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Notes About Today’s Town Hall:

• All lines are muted throughout the presentation.

• Please use the Q&A to ask questions or make comments.

• We will be recording the session.

• Today’s recordings and materials will be posted to the PHN 
website following the presentation. 
https://pediatrichealthnetwork.org/

https://pediatrichealthnetwork.org/


Agenda

• Managing the Deluge - Testing

• Update from Bud Wiedermann, M.D.

• Q & A
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Managing Testing:

Utilizing  Regional Resources
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Strategies to Manage the Demand for Testing

Triage patients to community sites when possible

− Consider adapting triage document (next slide) as guidance for patients with 
links to community sites on your practice web page/portal – refer to this 
document on phone hold recording

− Educate patients about options

Provide anticipatory guidance to all patients on availability of in-school testing

− Encourage families to opt in for testing when opt-in is needed

− Endorse reliability of school testing programs

For policy influencers: advocate with DOH for testing sites, especially for 
youngest patients where testing demand is high and capacity is limited



Triage for Patients Requesting COVID Testing
(Developed by Cara Biddle & Team – Goldberg Center, CNH)

Symptoms Recommended Timing of Test Recommended Disposition

No Symptoms & No Known 
Exposure (after travel or possible 
exposure)

3-5 days after travel or possible 
exposure if vaccinated; 5 days if 
unvaccinated

Community-Based Testing

No Symptoms & No Known 
Exposure – need test for school or 
work

Timing as needed for school or work Community-Based Testing

No Symptoms & Known Exposure to 
Person Who Tested Positive for 
COVID*

5 days after exposure Community-Based Testing

Mild Symptoms (such as runny nose) 
That Don’t Concern You

As soon as possible (1-3 days) Community-Based Testing

Symptoms That Do Concern You 
Within 1-2 days of symptoms 
starting

Contact us for Urgent Office 
Appointment or Referral to an 
Urgent Care Facility 
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Scripts for Staff – When Patient Calls for COVID Test

Does your child have any symptoms that are concerning you?
• No → Do you want testing because of:
• Recent travel, for work or for school?
• A known or probable exposure?
• Mild symptoms that you are not concerned about, but you want to be sure it’s not COVID?

• YES to any of the above: “We are currently experiencing very high demand for visits for patients who are sick 
and/or who are behind in check-ups. Unfortunately, this means we are unable to see children for testing only, but 
we can recommend sites to get reliable COVID testing and the best timing for your child’s circumstances.”

• You are most likely to get accurate test results if you schedule the test in X days (refer to timing on previous slide)
• Office decides on how to provide info for community testing sites – on portal, website, send via text message

• Yes → Schedule patient for urgent visit or refer to urgent care if unable to 
accommodate
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Community- Based Testing Options
Location Testing Option Age Notes

DC

Test Yourself DC
2+ years

Free

Pick up test kits at a location in your neighborhood
Use it when you need it and drop it off
Results via text/email within 3-5 days

DC Health COVID-19 Walk-Up Sites
https://coronavirus.dc.gov/testing

2+ years
Free

Check the website daily for testing sites and hours 
around the city

MD

Montgomery County
Mont Co Testing Sites

All ages
Free

Check the website daily for testing sites and hours 
around the county
Results in 2-3 days

Prince George’s County
PG Testing Sites

10+ years
Free

Check website for testing sites

VA
Fairfax County 

Fairfax Testing Sites
Variable Check sites for details

All
Local Pharmacies

CVS: 18 months+
Walgreens: 3+ yrs

RiteAid: 4+ yrs
Schedule appointment on-line for testing

All Community-Based Urgent Care All ages Schedule appointment on-line

https://coronavirus.dc.gov/testyourself
https://coronavirus.dc.gov/testing
https://www.montgomerycountymd.gov/covid19/testing.html
https://www.princegeorgescountymd.gov/3472/COVID-19-Testing
https://www.fairfaxcounty.gov/health/sites/health/files/assets/documents/pdf/coronavirus/covid19_testing_fairfax.pdf
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Testing in Schools as of 9/21/21
Location Symptomatic Students

Surveillance/Screening 

Asymptomatic Students
Turnaround Time

DCPS Shield T3 q PCR
Shield T3 q PCR 

(opt out)
24 -48 hrs

Montgomery Co 

Rapid Ag Test only;

Planning PCR testing soon (Mako 

Medical PCR)

Rapid Ag Test (Abbott 

BinaxNOW)

(opt in)

Ag Test: Minutes

PG Co
Rapid Ag Test; negatives get 

confirmatory PCR test 
Rapid Ag Test

Ag Test: Minutes; PCR test 

24-48 hrs

Arlington
Rapid Ag with RT-PCR confirmation 

(only as walk-up testing at Kenmore 

Middle School 5 d/wk after school hrs)

