
 

Reasonable accommodations are provided upon request, including alternative formats of meeting materials.  
Visit www.mwcog.org/accommodations or call (202) 962-3300 or (202) 962-3213 (TDD). 

777 NORTH CAPITOL STREET NE, SUITE 300, WASHINGTON, DC 20002 
MWCOG.ORG    (202) 962-3200 

BOARD OF DIRECTORS 
 

Wednesday, June 10, 2020 
12:00 P.M. - 2:00 P.M. 

WebEx Virtual Meeting (provided to members only by email)  
Audio livestream available to public on COG website 

 
AGENDA 

 
12:00 P.M. 1. CALL TO ORDER  
  Derrick L. Davis, COG Board Chair 
 
 2. CHAIRMAN’S REPORT 

Derrick L. Davis, COG Board Chair 
 

12:05 P.M. 3. EXECUTIVE DIRECTOR’S REPORT 
Chuck Bean, COG Executive Director 
 

 4. AMENDMENTS TO THE AGENDA 
Derrick L. Davis, COG Board Chair 
 

12:15 P.M. 5. APPROVAL OF THE MINUTES FROM MAY 13, 2020 
Derrick L. Davis, COG Board Chair  

Recommended Action: Approve minutes. 
 
 6. ADOPTION OF CONSENT AGENDA ITEMS 

Derrick L. Davis, COG Board Chair 
 
  A. R22-2020 - Resolution Authorizing COG to Procure and Enter a Contract with the 

Occoquan Watershed Monitoring Laboratory to Research Freshwater Salinization 
Syndrome (FSS) in the metropolitan Washington Region. 

Recommended Action: Adopt Resolution R22-2020.  
 
12:20 P.M. 7.  2020 REGIONAL HOMELESS ENUMERATION 

Kim Ball, Montgomery County Department of Health and Human Services 
Homeless Services Administrator  
Tony Turnage, Prince William County Homeless Services Division Chief 
 
The board will be briefed on the results of the Point in Time count completed by 
COG’s Homeless Services Committee. The report is an annual enumeration of 
persons experiencing homelessness in the metropolitan Washington region.  

  Recommended Action: Receive briefing. 
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12:45 P.M. 

1:15 P.M. 

1:55 P.M. 

2:00 P.M. 

8. HEALTH EQUITY: HOW OPPORTUNITIES FOR HEALTH ARE SHAPED BY RACE & 
ETHNICITY
Dr. Travis Gayles, Montgomery County Department of Health and Human 
Services Health Officer and Chief of Public Health Services
Dr. Reuben Varghese, Arlington County Public Health Director
Dr. Steven Woolf, Virginia Commonwealth University Center on Society and 
Health Director Emeritus

The board will receive an overview of a health equity brief produced by the VCU 
Center on Society and Health for the COG Health Officials Committee (HOC). This 
brief is a tool to normalize the conversation on why equity matters and the 
importance of addressing the conditions that restrict opportunities for good 
health and economic mobility. Findings are based on the “Uneven Opportunities: 
How Conditions for Wellness Vary across the Metropolitan Washington Region” 
released in 2018.
Recommended Action: Receive briefing.

9. RE-OPENING COORDINATION
Marc Elrich, County Executive, Montgomery County
Phyllis J. Randall, Chair-at-Large, Loudoun County Board of Supervisors

The board will be briefed on the experience of entering Phase 1 and the 
importance of continued coordination as the metropolitan region makes plans to 
enter Phase 2 of reopening.
Recommended Action: Receive briefing.

10.  OTHER BUSINESS

11. ADJOURN
The next meeting is scheduled for Wednesday, July 8, 2020.

https://www.mwcog.org/healthindicatorsreport/
https://www.mwcog.org/healthindicatorsreport/
https://www.mwcog.org/healthindicatorsreport/


 

 

 

 

 

 

 

 

 

AGENDA ITEM #2 

 

CHAIRMAN’S REPORT 



Subject: Statement by COG Board Execu5ve Commi8ee on George Floyd
Date: Monday, June 1, 2020 at 3:05:39 PM Eastern Daylight Time
From: Steve Kania
To: Janele Partman

N E W S  R E L E A S E

 

Statement by COG Board Executive Committee on George
Floyd

Washington, D.C. (June 1, 2020) – The following is a statement from the
Metropolitan Washington Council of Governments (COG) Board of Directors
Executive Committee: COG Board Chair Derrick Leon Davis, Prince George's
County; COG Board Vice Chair Christian Dorsey, Arlington County; and COG
Board Vice Chair Robert C. White Jr., District of Columbia.

“As individual lawmakers and as a collective body, we mourn the loss of yet
another unarmed Black American at the hands of law enforcement. We
condemn the murder of George Floyd, and we grieve with residents across
our jurisdictions and across our nation. It is the responsibility of governments
in their entirety to protect and serve our residents. Too often, we fall short of
that responsibility.

"George Floyd’s death is not the first. The killings of Eric Garner, Tamir Rice,
Freddie Gray, Sandra Bland, Walter Scott, Michael Brown, Breonna Taylor,
Philando Castile, Samuel DuBose, Terence Crutcher, Eric Harris, Botham
Jean, and hundreds of others in the last decade alone, and the countless
others in our nation’s history, have been enough to require systemic change.

"The initial shock of brutality must not fade to apathy. We must listen to those
who are grieving, re-commit ourselves to racial justice and true equality, and
take action."

CONTACT: Steve Kania: skania@mwcog.org, (202) 962-3278

The Council of Governments is an independent, nonprofit association where area leaders address



 

777 NORTH CAPITOL STREET NE, SUITE 300, WASHINGTON, DC 20002 

MWCOG.ORG    (202) 962-3200 

2020 COG Board of Directors Meeting Dates 

Note: The COG Board of Directors typically meet from 12–2 P.M. on the second Wednesday 

of every month except July and August.  

• January 8 

• February 12 

• March 11 

• April 8 

• May 13 

• June 10 

• July 8* 

• July 10 - 12 – Annual Retreat -- Cancelled 

• August 12* 

• September 9 

• October 14 

• November 12** 

• December 9 – Annual Meeting 

 

*Due to COVID-19 precautions, the annual retreat has been cancelled and the board will meet in July 

and August.  

**Due to Veteran’s Day on Wednesday, November 11, the meeting will be held on Thursday, 

November 12. 

 

 

Updated: 6/3/2020 



 

 

 

 

 

 

 

 

 

AGENDA ITEM #3 

 

EXECUTIVE DIRECTOR’S 

REPORT 



 

777 NORTH CAPITOL STREET NE, SUITE 300, WASHINGTON, DC 20002 

MWCOG.ORG    (202) 962-3200 

MEMORANDUM 

 

TO:  COG Board of Directors 

FROM:  Chuck Bean, COG Executive Director 

SUBJECT:  Executive Director’s Report – June 2020 

DATE:  June 3, 2020 

 

COVID-19 COORDINATION 

 

COG has continued to support the Chief Administrative Officers (CAO) Committee on COVID-19 

coordination—sharing information on reopening plans, health metrics (cases, hospitalizations), and 

changes to government operations. COG has begun to coordinate with state-level efforts to expand 

contact tracing capabilities and improve communication and information exchange. Emergency 

managers, health officials, public information officers, and other groups continue to regularly 

connect and explore opportunities for coordination, such a new joint radio ad to share messaging on 

stopping the spread of COVID-19 with the region’s Latino population.   

