase the pace through Stage 2 of 
California’s roadmap to modify the Stay-at-Home order, and if so, on what timeline?  
How are you coordinating with these counties? What systems or plans are in place to 
coordinate with surrounding counties (e.g. health care coalitions, shared EOCs, other 
communication, etc.) to share situational awareness and other emergent issues. 
 
Marin County is part of two regional collaboratives for COVID-19 response. The 
Association of Bay Area Health Officers (ABAHO) for the greater Bay Area, and the 
smaller, six counties (Santa Clara, San Mateo, San Francisco, Alameda, Contra Costa, 
Marin) coalition that joined for the initial Shelter in Place Order. Since mid-March, these 
counties have been moving forward in a coordinated fashion based on regular 
communication, data sharing and pooled expertise. Wherever possible, policies are 
aligned to acknowledge the reality of a shared population across the region, where 
travel and employment across county borders are common.  All are moving forward 
through Stage 2. A shared set of indicators have been defined for the six Bay Area 
counties (https://coronavirus.marinhhs.org/progress). The ABAHO group meets twice 
weekly during the COVID-19 response to address regional challenge and refine 
strategies.   
 
How will increased regional and state travel impact the county’s ability to test, isolate, 
and contact trace?   
Increased travel will increase risk of COVID-19 transmission state-wide, and in Marin. 
The CalRedie statewide COVID-19 case reporting system facilitates inter-county 
coordination of case allocation and tracking between jurisdictions.  
 

In addition to your county’s COVID-19 VARIANCE ATTESTATION FORM, please include: 
• Letter of support from the County Board of Supervisors 
• Letter of support from the local hospitals or health care systems.  In the event that the 

county does not have a hospital or health care system within its jurisdiction, a letter of 
support from the relevant regional health system(s) is also acceptable.  

• County Plan for moving through Stage 2 
 
All documents should be emailed to Jake Hanson at Jake.Hanson@cdph.ca.gov. 
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APPENDIX A: COVID-19 Site-Specific Protection 
Posted: https://marinrecovers.com/documents/covid-19-site-specific-protection-plan-spp/  
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APPENDIX B:   Sample Sector Guidelines – Small 
Commercial 
Marin Health Order effective May 4, 2020 Appendix B-1 

Small Construction Project Safety Protocol 
1. Any construction project meeting any of the following specifications is subject to this Small 

Construction Project Safety Protocol (“SCP Protocol”), including public works projects unless otherwise 
specified by the Health Officer: 
 

a. For residential projects, any single-family, multi-family, senior, student, or other residential 
construction, renovation, or remodel project consisting of 10 units or less.  This SCP Protocol 
does not apply to construction projects where a person is performing construction on their 
current residence either alone or solely with members of their own household. 

b. For commercial projects, any construction, renovation, or tenant improvement project 
consisting of 20,000 square feet of floor area or less. 

c. For mixed-use projects, any project that meets both of the specifications in subsection 1.a and 
1.b. 

d. All other construction projects not subject to the Large Construction Project Safety Protocol 
set forth in Appendix B-2. 

2. The following restrictions and requirements must be in place at all construction job sites subject to 
this SCP Protocol: 
 

a. Comply with all applicable and current laws and regulations including but not limited to OSHA 
and Cal-OSHA. If there is any conflict, difference, or discrepancy between or among applicable 
laws and regulations and/or this SCP Protocol, the stricter standard shall apply. 

b. Designate a site-specific COVID-19 supervisor or supervisors to enforce this guidance. A 
designated COVID-19 supervisor must be present on the construction site at all times during 
construction activities. A COVID-19 supervisor may be an on-site worker who is designated to 
serve in this role. 

c. The COVID-19 supervisor must review this SCP Protocol with all workers and visitors to the 
construction site. 