Rapid Ag (Abbott BinaxNOW)

(opt in)

Ag test: Minutes; PCR 24-48 

hrs

Fairfax & Alexandria developing testing plans
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School Testing Options and Result Requirements

Location Testing Option
Results Requirement for Return 

to School
Clinician Note Needed

DCPS Opt Out Test Results Only No

Montgomery Co.
Opt In

Maryland Opt-In Info
Test Results Only No

PG Co. Opt In 
Test Results with Clinician Note 

for Clearance
Yes

Fairfax
Developing in-school testing 

program

Arlington
Opt In

Arlington Opt-In Info

“Provider Attended” COVID test; 

clearance letter from Arlington 

Co Public Health Dept or 

physician

No?

Alexandria
Developing in-school testing 

program

https://www.montgomeryschoolsmd.org/mainstory/story/677886/COVID-19-Testing/
https://www.apsva.us/school-year-2021-22/health-safety-information/covid-19-testing/
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Managing Phone Traffic

Children's National COVID Hotline:
− 202-476-5169

− Monday-Friday 9am-5pm
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Please send comments, questions, suggestions for how we 

can help:

ehamburg@childrensnational.org

PHN@childrensnational.org



Infectious Diseases SARS-CoV-2 Update 

September 21, 2021

Bud Wiedermann, MD, MA

Division of Infectious Diseases, Children’s National Hospital

Professor of Pediatrics, The George Washington University School of 

Medicine and Health Sciences



It’s All About the Variants Now



Agenda

•State of Variants and the “Twindemic”

•The Booster Kerfuffle

•COVID Vaccines for Younger Children

•Testing and Schools – Making Sense of the Results

•Long COVID Research

•Shameless Self-Promotion



https://www.c
dc.gov/coron
avirus/2019-

ncov/variants/
index.html



X. Song, CNH



My Three Takeaways from the Booster Kerfuffle

FDA VRBPAC 9/17/21
1. Need a bit longer follow-up data

a. How much do boosters for adults contribute to 
preventing serious illness at all ages, not just 
“elderly”?

b. How much do boosters for adults dampen a 

surge?

2. How many subjects need to be studied to ensure 

efficacy of boosters for individuals?

a. Approximately 300 in Pfizer data so far

3. How many subjects need to be studied to ensure 
safety of boosters?

a. For example, myopericarditis risk is very age 

dependent

https://www.fda.gov/advisory-

committees/advisory-committee-

calendar/vaccines-and-related-
biological-products-advisory-

committee-september-17-2021-

meeting-announcement#event-
materials



When Will Vaccines Be Approved/Authorized For 

Younger Children?

Pfizer press release 9/20/21
https://www.businesswire.com/news/home/20210920005452/en/



“Long-COVID” Clinic and Research Trial 

at Children’s National



What about “Long-COVID”?

Nalbandian A, et al Nat Med. 2021



Activated July 16, 2021
https://childrensnational.formstack.com/forms/covid_misc_study

https://clinicaltrials.gov/ct2/show/NCT04830852



• Children’s National/ NIH/NIAID Partnership
▪ 1000  recovered pediatric COVID and MISC patients

▪ Symptomatic  and Asymptomatic
▪ Hospitalized and Non-Hospitalized
▪ Critical and non- Critically Ill

▪ 1000 Household Contacts
▪ Short/Long Term Outcomes (3 year follow-up) of Pediatric COVID and MIS-C Patients

▪ 1000 recovered pediatric COVID and MISC patients + 1000 Household Contacts
▪ Pulmonary  Function
▪ Cardiac Function and Coronary  Artery Abnormalities:  Echo, EKG, Cardiac MRI
▪Neurodevelopmental Assessment
▪Quality of life/Mental Health Assessment

▪Natural History, Outcomes
▪ Biorepository  of Specimens
▪ Basic Science Research:  Host Genetics, T cell responses, Antibody Kinetics



Navigating the COVID-19 Testing Maze

Multiple assays have been authorized by CDRH

• 261 molecular diagnostic tests

• 34 antigen diagnostic tests

• 88 serologic and other adaptive immunity tests

I hate to say it, but I told you so ……

• Does your practice have a COVID czar(ina)?