 

POLICY BOARD & COMMITTEE UPDATES  
 

National Capital Region Transportation 

Planning Board (TPB) – At its May virtual 

meeting, the TPB was briefed on the 

results of its Regional Roadway Safety 

study, which analyzed the factors 

contributing to fatal and serious injury 

crashes. The briefing included an in-depth 

look at crashes involving pedestrians and 

at certain intersections and arterials. Also 

related to the board’s focus this year on 

safety, the Washington Regional Alcohol 

Program updated the board on the 

findings of its How Safe Are Our Roads? 

report, which tracks the prevalence of 

impaired driving in the region. The TPB 

also received a briefing on the draft 

results of an assessment of the market 

potential for commuter rail service 

between points in Maryland and Virginia, 

known as VRE-MARC run-through service, 

including how it could influence regional 

development and revitalization of commercial centers. 

 

COG RECOGNIZES OUTSTANDING FOSTER PARENTS 

FROM 10 AREA JURISDICTIONS  

Each year, COG partners with local and state child 

welfare agencies around the region to recognize 

exceptional foster parents. 

 

View a video and news release on the awardees 

https://www.mwcog.org/newsroom/2020/05/18/cog-recognizes-outstanding-foster-parents-from-10-area-jurisdictions/
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Climate, Energy, and Environment Policy Committee (CEEPC) – At its May virtual meeting, CEEPC 

members approved the FY-2021 Regional Environmental Fund Work Program and Budget. Members 

were briefed on the estimated impact of the COVID shutdown on energy consumption and 

greenhouse gas emissions. COG staff provided updates on the 2030 Climate and Energy Action Plan 

and members shared updates on local climate action plans, metrics, developments, and initiatives. 

 

Chesapeake Bay and Water Resources Policy Committee (CBPC) – At its May virtual meeting, CBPC 

received presentations from the authors of the top two submissions to the inaugural CBPC Paper 

Competition and announced the winner, Hailey Clark, a student at the University of Maryland 

Institute of Applied Agriculture. The board was also briefed on WSSC Water’s COVID-19 response 

which includes providing essential employees with PPE equipment and safety measures, and 

messages to customers about bill payment programs and pipe protection.  

 

Metropolitan Washington Air Quality Committee (MWAQC) – At its May virtual meeting, MWAQC 

reviewed the emissions inventory for the 2015 Ozone National Ambient Air Quality Standard and 

opened it to the public for comments. The board was also briefed on the 2020 Ozone season and 

reviewed a preliminary analysis of the impact of COVID-19 related behavior changes and their impact 

on regional air quality. 

 

OUTREACH & PROGRAM HIGHLIGHTS 
 

Air Quality Awareness Week – To celebrate Air 

Quality Awareness Week May 4 – 8, 2020, COG 

partnered with Clean Air Partners to inform 

residents, through a blog and social media, on 

how they can do their part to improve air quality 

from home while following Stay-at-Home orders.  

 

Go Recycle Campaign – COG will be running its 

annual Go Recycle radio and digital media 

campaign beginning the first week in June, with 

the theme of “Help to Keep our Trash & 

Recycling Workers Safe.” The campaign will 

encourage everyone to properly dispose of 

masks and gloves in the trash, to bag trash, to 

not bag recyclables, to reduce waste, and to 

recycle right.  

 

Census Coordination - In partnership with local 

governments and non-profits, COG continues 

to share and promote information to 

encourage regional participation in the 2020 

Census.  
 

 

 

 

STREET SMART 

As Stay-at-Home orders and other actions to slow the 

spread of COVID-19 reduced traffic on the region's 

roadways, law enforcement reported an increase in 

drivers speeding, so COG’s Street Smart safety 

program and area officials have been urging 

residents to keep their guard up when venturing out 

on area streets..  

 

View the campaign and safety tips 

https://www.mwcog.org/newsroom/2020/05/13/residents-urged-to-keep-safety-in-mind-on-area-streets-and-highways/
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MEDIA HIGHLIGHTS 

 

Washington region’s governments are largely committed to a coordinated reopening – COG Board 

members discuss the importance of a coordinated, scientifically-informed reopening strategy for the 

region.  

The Washington Post story 

 

How Does Transportation and Commuting Change In A Post-Coronavirus World? We Asked Experts 

– COG Deputy Executive Director for Metropolitan Planning Kanti Srikanth discusses how the 

pandemic has changed travel patterns and what is to come in the future.  

WAMU story 

 

This is Air Quality Awareness Week: How is Air Quality in the DC area? – COG Environmental 

Programs Director Steve Walz gave an update on the status of air quality in our region and how 

residents can do their part to improve it.  

ABC7 story 

 

https://www.washingtonpost.com/dc-md-va/2020/05/13/coronavirus-dc-maryland-virginia-live-updates/#link-D7WDVITWOFGTPN6F6JFL4REBJI
https://wamu.org/story/20/05/01/how-does-transportation-and-commuting-change-in-a-post-coronavirus-world-we-asked-experts/
https://wamu.org/story/20/05/01/how-does-transportation-and-commuting-change-in-a-post-coronavirus-world-we-asked-experts/
https://wjla.com/weather/stormwatch7-weather-blog/this-is-air-quality-awareness-week-how-is-air-quality-in-the-dc-area
https://wjla.com/weather/stormwatch7-weather-blog/this-is-air-quality-awareness-week-how-is-air-quality-in-the-dc-area


 

 

 

 

 

 

 

 

 

AGENDA ITEM #4 

 

AMENDMENTS TO THE 

AGENDA 



 

 

 

 

 

 

 

 

 

AGENDA ITEM #5 

 

APPROVAL OF THE MINUTES 
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METROPOLITAN WASHINGTON COUNCIL OF GOVERNMENTS 
777 North Capitol Street, NE 

Washington, D.C. 20002 
 

MINUTES 
COG Board of Directors Meeting 

May 13, 2020 
 
BOARD MEMBERS AND ALTERNATES: See attached chart for attendance. 
 
SPEAKERS: 
Dr. Reuben Varghese, Arlington County Public Health Director 
Dr. George Askew, Prince George’s County Deputy CAO for Health & Human Services 
Mark Schwartz, Arlington County Manager  
Andrew Kleine, Montgomery County Chief Administrative Officer  
Phil Mendelson, Council of the District of Columbia Chair  
Penny Gross, Fairfax County Board of Supervisors Vice Chair  
Reuben Collins, Charles County Board of Commissioners President 
 
1. CALL TO ORDER AND PLEDGE OF ALLEGIANCE 
COG Board Vice Chair Christian Dorsey called the meeting to order at 12:00 P.M. and led the Pledge 
of Allegiance. 
 