d. Establish a daily screening protocol for arriving staff to ensure that potentially infected staff 
do not enter the construction site. If workers leave the jobsite and return the same day, 
establish a cleaning and decontamination protocol prior to entry and exit of the jobsite. Post 
the daily screening protocol at all entrances and exits to the jobsite.  More information on 
screening can be found online at: https://www.cdc.gov/coronavirus/2019-
ncov/community/index.html 

e. Practice social distancing by maintaining a minimum six-foot distance between workers at all 
times, except as strictly necessary to carry out a task associated with the construction project. 

f. Where construction work occurs within an occupied residential unit, separate work areas 
must be sealed off from the remainder of the unit with physical barriers such as plastic 
sheeting or closed doors sealed with tape to the extent feasible. If possible, workers must 
access the work area from an alternative entry/exit door to the entry/exit door used by 
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residents. Available windows and exhaust fans must be used to ventilate the work area. If 
residents have access to the work area between workdays, the work area must be cleaned 
and sanitized at the beginning and at the end of workdays. Every effort must be taken to 
minimize contact between workers and residents, including maintaining a minimum of six feet 
of social distancing at all times. 

g. Where construction work occurs within common areas of an occupied residential or 
commercial building or a mixed-use building in use by on-site employees or residents, 
separate work areas must be sealed off from the rest of the common areas with physical 
barriers such as plastic sheeting or closed doors sealed with tape to the extent feasible. If 
possible, workers must access the work area from an alternative building entry/exit door to 
the building entry/exit door used by residents or other users of the building. Every effort must 
be taken to minimize contact between worker and building residents and users, including 
maintaining a minimum of six feet of social distancing at all times. 

h. Prohibit gatherings of any size on the jobsite, including gatherings for breaks or eating, except 
for meetings regarding compliance with this protocol or as strictly necessary to carry out a 
task associated with the construction project. 

i. Cal-OSHA requires employers to provide water, which should be provided in single-serve 
containers. Sharing of any of any food or beverage is strictly prohibited and if sharing is 
observed, the worker must be sent home for the day. 

j. Provide personal protective equipment (PPE) specifically for use in construction, including 
gloves, goggles, face shields, and face coverings as appropriate for the activity being 
performed.  At no time may a contractor secure or use medical-grade PPE unless required due 
to the medical nature of a jobsite. Face coverings must be worn in compliance with the Health 
Officer Order Generally Requiring Members of the Public and Workers to Wear Face 
Coverings, dated April 17, 2020, or any subsequently issued or amended order. 

k. Strictly control “choke points” and “high-risk areas” where workers are unable to maintain six-
foot social distancing and prohibit or limit use to ensure that six-foot distance can easily be 
maintained between individuals. 

l. Minimize interactions and maintain social distancing with all site visitors, including delivery 
workers, design professional and other project consultants, government agency 
representatives, including building and fire inspectors, and residents at residential 
construction sites. 

m. Stagger trades as necessary to reduce density and allow for easy maintenance of minimum six-
foot separation. 

n. Discourage workers from using others’ desks, work tools, and equipment. If more than one 
worker uses these items, the items must be cleaned and disinfected with disinfectants that 
are effective against COVID-19 in between use by each new worker. Prohibit sharing of PPE. 

o. If hand washing facilities are not available at the jobsite, place portable wash stations or hand 
sanitizers that are effective against COVID-19 at entrances to the jobsite and in multiple 
locations dispersed throughout the jobsite as warranted. 

p. Clean and sanitize any hand washing facilities, portable wash stations, jobsite restroom areas, 
or other enclosed spaces daily with disinfectants that are effective against COVID-19. 
Frequently clean and disinfect all high touch areas, including entry and exit areas, high traffic 
areas, rest rooms, hand washing areas, high touch surfaces, tools, and equipment 

q. Maintain a daily attendance log of all workers and visitors that includes contact information, 
including name, phone number, address, and email. 
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r. Post a notice in an area visible to all workers and visitors instructing workers and visitors to do 
the following: 
 

i. Do not touch your face with unwashed hands or with gloves. 

ii. Frequently wash your hands with soap and water for at least 20 seconds or use hand 
sanitizer with at least 60% alcohol. 

iii. Clean and disinfect frequently touched objects and surfaces such as work stations, 
keyboards, telephones, handrails, machines, shared tools, elevator control buttons, 
and doorknobs. 