• Be familiar with the most popular tests in your practice

• Subscribe to CDRH HCP alerts 



On Sept. 17, the FDA issued a Letter to Health Care Providers 

to alert clinical laboratory staff and health care providers 

about the potential for false positive results with Abbott Alinity

m SARS-CoV-2 AMP and Alinity m Resp-4-Plex AMP Kits. The 

Letter to Health Care Providers includes important information 

about Abbott Alinity m SARS-CoV-2 AMP and Alinity m Resp-

4-Plex AMP Kits including details on potential false positive 

results, recommendations for clinical laboratory staff and 

health care providers, actions the FDA is taking and 

instructions for reporting problems with the Alinity m SARS-

CoV-2 AMP or Alinity m Resp-4-Plex AMP Kits.

https://www.fda.gov/news-events/press-
announcements/coronavirus-covid-19-update-september-17-2021



Shield T3 COVID-19 PCR

Saliva PCR used by DC public schools

No peer-reviewed publications, only 2 preprints

• Contacted senior author for details (U IL Urbana-Champagne)

• Used in >1200 K-12 schools serving 700,000 students

• >3 M tests at U. Illinois, used in 100 colleges/universities



How I Evaluate Diagnostic Tests: Sensitivity, 

Specificity, Likelihood Ratios, Pre-test probabilities

Shield T3 saliva PCR

• Sensitivity 95.8 (85.7-99.5); specificity 98.9 (93.9-100)

• LR+ 85.23, LR– 0.04

Quidel QuickVue NP antigen

• Sensitivity 96.5 (88.1-99.6); specificity 99.2 (96-100)

• LR+ 131.31; LR- 0.03



What Do We Do With That?

Use prevalence of disease as 0.6% (Washington Post 9/12/21: as of 9/10 had 

24/4109 positive tests of asymptomatic children in DC schools)

Shield T3 PPV 34% (7-78), NPV 100 (99.9-100)

Quidel QuickVue PPV 44% (10-85), NPV 100 (99.9-100)

If we test a population with high rates of infection, PPV and NPV would be radically 

different



Cite this as: BMJ 2021;374:n1676 
http://dx.doi.org/10.1136/bmj.n167



Know Your Test, But Don’t Sweat It if the Child is Fine

Better to spend your time worrying about high-risk circumstances – child or 

household contacts

We are not going to prevent SARS-CoV-2 transmission in schools in the delta era

• Testing and contact tracing are only 1 part of the preventive measures

• Mitigation practices and immunization of eligible individuals are key



Shameless Self-Promotion

Check out my weekly blog, Pediatric Infection Connection

https://blogs.gwu.edu/bwiederm/ 



Follow-up Q&A

Dr. Wiedermann answers additional questions from the Town Hall
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A Note from Dr. Wiedermann
Hello PCN Town Hall Attendees, Thank you for your interest and attention at our 
session on September 21. I’m sorry we didn’t have time to get to all your questions 
live, but Ellie Hamburger kindly sent me a list of great questions that didn’t get 
answered online. First, to reinforce and perhaps clarify what I said at the start:

1. Delta is a whole new ballgame. We know that it is much more easily transmissible 
than the original strain or other variants of concern. The jury is still out about whether 
it causes more severe disease (our experience at CNH with children suggests that it 
does not). However, it has resulted in more infection in fully vaccinated individuals, 
and the timing, duration, and volume of viral shedding may differ between vaccinated 
and unvaccinated individuals. All of this means that studies from the pre-delta era 
may not apply now. It is critical to look at any new studies to determine whether they 
include information from the delta era, in the US especially from July 2021 onward. 
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2. Another new ballgame is the fact that area schools now have testing protocols in place, 
including for asymptomatic children and staff. This is part of an overall mitigation 
strategy involving contact tracing, quarantine, and distancing and other factors within 
the schools. The bottom line for practitioners is that attention to variations in how 
individual COVID tests perform is less important. What is important is to be aware of the 
individual school/district rules and try to facilitate compliance, no easy task. Save most of 
your time and attention for situations where a child or family members are 
immunocompromised or have other high-risk factors for complications of COVID-19. The 
individual testing regimens won’t be perfect but will be a great help to prevent spread in 
schools when combined with multi-layered infection control strategies.
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Q: For kids in MC who have chronic cough due to allergies, 

how often do they need to be tested?

A: I think this was partially answered online by Ellie for Montgomery County. She 
mentioned a form that will accommodate these exceptions. This is a common 
situation and is where your expertise can be a big help. In general, if you believe a 
particular child has chronic symptoms like this that might overlap with symptoms 
of COVID-19 I’d suggest not altering the testing regimen for those symptoms.
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Q: Which test (rapid antigen vs. PCR) is recommended for 

asymptomatic, mild symptoms, known exposure, etc? If you have a 

negative rapid antigen, when do you send a confirmatory PCR? If you 

have a positive rapid antigen and a negative PCR on a patient, which 

test do you use to diagnosis? Of course, a lot is patient dependent.