2. CHAIRMAN’S REPORT 

A. A brief review of WebEx functions, virtual meeting operations. 
B. Census completion rates. 

 
3. EXECUTIVE DIRECTOR’S REPORT 
COG Executive Director Chuck Bean highlighted the Transportation Planning Board’s Regional Safety 
Study and the MARC-VRE Rail Run-Through Service study. COG’s Director of Homeland Security & 
Public Safety Scott Boggs and Jennifer Schitter, COG’s Principal Health Planner, introduced some 
new tools COG is using to track COVID-19 data and forecasts. COG Deputy Executive Director Tom 
Gates gave an update on COG’s consortium purchase of personal protective equipment (PPE) for the 
region. 
 
4. AMENDMENTS TO AGENDA 
There were no amendments to the agenda.  
 
5. APPROVAL OF MINUTES 
The minutes from the April 8 & 22, 2020 board meetings were approved. 
 
6. ADOPTION OF CONSENT AGENDA ITEMS 

A. Resolution R19-2020 – Resolution Authorizing COG to Receive a Grant to Contract 
Professional Statistical Analysis Services for Stream Survey Trash Data. 
 

ACTION: Approved Resolution R19-2020.  
 
7. FISCAL YEAR 2021 WORK PROGRAM AND BUDGET 
COG Executive Director Chuck Bean and Chief Financial Officer Julie Mussog briefed the board on 
the FY 2021 Work Program and Budget recommended by the COG Budget and Finance Committee. 
The board adopted Resolution R20-2020 approving the work program and budget of $41.2 million 
for FY 2021. 
 
ACTION: Received briefing and Approved Resolution R20-2020. 
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8. ALLOCATION OF ADDITIONAL FEDERAL FUNDS TO STATES AND LOCALITIES  
COG Board Vice Chair Christian Dorsey briefed the board on the Coronavirus Aid, Relief, and 
Economic Security (CARES) Act to combat the epidemic and provide economic relief. The COG Board 
concurred that the bill does not provide adequate funding for states and localities and approved a 
resolution supporting the allocation of additional federal funds. 
 
ACTION: Received briefing and Approved Resolution R21-2020. 
 
9. COVID-19 CRISIS: PERSPECTIVES ON REOPENING & REGIONAL COORDINATION 
Arlington County Public Health Director Dr. Reuben Varghese and Prince George’s County Deputy 
CAO for Health and Human Services Dr. George Askew briefed the board on the health challenges 
the region faces if the reopening strategy is not coordinated across jurisdictions. Arlington County 
Manager Mark Schwartz and Montgomery County Chief Administrative Officer Andrew Kleine briefed 
the board on the jurisdiction-level efforts to build a regional strategy to combat COVID-19. Council of 
the District of Columbia Chair Phil Mendelson, Fairfax County Board of Supervisors Vice Chair Penny 
Gross, and Charles County Board of Commissioners President Reuben Collins briefed the board on 
local plans for reopening the region. 
 
ACTION: Received briefing. 
 
10. OTHER BUSINESS 
There was no other business. 
 
11. ADJOURN 
Upon motion duly made and seconded, the meeting was adjourned at 2:00 P.M. 
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May 13, 2020 Attendance 

Y = Present, voting 
(P) = Present as Alternate in addition to Primary 
 

Jurisdiction Member Y/N Alternate Y/N 
District of Columbia     
     Executive Hon. Muriel Bowser  Ms. Beverly Perry 

Mr. Wayne Turnage 
Ms. Lucinda Babers 

Y 

 Mr. Rashad Young  Eugene Kinlow Y 
     Council Hon. Phil Mendelson  Y   
 Hon. Robert White Y   
Maryland     
Bowie Hon. Tim Adams    
Charles County Hon. Reuben Collins 

 
Y Thomasina Coates 

Gilbert Bowling 
 

City of Frederick Hon. Michael O’Connor Y   
Frederick County Hon. Jan Gardner  Ms. Joy Schaefer Y 
College Park Hon. Monroe Dennis Y Hon. Patrick Wojahn  
Gaithersburg Hon. Robert Wu Y Hon. Neil Harris  
Greenbelt Hon. Colin Byrd  Hon. Emmett Jordan Y 
Laurel Hon. Craig Moe Y Hon. Michael Leszcz (P) 
Montgomery County     
      Executive Hon. Marc Elrich  Mr. Andrew Kleine Y 
      Council Hon. Tom Hucker    
 Hon. Nancy Navarro    
Prince George’s County     
      Executive Hon. Angela Alsobrooks  Mr. Major F. Riddick Y 
 Hon. Derrick Leon Davis    
Rockville Hon. Bridget Newton Y   
Takoma Park Hon. Kate Stewart Y Hon. Cindy Dyballa 

Hon. Peter Kovar 
 

Maryland General Assembly Hon. Brian Feldman Y   
Virginia     
Alexandria Hon. Justin Wilson Y Hon. Redella Pepper  
Arlington County Hon. Christian Dorsey Y   
City of Fairfax Hon. David Meyer Y Michael DeMarco  
Fairfax County Hon. Jeff McKay  Hon. James Walkinshaw  
 Hon. Penelope Gross Y Hon. Daniel Storck  
 Hon. Rodney Lusk  Hon. Walter Alcorn Y 
Falls Church Hon. David Snyder Y Hon. David Tarter  
Loudoun County Hon. Juli Briskman Y   
Loudoun County Hon. Phyllis Randall  Y   
Manassas Hon. Mark Wolfe      
Manassas Park Hon. Hector Cendejas Y Hon. Miriam Machado  
Prince William County Hon. Ann Wheeler   Y   
 Hon. Andrea Bailey    
Virginia General Assembly Hon. George Barker Y   



 

 

 

 

 

 

 

 

 

AGENDA ITEM #6 

 

ADOPTION OF CONSENT 

AGENDA ITEMS 



ADOPTION OF CONSENT AGENDA ITEMS 

June 2020 

 

 

Resolution R22-2020 – RESOLUTION AUTHORIZING COG TO PROCURE AND ENTER INTO A 

CONTRACT WITH THE OCCOQUAN WATERSHED MONITORING LABORATORY TO RESEARCH 

FRESHWATER SALINZIATION SYNDROME (FSS) IN THE METROPOLITAN WASHINGTON REGION. 
 
The board will be asked to adopt Resolution R22-2020 authorizing the Executive Director, or his 

designee, to expend COG funds from the Department of Environmental Program’s Regional Water 

Fund in the amount not to exceed $720,000 for a five-year contract with four option years. The first-

year amount is $120,000. The resolution also authorizes the Executive Director, or his designee, to 

proceed with procurement for a contractor, or contractors, and enter a five-year contract, contingent 

upon availability of funds, to research freshwater salinization syndrome across the COG region. 

Freshwater salinity is rising across our region and threatens regional drinking water supplies and 

stream health. This project will identify the emerging impacts and types of watersheds and streams 

that are most at risk, inform management actions, and measure the effectiveness of mitigation efforts. 

No COG matching funds are required.  

 

RECOMMENDED ACTION: Adopt Resolution R22-2020. 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

AGENDA ITEM #7 

 

2020 REGIONAL HOMELESS 

ENUMERATION 



 

HOMELESSNESS IN METROPOLITAN 

WASHINGTON 
Executive Summary from the 2020 Report  

June 2020 
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EXECUTIVE SUMMARY 
 

For the 20th consecutive year, the Metropolitan Washington Council of Governments (COG) Homeless 

Services Planning and Coordinating Committee has conducted a regional enumeration of the area’s 

residents experiencing homelessness and those who were formerly homeless.  