iv. Cover your mouth and nose when coughing or sneezing, or cough or sneeze into the 
crook of your arm at your elbow/sleeve. 

v. Do not enter the jobsite if you have a fever, cough, or other COVID-19 symptoms. If 
you feel sick, or have been exposed to anyone who is sick, stay at home. 

vi. Constantly observe your work distances in relation to other staff.  Maintain the 
recommended minimum six feet at all times when not wearing the necessary PPE for 
working in close proximity to another person. 

vii. Do not carpool to and from the jobsite with anyone except members of your own 
household unit, or as necessary for workers who have no alternative means of 
transportation. 

viii. Do not share phones or PPE. 

 



APPENDIX C: CDPH COVID-19 Community Sentinel 
Surveillance Protocol 
 

California Department of Public Health 
COVID-19 Community Sentinel Surveillance 

Background  

Since the emergence of coronavirus disease 2019 (COVID-19) in California in January 2020, the 
California Department of Public Health (CDPH) and local public health partners have been tracking 
and monitoring COVID-19 cases in California and have implemented containment and mitigation 
efforts. Due to limitations on supplies for specimen collection (e.g., swabs, media), laboratory testing 
(e.g., test kits and reagents), and personal protective equipment [PPE], the diagnosis of COVID-19, 
as of April 2020, has focused primarily on people who have traveled to countries first impacted by the 
disease (e.g., China), have been a close contact of a confirmed case, or have had severe disease 
requiring hospitalization. These limitations have inhibited the ability of public health to estimate 
background disease prevalence, particularly among people with mild disease who may add to 
identified cases to represent how much COVID-19 is within the community and are an important 
group to help estimate true burden of disease. Estimates of disease prevalence among people who 
are mildly ill requiring outpatient care (i.e., urgent care, ER, drive-through testing) and with likely 
community transmission help public health make informed decisions about prevention and control of 
COVID-19, including measures such as social distancing. 

In our first phase of community surveillance which was unfunded, two counties in California were able 
to implement surveillance, Santa Clara and Los Angeles. During March 5-14, 2020, Santa Clara 
County public health worked with local clinicians to conduct SARS-CoV-2 PCR testing on specimens 
from 79 patients who presented to urgent care with respiratory symptoms and who tested negative for 
influenza.1 Of the 79 patients, 9 (11%) tested positive for SARS-CoV-2, helping to confirm community 
transmission in the county. Results of this analysis influenced in-county community mitigation 
strategies including canceling of mass gatherings and shelter-in-place orders. Independent from the 
CDC and CDPH-led community surveillance efforts, the Los Angeles County + University of Southern 
California Medical Center and the Los Angeles County Department of Public Health conducted 
sentinel community surveillance between March 12-13 and 15-16 and found that 7/131 (5.3%) 
specimens tested positive for SARS-CoV-2.2 Of note, the Santa Clara surveillance project only tested 
influenza negative specimens for SARS-CoV-2, whereas the Los Angeles surveillance tested 
specimens for SARS-CoV-2 regardless of influenza results. 

As community transmission of COVID-19 increases in California, sentinel community surveillance is 
essential to estimate disease prevalence over time, throughout the state, and among key groups 
(e.g., demographic groups at high risk for infection) in order to inform containment, mitigation and 
prevention measures, which may vary depending on regional COVID-19 epidemiology.  Therefore, 
CDPH and several California local health departments (LHDs) are working with the U.S. 
Centers for Disease Control and Prevention (CDC) to initiate sentinel community surveillance 
for COVID-19. Los Angeles County will be independently implementing their own sentinel community 
surveillance for COVID-19, and their methods will be coordinated with CDPH.  

 Detecting community transmission by testing individuals with mild outpatient illness and 
understanding who those people are (e.g., by age groups, demographics, etc.) is critical for shaping 
response activities including testing criteria, quarantine guidance, investigation protocols, and 
additional public health preparedness measures. Most critically, data from this surveillance will guide 
decisions based on the effectiveness of implemented mitigation strategies (e.g., shelter-in-place 



CDPH COVID-19 VARIANCE ATTESTATION FORM 
 

49 

orders) and how public health can most effectively utilize mitigation and containment strategies 
moving forward.  