A: This is really a corollary to my introductory comments, and you are correct 
that this varies with individual patients. I would avoid adding any additional 
testing unless you have specific concerns about the individual child or family. 
As I mentioned in the Town Hall, the lower the prevalence of disease in the 
community, the more likely a positive test of any kind will be a false positive.
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Q: Any comments on how low the dose was (10 mcg) to 

produce the same response as the standard 30 mcg dose?

A: Know that because of my involvement with the Pfizer vaccine trial I cannot reveal any 
specific information I might have that isn’t already available publicly. For example, I can’t 
reveal what I know about reactogenicity or other data from our participants at CNH (note I 
am still blinded as to who received vaccine or placebo.) I can tell you that the main 
outcome that the FDA will look at for the Pfizer vaccine in children later this month is 
whether the one-month post second dose neutralization antibody titers are similar 
(noninferior) to numbers seen in 16–30-year-old subjects in the original Pfizer study where 
we know they were well protected from infection. Pfizer’s press release does give specific 
numbers and states that the trial did reach this goal, but I’ll wait for the FDA review of the 
data. The study was not powered enough to determine efficacy against infection or 
hospitalization although that is being tracked. Of course, FDA also will want to be 
reassured about any safety signals as well.
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Q: What is the role of home antigen tests for asymptomatic and symptomatic 

kids? What is the role of doing frequent antigen tests, daily or every several days?

Q: I have heard of schools and the PTO encouraging parents to test their 

asymptomatic kids regularly (as much as daily) with community resources. 

Thoughts on this?

A: I put these 2 questions together, they are similar. I can’t imagine that daily testing 
would ever be a viable strategy, it would only serve to confuse, increase costs, and 
perhaps delete supply of test kits and personnel. I know you are getting pressure from 
understandably worried families, but please don’t set out to implement your own 
infection control programs.
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Q: What about stacking timeline? If one kid is positive and is 

isolated for 10 days do the other kids have to wait 10 + 10 

DAYS?
A: If I’m understanding the scenario correctly, it would concern a group of children 
determined as exposed to a positive case and being monitored, and then what would 
happen if one or more of those exposed children became positive. Depending on the local 
rules in effect at the time, some of these children might be back in school or could have 
been at home in quarantine. The school (or county, or whoever is running the show) would 
need to determine if there were additional exposures related to the second child who 
turned positive. This could get complicated very quickly, but I’d advise against any 
individual physician deciding; this decision really rests with the group in charge of testing 
and quarantine in the schools.
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Q: Is it fair to make the blanket statement that testing/return 

to school guidelines do not change at all if a patient is fully 

vaccinated?

A: Again, I would go back to whoever is running the infection control policies for a 
particular school or jurisdiction. This is a good time to review the CDC guidance at 
Guidance for COVID-19 Prevention in K-12 Schools | CDC. The Key Takeaways and 
Summary of Recent Changes are near the top, note slight difference in testing for those 
fully vaccinated who have been exposed to a case. This leads to another point – things 
are going to change, just as with all things COVID.

https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/k-12-guidance.html
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Q: Should we wait to vaccinate kids who are almost 12 so they 

get the higher dose? 

A: We have no official guidance on this, but as you know nothing magical happens 
immunologically on your 12th birthday. Age cutoffs were needed to set up the trials 
appropriately. Currently there is no reason to think that a higher dose is necessarily better 
and studies are in progress to test lower doses in different age groups. If any vaccine is 
authorized soon in the 5-11 age group, I would advise to just get the dose that is 
appropriate for age rather than waiting. The fact that authorization occurred means that 
it is likely appropriate for 11-year-olds. 
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Q: I'm confused about one of the school recs. (sorry, can't remember which one). 

It was in one of your tables. It said to confirm any positive antigen test with a 

PCR. I have had several kids with positive Ag and negative PCRs. Comments? I 

know there can be false negatives with the antigen tests, but I've been accepting 

positive Ag tests as true positives (especially with sx or after exposure). I haven't 

been repeating all those. More likely I'll repeat a NEGATVE Ag test with a PCR. 

Comments?

A: This is a cousin to the second question in this series, and I would just follow the 
guidelines for that jurisdiction. If this is a child or family with higher risks it may be 
worthwhile to sort it out further, but that should be a minority of instances.



Questions?

Moderated by Ellie Hamburger, M.D. 

Pediatric Health Network

ehamburg@childrensnational.org

PHN@childrensnational.org



Children’s National COVID Hotline—202-476-5169

Hours of Operation: Monday through Friday 9am-5pm

Children’s National Physician Referral Line—202-476-4418

Important Contact Info