 

This year’s enumeration and survey occurred on January 22, 2020.  The report provides a one-night 

“snapshot” of the region’s residents experiencing homelessness within nine metropolitan 

Washington area jurisdictions.  It is important to note that this “snapshot,” by definition, provides 

only one perspective on the state of homelessness in metropolitan Washington on only one night, 

and the count may be influenced by numerous variables, such as weather and bed availability by 

jurisdiction.   

 

At the time the count was conducted, the impact of the pandemic caused by COVID-19 was not 

apparent within this region.  It did not alter the methodology or results of the 2020 count. By the 

time the data were gathered and analyzed from the annual enumeration, however, the challenges 

facing people experiencing homelessness and those who are working to end their housing crisis had 

grown exponentially. This report will not cover the significant needs that the metropolitan 

Washington region’s Continua of Care require to manage the public health crisis, but this year 

perhaps more than ever, it is apparent that housing is health care.  

 

Key findings, highlights, and trends from the 2020 Point-in-Time (PIT) Enumeration follow below: 

 

LITERALLY HOMELESS COUNT 

  
 The 2020 Point-in-Time (PIT) Enumeration resulted in a total count of 9,763 literally 

homeless individuals.  This is the lowest number of persons counted experiencing 

homelessness since the region began coordinating in 2001, and the second year in a row 

that the literally homeless total has been below 10,000 persons.  

 

 The region’s number of persons experiencing homelessness decreased by 31 persons from 

2019.  

 

This decrease is smaller than the decrease noted in the 2019 count and remains essentially 

unchanged on a percentage basis. Two of nine jurisdictions recorded decreases in the number of 

persons experiencing homelessness in 2020 from the 2019 count.   

 

SHORT-TERM CHANGES IN THE HOMELESS ENUMERATION, 2019 TO 2020 
 

 The District of Columbia had the greatest reduction in the number of persons experiencing 

homelessness from 2019 to 2020 (141 fewer persons), followed by Arlington County (16 

fewer persons).  
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LONGER TERM CHANGES IN THE HOMELESS ENUMERATION, 2016 TO 2020 
 

 Seven of nine participating Continua of Care experienced a decline in the number of people 

experiencing homelessness between the 2016 and 2020 enumerations. 

 

 During the period from 2016 to 2020, the District of Columbia experienced the greatest 

reduction in persons experiencing homelessness, counting 1,970 fewer individuals. The 

District of Columbia also has the largest proportion of the region’s residents experiencing 

homelessness (65 percent). Montgomery County had the second largest reduction between 

2016 to 2020, with 311 fewer homeless persons counted, followed by Prince George’s 

County (91 fewer persons) and Prince William County (74 fewer persons).   

 

 Montgomery County reported the highest percentage reduction in its literally homeless count 

from 2016 to 2020 (32 percent).  

 

VETERANS EXPERIENCING HOMELESSNESS 
 
The region’s count of veterans experiencing homelessness is essentially unchanged from 2019; 

there were 3 additional veterans on the night of the count from the previous year’s enumeration.   

 

 In 2020, the total number of veterans counted on the night of the PIT was 418, or three 

more individuals than were counted in 2019;  

 

 The total number of veterans experiencing homelessness counted in 2020 has increased 

since its regional lowest count of 408 veterans in 2018, but remains below the number 

recorded during the PIT counts in 2016 and 2017; only two jurisdictions (Arlington County 

and Fairfax County) noted a decrease from 2019 to 2020, for a combined total of 16 fewer 

veterans counted.  

 

 The District of Columbia recorded the greatest reduction in the number of veterans between 

2016 and 2020 (48 fewer veterans counted), followed by Prince William County (12 

veterans), and Frederick and Fairfax Counties (six and four fewer veterans respectively).   

 

 The greatest percentage reduction between 2016 and 2020 was recorded by Frederick 

County (50 percent fewer veterans counted), followed by Prince William County (43 percent 

reduction) and Arlington County (40 percent reduction)1.   

 

 Six of nine CoCs reduced the incidence of veteran homelessness since 2016, for a regional 

reduction of 14 percent.  

 

 

 

                                                                        
1 It’s important to note that these percentages are based on small total numbers; for example, in Frederick County, the 69 percent reduction is based on a 

difference of six individuals.  



 

Homelessness in Metropolitan Washington  I 3 

 

CHRONICALLY HOMELESS 
 
The trend noted for the number of persons counted as chronically homeless follows similar results, 

holding steady, as noted for other persons experiencing homelessness in 2020. 

 

 Five of the nine participating jurisdictions experienced decreases in their chronically 

homeless single adult counts since 2016, and six Continua of Care recorded a decrease 

between the PIT counts of 2019 and 2020.  Overall, the region counted 13 percent fewer 

single persons who were considered chronically homeless on the night of the enumeration 

between 2016 and 2020.  

 

 The District of Columbia had the greatest reduction in the region in the number of chronically 

homeless single adults from 2016 to 2020 (164 fewer persons counted in 2020), followed 

by Montgomery County and the city of Alexandria, (135 and 32 fewer chronically homeless 

persons respectively).  

 

 The jurisdiction with the greatest percentage reduction in chronically homeless single adults 

since 2016 is Montgomery County (93 percent for the second year in a row), followed by the 

city of Alexandria (68 percent) and Arlington County (51 percent).   

 

Being able to intervene in other systems of care to prevent a housing crisis challenges the 

jurisdictions in the region from preventing a person from becoming chronically homeless. Persons 

seeking a permanent home may wait long enough to find housing they can afford that they 

eventually meet the HUD definition for chronically homeless.  It is a conundrum faced nationwide in 

communities with high housing costs and limited housing affordable to those with the lowest 

incomes.  

 

FORMERLY HOMELESS 
 
The number of individuals who are in permanent housing and no longer experiencing homelessness 

was double the number of people counted as literally homeless on the night of the annual 

enumeration. The region measured a decrease from 2019 to 2020 of 19 percent of the single 

individuals and persons in families who were counted in permanent housing on the night of the PIT 

and are no longer considered homeless, but have increased the regional total of persons who are 

formerly homeless by 10 percent since 2016.   

 

In addition, in 2020:   

 

 4,387 formerly homeless individuals were rapidly re-housed;  

 

 11,072 formerly homeless persons were counted in Permanent Supportive Housing; and 

 

 3,335 formerly homeless persons were counted in other permanent housing.   

 

This brings the regional total of formerly homeless persons in 2020 to 18,794 additional people 

housed than at this time last year.  The significant number of people placed in permanent housing 

has constrained the incidence of homelessness in the region and helped prevent it from growing 

unchecked.  
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CONCLUSION 
 
Data collected this year confirm what each jurisdiction has observed in practice, that the single 

greatest barrier to ending homelessness in our communities is the insufficient number of affordable 

and available permanent housing opportunities for the lowest income households.  