Objective  

To conduct SARS-CoV-2 PCR and respiratory viral panel (RVP) testing of respiratory specimens from 
a convenience sample of patients who (a) visit select outpatient healthcare facilities located in one of 
the community sentinel surveillance local health jurisdictions (LHJs) (b) meet the clinical criteria 
based on the Council of State and Territorial Epidemiologists (CSTE) interim case definition for 
COVID-193, and define who these people are in terms of age, demographics and occupation. Unlike 
typical surveillance activities, individual patients who test positive or inconclusive for COVID-19 will be 
notified of their test result and followed up with accordingly. In addition, it is important to gather 
denominator information, including estimates of population served, number of weekly visits to the 
healthcare facility, number of patients who met clinical criteria, and the number with specimens 
collected and tested, overall and by age group.  

Methods 

Identifying Sentinel Outpatient Facility Sites  

Participating LHDs should select one or more outpatient healthcare facility or mobile non-clinician 
directed testing sites (e.g., urgent care, emergency room, drive-through testing, pop-up clinic) located 
within their LHJ from which a total of 10-50 specimens per week can be submitted for SARS-CoV-2 
PCR and RVP testing. Ideally, LHDs will collect patient data and specimens from a total of ~50 
patients per week across all enrolled facilities in their LHJ. LHDs can enroll >50 patients per week; 
however, if RVP testing will be done at the CDPH Viral and Rickettsial Disease Laboratory (VRDL) 
and not the local public laboratory, then the VRDL can only receive a maximum of 50 specimens per 
week per LHJ due to resource constraints.  

Both adult and pediatric patients should be represented in weekly LHJ data, but individual healthcare 
sites do not need to see both adult and pediatric patients (i.e., LHDs could choose one adult and one 
pediatric site). LHDs can weigh more towards adult patients if a denominator is available among all 
people tested.  

Other factors to consider when selecting a site include: 

• Meet minimum weekly volume of patients with symptom criteria for testing (10-50/week) 
• Established ongoing relationship between LHD and the healthcare facility site or previous 

experience with the site as a reliable study or surveillance partner  
• If possible, LHDs may choose to select a healthcare facility site where the LHD has easy 

access to the site medical records 
• Sites physically near LHD may help for specimen pick up or drop off each week, eliminating 

shipping costs   
• Sites that represent the diversity and breadth of the LHJ population (e.g., demographics, 

socioeconomic factors, vulnerable populations) 
• Sites that serve sub-populations that may be at higher risk for contracting and transmitting 

COVID-19 or developing severe disease such as populations who: 
 

o Live in congregate settings: Workers and residents of correctional facilities, long-term 
care or skilled nursing facilities, and on-campus university housing 

o Do not or cannot routinely and easily access the healthcare system: Persons 
experiencing homelessness, persons living in highly rural, isolated areas, certain 
immigrant populations, or people who might not otherwise get tested (i.e., testing 
deserts) 

o Cannot abide by shelter-in-place or other mitigation orders: Essential workers (e.g., 
healthcare workers [inpatient, ambulatory care, dentistry, etc.], delivery or grocery 
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store workers), workers unable to telework, populations with high proportions of 
persons of lower socioeconomic status who may be financially unable to forgo work 

o Are at higher risk of severe disease: Elderly populations, populations at medical risk 
(e.g., chronic lung disease, severe asthma, heart conditions, immunocompromised, 
severe obesity, diabetes, chronic kidney disease undergoing dialysis, or liver disease) 

 

Eligible Patients  

Patient eligibility includes:  