 

The 2020 report highlights several key, recurring themes:  

 

1. The significant increase in the number of formerly homeless persons in permanent housing;  

2. The positive impact of shelter diversion and homeless prevention programs; 

3. The critical need to increase the supply of housing affordable to the lowest-income households 

and appropriate supportive resources.  

 

Dedication to addressing the region’s homelessness challenges has resulted in steady, measurable 

progress in providing shelter and wrap-around services to homeless individuals and families.  The 

region should celebrate the achievements made to reduce the number of people counted 

experiencing homelessness in 2020.  These reductions reflect the dedication and coordinated 

efforts of many to prevent people from entering the homeless system, to improve service delivery, 

and to increase permanent housing solutions.  Reductions in chronically homeless and veteran 

subpopulations reflect focused efforts to ensure that the experience of homelessness is brief, rare, 

and one time only. 

 

However, there remain significant challenges highlighted in this year’s numbers. The challenges laid 

bare by the global pandemic caused by COVID-19 have highlighted the lifesaving protections that 

housing provides.  

 

The successes reflected in the numbers in the report demonstrate that effective strategies are in 

place, but a sustained commitment to creating and adequately funding viable housing solutions for 

the lowest-income individuals and families, continuously improving data tracking and interpretation, 

and providing service paths to ensure successful housing placements are among the most critical 

components to making further significant reductions in the annual Point-in-Time count.  
 

 

The full report is forthcoming.  



View the full annual Point-in-Time (PIT) Count of Homeless Persons 

on the COG website here: 

https://www.mwcog.org/documents/2020/05/21/homeless

ness-in-metropolitan-washington-results-and-analysis-from-

the-annual-point-in-time-pit-count-of-homeless-persons-

featured-publications-homelessness/ 

 

https://www.mwcog.org/documents/2020/05/21/homelessness-in-metropolitan-washington-results-and-analysis-from-the-annual-point-in-time-pit-count-of-homeless-persons-featured-publications-homelessness/
https://www.mwcog.org/documents/2020/05/21/homelessness-in-metropolitan-washington-results-and-analysis-from-the-annual-point-in-time-pit-count-of-homeless-persons-featured-publications-homelessness/
https://www.mwcog.org/documents/2020/05/21/homelessness-in-metropolitan-washington-results-and-analysis-from-the-annual-point-in-time-pit-count-of-homeless-persons-featured-publications-homelessness/
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AGENDA ITEM #8 

 

HEALTH EQUITY: HOW 

OPPORTUNITIES FOR HEALTH 

ARE SHAPED BY RACE & 

ETHNICITY 



Across the jurisdictions served by the 
Metropolitan Washington Council of 
Governments (COG) and throughout the 
nation, health outcomes vary starkly by race 
and ethnicity. The coronavirus pandemic 
has provided a harsh example, but the 
problem of health inequities is larger and 
older. For generations, African Americans 
have experienced higher mortality rates 
than whites, and Hispanic Americans have 
died at higher rates from diabetes and 
other chronic diseases. Such inequities 
help explain why life expectancy varies 
by 28 years across the COG region. 
African Americans account for 93% of the 
population in the five census tracts with the 
lowest life expectancies but only 7% of the 
population where life expectancy is highest. 

Health is shaped by more than our 
individual choices or health care. Health 
is also influenced by place, and health 
inequities are influenced by structural 

racism, the “systems, social 
forces, institutions, ideologies, 
and processes that generate 
and reinforce inequities 

among racial and ethnic 
groups.” Minority 

communities 
often have lower 

household income and less access  
to education, healthy foods, green space, 
affordable housing and transportation,  
and health care. And they often face  
greater health threats such as air pollution 
and violence. A study by Virginia Common­
wealth University’s Center on Society and 
Health estimated that nearly half (47%)  
of the variation in health across census 
tracts in the COG region was associated 
with race and immigrant status. 

The neighborhood disadvantages that exist 
for many people of color did not arise by 
chance; they are products of policies, both 
past and present. Disparities in today’s 
communities were shaped by decades 
of exclusionary practices—from post-​
Reconstruction racial violence and Jim 
Crow laws to exclusionary housing policies 
(e.g., redlining) that isolated people of  
color from white neighborhoods. Non-white 
families were prevented from acquiring prop­
erty and transferring generational wealth, 
reducing revenue for schools, neighborhood 
infrastructure, economic development, 
and jobs. Exclusionary policies continue to 
reinforce inequities today, perpetuating trans­
generational poverty, blight, and disparate 
treatment—conscious and unconscious— 
in school, labor, and criminal justice systems. 

HEALTH
How Opportunities for Health are Shaped by Race       and Ethnicity



Health is also damaged by exposure to 
discrimination itself, which systematically 
devalues marginalized groups—including 
women (e.g., sexism), racial and ethnic 
groups (e.g., racism), immigrants (e.g., 
xenophobia), the LBGTQ community (e.g., 
homophobia), and religious faiths. African 
and Hispanic Americans in particular 
have lived not only with subtle and overt 
expressions of interpersonal racism but 
also the institutional racism that exists in the 
courts, education, employment, lending, 
and other facets of life. Daily exposure 

to prejudice produces chronic stress and 
harms the body, causing changes in the 
brain, hormones, and immune system. 
Genetic research suggests that racism can 
alter chromosomes, transmitting the trauma 
of past generations to today’s descendants. 

Many jurisdictions in the COG region have 
committed themselves to equity initiatives 
to reduce health inequities. They are add- 
ressing neighborhood conditions that 
restrict opportunities for good health and 
economic mobility, and are hosting open 

discussions about racism, dismantling 
exclusionary policies that disadvantage 
groups, investing in neglected neigh­
borhoods, and curbing gentrification and  
the displacement of residents. They seek  
a future in which the opportunity for  
good health is available to all residents.

Many jurisdictions in the COG region have committed 
themselves to equity initiatives to reduce health 
inequities and are building strategies to address 
neighborhood conditions that restrict opportunities  
for good health and economic mobility. 

For more resources on health equity, visit:  
mwcog.org/healthindicatorsreport/ 

Center on
Society
and Health
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INTRODUCTION 

W ashington, D.C. is the nation’s capital and a center of geopolitical 
influence. The metropolitan Washington region—the District of 

Columbia and the surrounding suburbs of suburban Maryland and 
Northern Virginia—is not only the seat of government but also home to 
major industries such as information technology, health care, research, 
and tourism, among others. The population of the District of Columbia 
was approximately 680,000 in 2016, but more than 4.5 million people 
lived in the suburban Maryland and Virginia communities that surround 
the city.a

At first glance, the health of this population is excellent, well above 
the national average. According to an Institute for Health Metrics and 
Evaluation report, as of 2014, life expectancy in Fairfax County and 
Loudoun County was among the highest of any county in the United 
States.1 For many years, the counties in the metropolitan Washington 
region have ranked among the healthiest in Maryland and Virginia.2 

But the health status of the local population is not uniform across the region. 
In fact, the statistics of individual neighborhoods vary dramatically. As 
discussed below, this study examined mortality rates across the region’s 
1,223 census tractsb and found that life expectancy at birth—how long 
a newborn baby can expect to live—varied by 27 years (see Figure 1).  
The census tracts with the lowest and highest life expectancies were 
both in the District, ranging from 67 years in a neighborhood of Trinidad 
near Gallaudet University (tract 88.04) to 94 years in the Foxhall area of 
Georgetown (tract 8.01). Other reports have shown striking geographic 
differences in other health measures such as infant mortality, obesity, 
heart disease and diabetes.3, 4 

a.	 	 This report defines the metropolitan region as 

including the District of Columbia; Maryland 

(Charles County, Frederick County, Montgomery 

County, Prince George’s County); and Virginia 

(City of Alexandria, Arlington County, City  

of Fairfax, Fairfax County, City of Falls Church, 

Loudoun County, City of Manassas, City of 

Manassas Park, and Prince William County).

b.	 	 Census tracts are small, relatively permanent 

statistical subdivisions of a county (or indepen-

dent city in states like Virginia) created by  

the U.S. Census Bureau and updated every  

10 years. Designed to provide stable estimates 

of population data, and typically smaller than 

ZIP codes, census tracts contain a population 

between 1,200 and 8,000 people, with an  

optimum size of 4,000 people. For more 

information see: https://www.census.gov/geo/

reference/gtc/gtc_ct.html.
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Life expectancy, how long a newborn can expect to live, varies 27 years across the 
census tracts of the metropolitan Washington region. Darkly shaded tracts, reflecting 
lower life expectancy, exist in every jurisdiction—not just the District of Columbia and 
nearby neighborhoods but also suburban Maryland (Charles County, Frederick County, 
Montgomery County, Prince George’s County) and Virginia (Alexandria, Arlington County, 
Fairfax County, Loudoun County, and Prince William County). See Table 1-A in the 
appendix for life expectancy ranges for individual jurisdictions and Figure 1-A in the 
appendix for a full-size map.

FIGURE 1. LIFE EXPECTANCY  
AT BIRTH IN THE METROPOLITAN 
WASHINGTON REGION
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WHAT EXPLAINS DIFFERENCES IN HEALTH?

A‌common misconception in American society is that health is 
determined by health care, but studies show that health care   

accounts for only 10–20% of health outcomes.5 Access to affordable, 
high-quality health care—including health insurance—is “necessary 
but not sufficient” for good health. We need access to doctors and 
hospitals to prevent and treat disease, but our health is shaped at a more 
fundamental level by other factors. For example, by some estimates, 
tobacco use (e.g., smoking), physical inactivity, unhealthy diets, and 
problem drinking account for 40% of deaths from chronic diseases like 
diabetes and heart disease.6

Another common misconception is that our personal health choices—
whether to engage in healthy behaviors or go to the doctor—are matters 
of personal responsibility that are fully under our own individual control. 
People can only make the choices they have. An individual’s access 
to medical care or ability to live a healthy lifestyle depends partly on 
personal choice but also on socioeconomic circumstances and 
one’s environment.7 For example, families cannot eat healthy diets if 
nutritious food is unaffordable or sold only outside their neighborhoods, 
or if local restaurants consist largely of fast food outlets. Low income 
urban families without transportation are living in a “food desert” if a 
supermarket or other outlet is more than a half mile from where they live. 
Children cannot regularly exercise if their neighborhoods lack access to 
sidewalks, playgrounds, parks, or other areas for safe, active play. Our 
health, and the large geographic differences in health that exist across 
neighborhoods or the metropolitan Washington region, is shaped largely 
by the social determinants of health. 
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THE SOCIAL DETERMINANTS OF HEALTH AND WHY THEY MATTER

Education: why it matters

Individuals with less education (e.g., adults who have not graduated 
from high school or attended college) have significantly poorer health 
than those with more education. We live in a knowledge economy. 
Manufacturing jobs are on the wane and pay inadequate wages to 
support the cost of living, especially the high costs that exist in areas 
like the metropolitan Washington region. Education is the pathway to 
better jobs, higher income, health insurance, and the resources to live 
in healthier and safe neighborhoods. Social mobility—the chances that 
a low-income child can earn more than his or her parents—is now lower 
in the United States than in other industrialized countries.8 Workers with 
less education or training cannot compete for jobs that provide a livable 
wage. And children who cannot obtain a higher education are less likely 
to climb the economic ladder and escape the cycle of poverty. It is 
precisely in low-income neighborhoods, where property tax revenues are 
low, that school districts (which depend on this revenue) have inadequate 
funds for schools and teachers and cannot always deliver an educational 
experience that prepares young people for success.

Economic and other household resources: why they matter

Income is necessary to live a healthy lifestyle—to afford fresh produce and 
other healthy foods, gym memberships, or programs to help quit smoking. 
The high cost of living in the metropolitan Washington region prices even 
the most basic needs for good health out of reach, especially among low- 
and middle-income families. For example, food security requires a stable 
income—to not worry about feeding one’s family. A recent study found 
that a family of four in Virginia needs to earn at least $61,068 per year 
to cover basic expenses; the same family needs $100,004 to support 
and sustain an economically viable household.9 People with limited 
incomes cannot afford to live in neighborhoods that are healthy, free of 
violent crime, and have other resources for good health. To have a stable 
economic future, people need not only income but also the means to 
build wealth (also called net worth) such as savings, retirement funds, 
and assets (e.g., a home) to serve as an economic cushion during hard 
times. All these factors shape health; families who have trouble making 
ends meet are forced to forego medical care, prescription medicines, and 
other costly resources needed for their health.
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Housing: why it matters

The notoriously high cost of housing in the metropolitan Washington region 
makes it difficult for people to purchase homes or afford rental properties. 
Median home values, even in the area’s poorest neighborhoods, exceed 
median home values in typical American communities. This results in the 
accumulation of housing cost burdens, where 30% (moderate) or 50% 
(severe) of one’s income is spent on housing—money that an individual 
cannot spend on health care or other basic needs. Unstable housing—when 
housing costs force people to relocate, move in with others in overcrowded 
conditions, or become homeless—affects all aspects of life, including 
mental health and physical well-being. Substandard housing conditions 
such as water leaks and poor ventilation can lead to increased mold and 
other allergens associated with poor health. Overcrowding or exposure 
to lead and other toxins can cause or exacerbate illnesses. People living 
in areas with poor housing are also more likely to be exposed to other 
unfavorable living conditions outside the home such as vehicle emissions 
from nearby highways and higher crime rates. Conversely, people living in 
areas with quality housing are more likely to have access to neighborhood 
amenities financed by higher property taxes, such as bicycle paths and 
green spaces for outdoor activity, and to have few safety concerns.

Transportation: why it matters

Transportation is needed not only to access health care but also to reach jobs, 
child care, supermarkets that sell healthy foods, and other basic resources 
on which health and economic stability depend. This is especially true in 
commuting environments like the metropolitan Washington region where 
workers often travel long distances, frequently in heavy traffic, to reach 
their jobs. Families with limited incomes may not be able to own their own 
car or to afford public transit (e.g., Metro and commuter rail services) fares 
and highway tolls. Such families may lack convenient access to bus stops 
or Metrorail stations, and many must endure long trips that require multiple 
changes in bus or train routes to reach their destination. The accumulated 
hours of stress and sedentary inactivity from commuting are themselves 
harmful to health, even among people of higher socioeconomic status. But 
low-income commuters often lack the convenience (and health benefits) of 
being able to walk or cycle to work. 