- Visit one of the selected healthcare facilities, and  
- Meet the clinical criteria below. Listed symptoms should be new or worsening (i.e., exclude 

patients who chronically have these symptoms due to long-term comorbid conditions): 
 

o At least two of the following symptoms (if patient is non-verbal [e.g. infant] 
at least one of the following is sufficient):  
 Fever (measured or subjective) 
 Cough 
 Shortness of breath or difficulty breathing 
 Chills or rigors 
 Myalgia 
 Headache 
 Sore throat 
 New olfactory and taste disorder(s)  

 
- Have been notified about SARS-CoV-2 either verbally or in writing 

 

Collection, Shipping, and Testing of Specimens  

Participating healthcare facility sites will prospectively obtain respiratory specimens collected from 
patients who meet the above eligibility criteria using specimen collection and handling protocols 
recommended by current CDC guidance for SARS-CoV-2.3 If more than one specimen type is 
collected, the specimens should be combined to maximize the number of patients that can be tested. 
For example, combine nasopharyngeal (NP) swab with oropharyngeal (OP) swab into one tube of 
viral transport medium if both specimen types are collected. 

It is recommended that each healthcare facility identify 1-2 healthcare providers who are willing to 
collect respiratory specimens, have knowledge of epidemiologic studies, and are available during the 
3-6-month or longer surveillance period. Each healthcare facility and provider can determine the 
dates and times of data collection each week. Participating healthcare providers will need to collect 
specimens while wearing all recommended PPE.  

Clinical specimens from patients should have RVP and FDA-authorized SARS-CoV-2 molecular 
assay testing performed, ideally by a state or local public health laboratory. Respiratory specimens 
should be transported in accordance with CDC guidance.3 

If the local PHL will send specimens to the CDPH VRDL for SARS-CoV-2 and/or RVP testing, CDPH 
can accept a maximum of 50 specimens per week per jurisdiction and they should submit the 
following test requisition form to be completed electronically (using a computer):  

https://www.cdph.ca.gov/Programs/CID/DCDC/CDPH%20Document%20Library/VRDL_General_Pur
pose_Specimen_Submittal_Form.pdf  
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Once the form is completed on the computer, please print it out and include ONE completed form for 
EACH specimen submitted. If you have several specimens to submit to the VRDL, please contact the 
VRDL at 510-307-8585 and request a group file accessioning form. 

If the local PHL will perform SARS-CoV-2 testing but will not perform a full RVP (e.g. no testing for 
other respiratory viruses, only influenza testing, etc.), the local PHL can send a split of the original 
specimen (at least 1mL) to the VRDL for all or some RVP testing. Please complete a submittal form 
or group file accessioning form as described above.  

Any questions about submitting specimens to the VRDL can be sent to VRDL.Mail@cdph.ca.gov or 
phoned to 510-307-8585. 

The VRDL RVP includes the following respiratory viral pathogens through a single-plex wet assay: 
 
 

VRDL Resp PCR panel 
1 Flu A 
2 Flu A H1 
3 Flu A H3 
4 Flu B 
5 Flu B Yamagata 
6 Flu B Victoria 
5 RSV 
6 Adenovirus 
7 Human Metapneumovirus 
8 Parainfluenza Type 1 
9 Parainfluenza Type 2 

10 Parainfluenza Type 3 
11 Parainfluenza Type 4 
12 Human Coronavirus NL63 
13 Human Coronavirus 229E 
14 Human Coronavirus OC43 
15 Human Coronavirus HKU1 
16 Enterovirus 
17 Rhinovirus 
18 Mycoplasma (bacterium) 

 

Patient-level Data Collection and Transmission 

For each patient, collected data should include demographics, contact information, address, 
occupation, exposure and travel history, symptoms, onset date, specimen collection details, and 
results, as listed in Table 1. The provided data collection tool template (Appendix A) and patient 
intake form (Appendix B) can be customized and used by the healthcare facility or LHD, if helpful. 
Sites are not required to use these forms; however, data elements should be collected in the formats 
shown in these forms (e.g. response options to each question).  