Air and water: why they matter

Clean air is essential to good health, especially for children with asthma 
and adults with chronic respiratory ailments. As the recent incident in Flint, 
Michigan demonstrated, water pollution and the risk of lead poisoning 
remain challenges in many cities. Low-income communities often fall 
victim to environmental injustice, as when low-income neighborhoods—
often populated by people of color—are selected as sites for building 
factories or highways. Such communities also face higher risks of soil 
pollution, runoff from toxic effluents, and flooding.
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The social environment: why it matters

Just as the physical environment affects health, so does our social 
environment. This includes not only the family dynamics in our households 
but also the social fabric of our communities. Research shows that health 
is influenced by shared values and norms among our networks of friends 
and family (social capital), the sense that our neighbors “have our back” 
(social cohesion), and by levels of social support within the community, 
including the support provided by faith-based organizations (e.g., 
churches, synagogues, mosques) and other places and events that bring 
the community together.10 Conversely, our health is harmed by stresses 
incited by social division, trauma, violence, social isolation, and loneliness. 
When stress becomes chronic, it induces changes in body hormones that 
can damage the heart, kidneys, and immune system, and alter our genes—
allowing the effects of trauma to be passed on to the next generation.11 
Among young children in particular, exposure to chronic stress and adverse 
childhood events (ACEs) affects growth and development, and alters the 
architecture of the developing brain with lasting lifelong consequences. 
ACEs are connected to adverse health outcomes later in life such as 
obesity, alcoholism, depression, and high blood pressure.12,13

The effects of chronic stress are intensified among people of color and 
other population groups that are victims of systemic discrimination 
(e.g., immigrants, religious faiths, the LGBT community, the disabled), 
both through the prejudices they experience in daily life and through 
the accumulated effects of historical trauma. The experience of racism, 
in particular, produces its own form of stress, resulting in a cascade of 
harmful social and biological effects. 

RACE, ETHNICITY, AND THEIR INFLUENCE ON OPPORTUNITY AND HEALTH

Throughout the United States, as in the metropolitan Washington region, 
health varies starkly by race and ethnicity.14 Race refers to whether we 

are white/Caucasian, black/African American, Asian, Native American, 
or a combination of races. Ethnicity refers to whether we are Hispanic/
Latino or have other ethnic orientations. Skin color plays no biological 
significance in explaining differences in health or life outcomes. Race is a 
social construct—a concept created by society, not derived from biological 
or genetic research—but the lived experience and differences in health 
experienced by different racial and ethnic groups in America are very real.

Consider the stunning health disparities experienced by the black 
population in the United States. The life expectancy of African Americans 
is four years lower than that of whites, due largely to the large disparity in 
cardiovascular disease mortality.15 Black infants are twice as likely to die 
before their first birthday as white infants.16 Black mothers are 3–4 times 
as likely to die in childbirth compared to white mothers.17 Older black 
adults (ages 45–64 years) have a stroke mortality rate more than triple 
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that of their white counterparts.18 Black-white health disparities persist 
even after adjusting for other factors that affect health such as education, 
household resources, and housing.

These different lived experiences across racial and ethnic groups are the 
outcome of historical policies and practices that are still playing out today. 
Beginning in the 1600s, the transatlantic slave trade brought slavery to 
the Americas—an institution that lasted for nearly 300 years and upon 
which much of the southern plantation economy relied. The end of slavery 
was followed by decades of racist “Jim Crow” policies designed to 
disempower African Americans. Generations of blacks were traumatized 
by acts of ongoing and overt violence.19 Segregation intensified through 
redlining practices to segregate residential communities, the segregation 
of schools, and policies to restrict access to public places (e.g., buses, 
hotels, restaurants, theaters).20 Generations of black children were 
undereducated; black schools were chronically underfunded and rarely 
provided opportunities to learn on par with their white counterparts. 
Black workers were denied jobs in particular sectors or promotions to 
positions that paid higher wages.20

The historical trauma of slavery, Jim Crow policies, and multigenerational 
poverty have produced a cumulative effect on the health of today’s 
black population. African Americans carry the damage “under their skin” 
and in their genes, and they face real-time threats to their health—from 
the psychological trauma of bigotry to the physical dangers of racially 
motivated violence. Racism affects the health of black Americans, not 
only because exclusionary policies—shaped by institutional racism—limit 
access to education and other social determinants of health, but also 
because the experience of discrimination is itself biologically harmful. 
Chronic stress due to frequent exposures to discrimination and poverty 
can accumulate, creating wear and tear on the body (known as allostatic 
load, a condition associated with poor health outcomes and mortality).21

Institutional racism not only directly affects to individual health, but also 
limits access to the social determinants of health along racial and ethnic 
lines. People of color (blacks, Hispanics, and others) continue to have 
less access to education: their children tend to have greater difficulty 
accessing early childhood education, their districts receive less funding 
for schools and teachers, and students face greater barriers to entering 
(and graduating from) college. People of color therefore are often less 
able to compete for jobs that pay a living wage or provide a future for 
a stable career; their families therefore have lower incomes, smaller net 
worths, and higher poverty rates. These individuals are more likely to 
be turned down for home loans22, 23 and are often targeted by predatory 
lending companies24 (e.g., “pay-day” lending). They are more likely to live in 
racially and ethnically segregated neighborhoods that suffer from decades 
of disinvestment. As a result, neighborhoods of color often lack access to 
affordable high-quality housing, stores that sell healthy foods, green space, 
clean air, and clean water. These communities are often targets for fast 
food outlets, tobacco and alcohol marketing, and liquor stores. 
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These conditions affect not only the health, economic opportunity, and 
social mobility of people of color, but they also weaken the health and 
economy of the entire region. The consequences of limited opportunities 
and the damaging effects of racism extend well beyond communities of 
color. They affect economic growth and community cohesion. Studies 
show that cities with more inclusive policies attract new businesses, 
developers, and residents. They have more productive workforces, and 
incur fewer costs for social services and law enforcement.25 

THE ROLE OF PUBLIC POLICY: WORKING TOGETHER TO MAKE 
MEANINGFUL CHANGES

The social determinants of health are not controlled by doctors and 
hospitals, nor are they shaped exclusively by an individual’s choices. 

Our living conditions are shaped by the choices we make as a community—
as a nation, state, or locality. They reflect the priorities set by policymakers, 
whether elected officials in government, business leaders and financial 
institutions, or other change agents in the private and nonprofit sectors. 
The social determinants of health are interconnected: no single factor—
neither education, housing, nor race—affects health in isolation. Workers 
need employable skills to earn a living wage and find jobs with health 
insurance benefits. Parents need stable housing and child care to keep a 
job or visit the doctor as well as transportation to get there. Children with 
uncontrolled asthma cannot succeed in school, and their asthma cannot 
be controlled if they live amid allergens in their apartment, air pollution in 
the streets, and high ozone levels in the atmosphere. 