Per established electronic laboratory reporting (ELR) protocols for COVID-19, positive and negative 
SARS-CoV-2 results will come into the CalREDIE Disease Incident Staging Area (DISA) for either 
“Novel Coronavirus 2019 (nCov-2019)” or “Coronavirus disease 2019 – non-positive ELR” depending 
on whether results are positive or negative, respectively. These results can be imported into disease 
incidents in CalREDIE by LHD staff, but this is not required. The required or preferred data elements 
below can either be entered into CalREDIE for data management or entered into the data collection 
tool in Appendix C.  
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TABLE 1. COVID-19 COMMUNITY & SENTINEL SURVEILLANCE DATA ELEMENTS 
 
 DATA ELEMENT REQUIRED PREFERRED IF 

APPLICABLE 
JURISDICTION Reporting jurisdiction X   
ID CalREDIE incident ID   X 

Local ID   X 
 MRN   X 
HEALTHCARE 
FACILITY 

Healthcare facility/site name X   
Healthcare facility/site address X   
Healthcare facility/site type X   

PATIENT  First name X   
Last name X   
Date of birth (mm/dd/yyyy) X   
Age  X  
Gender X   
Race X   
Ethnicity X   
Address (Street, city, zip, county) X   
Phone number (xxx - xxx - xxxx)  X   
Work (month prior)  X (highly)  
Occupation (month prior)  X (highly)  
Occupation Setting/Industry (month 
prior)  X (highly)  

Work outside home (month prior)  X (highly)  
Employer name  X  
Homelessness (month prior)  X (highly)  
Congregate living setting (month 
prior)  X (highly)  

Comorbid conditions   X (highly)  
Pregnant   X 
Travel history (month prior)  X  
Sexual orientation  X  

CLINICAL Symptoms  X   
Onset date (mm/dd/yyyy) X   
Contact to case X   

SPECIMEN Ordering physician   X 
Specimen collection setting (e.g., 
in-office, drive-through) X   

Accession number  X  
Collection date (mm/dd/yyyy) X   
Specimen type  X   

SARS-COV- 2 
RESULTS 

Report date (mm/dd/yyyy) X   
Results X   

RVP RESULTS Report date (mm/dd/yyyy) X   
Results X   

 

Complete data should be transmitted to CDPH weekly.  

• LHDs who are collecting and managing data in CalREDIE, can enter all data into the 
CalREDIE incident, however, LHDs will also need to email CDPH a linelist of patient incident 
IDs (or patient name and date of birth) each week in order to identify patients who are part of 
this project. A guide for entering data into CalREDIE can be found in Appendix D.  

• LHDs who are collecting and managing data independent of CalREDIE, can securely email 
CDPH each week with the completed data collection tool provided in Appendix C. 

 

VRDL RVP results will be transmitted directly from VRDL to the CDPH epidemiology team for this 
project.  
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CDPH will transmit weekly de-identified data to the CDC. Data will be presented in aggregate. 

Facility-level Data Collection and Transmission 

CDC is also requesting weekly facility-level data from participating healthcare facility sites to be used 
in COVID-19 modeling efforts. The objective of this data request is to gather the minimum data 
needed to provide a crude estimate of underlying burden of COVID-19 cases in each participating 
jurisdiction. Please note that if collection, reporting, and transmission of these data are 
challenging, this piece of the project can wait until specimen and other data collection 
procedures have been established and refined. CDPH will host a training call with CDC partners, 
likely in early July, on this piece to answer questions about data collection and transmission.  

If possible, please provide values across all ages, and stratified by the following age groups: 0-4 
years, 5-17 years, 18-49 years, 50-64 years, and ≥65 years. If it is not possible to provide values by 
facility, please provide value totals for all participating facilities in your jurisdiction, an estimate of the 
proportion each facility contributes, and the type of patient population served by the facility (e.g. 
pediatric).  

Table 2 describes the data request from each participating site each week per CDC guidance. Please 
note that items A, B, and E from Table 2 have been deleted from the original protocol and now only 
items C and D are being requested. Data can be transmitted weekly to CDPH using the facility data 
collection tool in Appendix E. 

TABLE 2. FACILITY-LEVEL DATA    
 Value   
C Number of ILI visits or unique ILI patients seen at facility, 

per week   
  

D Number of total visits or unique patients seen at facility, 
per week  

  

 

This data will be transmitted to CDC each week by CDPH. 

Considerations for Individuals Tested 

The activities under this surveillance are not considered research by CDC or CDPH. The specimens 
obtained will be collected as part of routine clinical care when investigating the cause of a respiratory 
illness or as a result of participation in another surveillance effort. However, specimens will be 
identifiable to LHD and hospital/facility staff since finding a positive COVID-19 result does have 
implications for clinical management of the patient and disease control. As some COVID-19 patients 
initially present with mild illness only to return with more severe disease, identifying COVID-19 cases 
through this surveillance may benefit some patients as they would get more timely appropriate care if 
their illness worsens. In addition, the LHDs can then follow-up with the patient for appropriate 
investigation (e.g. contact tracing) and quarantine recommendations. Therefore, prior to specimen 
collection, each participating site must notify the patient of SARS-CoV-2 testing either verbally or in 
writing.  Examples of notification options can be found in Appendix B. 

Onboarding of Participating Healthcare Facilities 

Onboarding of participating healthcare facility sites is likely to require training of healthcare facility site 
administration, healthcare providers, and laboratory staff. Templates for such materials are provided 
in Appendix F.  

Obtaining Supplies for this Surveillance Project  

If an LHD or healthcare facility needs supplies for this project (e.g. PPE, swabs, media, test kits, 
reagents), the LHD should put in a formal request through their Medical Health Operational Area 
Coordination (MHOAC) for assistance and specify that supplies are being requested in support of 
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CDPH COVID-1 Community & Sentinel Surveillance. If an LHD is still unable to obtain the necessary 
supplies through this mechanism, please contact CDPH for assistance.  

Follow-up on Confirmed Cases of COVID-19 

Upon identification of a confirmed case of COVID-19 through sentinel community surveillance, LHDs 
should follow-up with the patient and their healthcare providers per routine local COVID-19 protocols 
for management, containment, and infection control.  

Considerations for when Current Containment Strategies May Change Based on Results of 
Testing 

The purpose of this testing is to detect cases of COVID-19 that may circulate in the community 
among persons with no exposures known to be associated with infection. Data on community 
transmission collected through this will help inform local, statewide, and, potentially, national 
decisions on measures to limit spread of the virus, including the implementation, continuation, or 
termination of mitigation or containment efforts, such as shelter-in-place order.  

Contact Information 

CDPH contacts  
 

• General CDPH Community & Sentinel Surveillance email address: 
covCommunitySurveillance@cdph.ca.gov  
 

• Seema Jain, MD, Chief of the Disease Investigations Section (DIS), Infectious Diseases 
Branch, seema.jain@cdph.ca.gov, Cell: 415-699-1366, Work: 510-620-3444 
 

• Debra Wadford, PhD, Chief of the Viral and Rickettsial Disease Laboratory 
debra.wadford@cdph.ca.gov, Cell: 510-685-2965, Work: 510-307-8624 
 

• Gail Sondermeyer Cooksey, MPH, DIS Senior Epidemiologist  
gail.cooksey@cdph.ca.gov, Cell: 267-566-5197, Work: 510-620-3631  
 

• Lauren Linde, MPH, Surveillance Epidemiologist  
lauren.linde@cdph.ca.gov   
 

• Sam Schildhauer, MPH, Surveillance Epidemiologist  
samuel.schildhauer@cdph.ca.gov  

 



CDPH COVID-19 VARIANCE ATTESTATION FORM 
 

55 

Appendices 

 

Appendix A. Data Abstraction Form 

Appendix A. Data 
Abstraction Form_V8 

Appendix B. Patient Intake Form 

Appendix B. Patient 
Intake Form_V8.docx 

Appendix C. Patient-level Data Collection Tool 

Appendix C. 
Patient-level Data Co 

Appendix D. CalREDIE data entry 

Appendix D. 
CalREDIE Data Entry_ 

Appendix E. Modeling Activity Variables 

Appendix E. 
Modeling Activity Va 

Appendix F. Healthcare Facility Onboarding 

Appendix F. 
Onboarding Healthc 
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APPENDIX D: COVID-19 Case and Contact Investigation 
Unit Variance Attestation 
 

I.  Overview of Case Investigation and Contact Tracing 

 

The overall purpose of Case Investigation and Contact Tracing is to identify and isolate infectious Index Cases 
(i.e., persons with a positive COVID-19 PCR test result) and their associated Close Contacts, thereby reducing 
their contact with susceptible persons and spread of infection. 

 

Figure 1 below illustrates the organizational structure of the COVID-19 Case and Contact Investigation Unit 
(C3IU), which is charged with these tasks. 
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Figure 2 illustrates the process of communicating with Index Cases and Close Contacts. 

 

1: Isolation and Quarantine are not recommendations or guidance; they are legally binding orders.  We must 
be artful and empathetic in communicating this and emphasize resources (e.g. lodging, groceries, income 
assistance) available to assist. 

Summary:  All laboratories performing COVID-19 PCR testing provide results to the Marin County Division of 
Public Health.  Positive results (i.e., for Index Cases) are forwarded to the COVID-19 Case and Contact 
Investigation Unit, where a Team Lead distributes them to the team of approximately five Case 
Investigators/Contact Tracers.  The Case Investigators/Contact Tracers communicate with their assigned Index 
Cases to determine demographic characteristics and clinical features (symptoms, date of onset if symptoms 
present).  Index Cases are required to Isolate, i.e., remain at home without contact with others, for at least 10 
days.  Case Investigators/Contact Tracers also learn from the Index Case about any associated Close Contacts, 
such as family and household members and co-workers.  These Close Contacts are required to Quarantine for 
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14 days beyond their most recent exposure to an Index Case.  We also educate and make referrals for 
resources, including lodging, food, and income replacement, during Isolation or Quarantine. 

2.  Status of Indicators 

Table 1 below shows the indicators relevant to the COVID-19 Case and Contact Investigation Unit. 

Table 1.  Activity Indicators 
Indicator Target value 14-day average 

(5/28/20 – 6/9/20) 
Daily Tests 2.0/105 = 500/day 629 
% of Tests Positive -  2.1% 
Daily New Index Cases - 13.2 
% Index Cases Reached within 24º 90% 79% 
% Index Cases Reached overall 90+% 90% 
Close Contacts per Index Case - 3.5 
% Close Contacts Reached overall - 47% 

 
3. Workforce Capacity 

Table 2 below shows our estimated need for human resources and current status.   

Table 2.  Human Resource Needs 
 
Role 

Estimated 
need1 

Current 
status 

 
Comment 

Clinical Lead 1 1 Stephen McCurdy, MD MPH 
Program Coordinator 1 1 Lisa Dickey, MPH 
Training Coordinator 1 1 Shannon Griffin 
Team Lead 10 4 Plans to onboard professional staff 

after CAConnect transition 
Case Investigator/Contact Tracer 
(includes professional staff and 
volunteers) 

50 39 Plans to onboard professional staff 
and volunteers after CAConnect 
transition 

Case Managers 5 1 Currently working with Marin Health, 
Canal Alliance, and Marin Community 
Clinic to increase staffing. 

 
1: Estimates are based on experience of surrounding counties, adjusted for population size and other 
local factors. 

 

4. Transition to CAConnect 

We are currently transitioning to the CAConnect system, the statewide data platform for Case Investigation 
and Contact Tracing.  Over the coming two weeks, we will have trained all staff and completed our transition.  
Transition to CAConnect will improve our ability to document the status of Index Cases and Close Contacts and 
standardize communications with our clients. 



APPENDIX E: ACS Activation and Deployment Plan 
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APPENDIX F: Sample Emergency Operations Center 
Action Plan (EAP) 
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APPENDIX G: Marin Recovers Reopening Plan 
Posted: https://marinrecovers.com/documents/marin-recovers-a-safe-measured-reopening-
plan/  
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