These interconnections mean that policy solutions must be holistic. 
Regional strategies to improve health and economic well-being in the 
community must embrace cross-sectoral solutions that improve schools, 
employment, the environment, and transportation. One benefit of a 
cross-sectoral philosophy is that it builds a stronger case for return on 
investment. For example, better education means not only better health 
outcomes and lower health care costs but also better jobs, higher wages, 
more tax revenue, and less crime. When unstable housing or poor 
transportation are common concerns among different stakeholders—
doctors, school principals, employers, law enforcement, etc.—policies to 
address these challenges yield benefits across sectors and culminate in 
a bigger return on investment. 

The Metropolitan Washington Council of Governments (COG) embraced 
this philosophy in its planning strategy, Region Forward, which COG 
launched in 2010 to “create a more prosperous, accessible, livable, and 
sustainable metropolitan Washington.” COG takes a holistic approach to 
achieving these ends by working across nine domains: land use, trans-
portation, climate and energy, the environment, public safety, education, 
housing, health and human services, and the economy. Committees 
devoted to each of these sectors work together to develop interlinked 
policy solutions for the region in an effort to achieve collective impact.
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STUDY OVERVIEW: DEVELOPING THE METROPOLITAN WASHINGTON 
HEALTHY PLACES INDEX

P rioritizing policies and investments in any one domain—whether 
health, transportation, or safety—requires a “deep dive” into the data 

to understand the greatest needs at the neighborhood level, which vary 
across a region like metropolitan Washington. To understand the health 
domain, the COG Health Officials Committee, composed of the region’s 
public health officers, commissioned a study by Virginia Commonwealth 
University (VCU) to analyze the health of the region at the neighborhood 
level. The study summarized here, conducted by the VCU Center on 
Society and Health, measured differences in life expectancy across 
census tracts and the degree to which social determinants of health 
contribute to those differences. Researchers defined the metropolitan 
Washington region as the District of Columbia, four areas of suburban 
Maryland, and five areas of Northern Virginia (see Table 1). 

  
TABLE 1. GEOGRAPHIC AREAS WITHIN THE METROPOLITAN WASHINGTON REGION

District of Columbia

All Wards (8)

Maryland
Charles County

Frederick County (plus the City of Frederick)

Montgomery County (plus Gaithersburg, Rockville, and Takoma Park)

Prince George’s County (plus Bladensburg, Bowie, College Park, and Greenbelt) 

Virginia
Arlington County 

City of Alexandria

Fairfax County (plus Fairfax City and Falls Church City)

Loudoun County

Prince William County (plus Manassas and Manassas Park cities)

  

For each of these areas, life expectancy at birth at the census tract-level 
was determined using mortality data that was geocoded by the state 
health department responsible for recoding the deaths. Life expectancy for 
Northern Virginia by census tract was provided by the Virginia Department 
of Health (based on 2007–2013 death data). Tract-level life expectancy 
for Maryland and Washington, D.C. areas was computed by VCU using 
the most recently available 10 years of death data (MD: 2005–2014, DC: 
2006–2015) provided by the District of Columbia Department of Health 
and the Maryland Department of Health. All life expectancy calculations 
were made using the adjusted Chiang II abridged life table method.26
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Census tract-level data for each area were also collected on 48 indicators 
covering six broad policy action areas or “domains,” as well as 16 additional 
indicators to assess the influence of race-ethnicity and immigrant status 
(see Table 2). These included data on the number of whites, blacks, 
Asians, and Hispanics in each census tract, as well as the number of 
immigrants and their continents of origin. Using these data and detailed 
statistical methods described in the Technical Appendix, the degree to 
which the six domains (and the indicators within them) contributed to 
life expectancy was computed and used to develop a new tool: The 
Metropolitan Washington Healthy Places Index (HPI).c The HPI provides a 
snapshot measure of the conditions in a census tract that are associated 
with increased (or decreased) life expectancy. Additional details about the 
indicators, life expectancy computations, and computation of the Healthy 
Places Index can be found in the Technical Appendix.

UNDERSTANDING THE HEALTHY PLACES INDEX: HOW LOCAL FACTORS 
INFLUENCE HEALTH

The impetus for developing the HPI was to help policymakers, providers, 
and residents explore local factors that contribute to the health of 

residents in the metropolitan Washington region. The HPI provides an 
overall score, ranging from zero (lowest opportunity for health) to 100 
(most opportunity for health). This score is available for each census 
tract in the region. The overall HPI score is composed of six “domain” 
scores, each representing the independent contribution of one of the 
following policy action domains: Air Quality, Education, Economic/Other 
Household Resources, Health Care Access, Housing, and Transportation.

The HPI is useful to anyone interested in learning how local neighborhood 
conditions influence the health of communities. It was designed to be 
used by state and local governments, community organizations, health 
care providers and health systems, public health officials, businesses, 
and financial institutions. For example, the HPI can be used for:

•	 Prioritization of investments, resources, and programming in 
neighborhoods where health needs are the greatest

•	 Program planning and service delivery

•	 Community profiles and needs assessments

•	 Understanding community needs (in conjunction with resident 
experience)

•	 Research 

•	 Providing data for grant applications

To create the HPI index, a set of 48 indicators was selected based on 
published research on their association with life expectancy, data quality, 
and availability at the census tract level. Based on research literature, 

c.	 	 The Metropolitan Washington Healthy Places 

Index (HPI) builds upon the methods and 

approach of the California Healthy Places Index, 

which was jointly developed by the Public 

Health Alliance of Southern California and 

Virginia Commonwealth University’s Center on 

Society and Health. More information about the 

Healthy Places Index family of projects can be 

found at: http://healthyplacesindex.org/.
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TABLE 2. METROPOLITAN WASHINGTON HEALTHY PLACES INDEX INDICATORS BY DOMAIN
Air Quality

Cancer risk Lifetime cancer risk from inhalation of air toxins, per million people

Environmental hazards Exposure to toxins harmful to human health (0–100; higher values = less exposure to toxins)

Respiratory risk Ratio of exposure concentration to health-based reference concentration (>1 = increased risk)

Economic/Other Household Resources

Low food access (low income population)
% of low income population living >1/2 mile (urban) or >10 miles (rural) from the nearest supermarket, supercenter, 
or large grocery store

Income inequality
Gini Index; measures income distribution among the residents of a specified geography (0–1; higher values = more 
inequality)

Low food access (overall)
% of total population living >1/2 mile (urban) or >10 miles (rural) from the nearest supermarket, supercenter, or 
large grocery store

Marital status % of population 15 years and older now married (excluding those who are separated)

Median household income Median annual household income

Low income (adult) % of population ages 18 to 64 years with household incomes at or below twice the poverty level (200%)

Poverty (adult) % of population ages 18 to 64 years with household incomes below the poverty level (100%)

Poverty (child) % of population under age 18 years living below the poverty level (100%)

Public assistance % of households receiving public assistance income

Single-parent households % of children living in households headed by a single parent

Unemployment rate % of population ages 25 to 64 years who are unemployed

Education
Preschool enrollment % of 3- and 4-year-olds not enrolled in school

High school diploma/higher % with a high school diploma or higher

Lack of English proficiency % of households where no one age 14 and older speaks English only or speaks English “very well”

Some college/higher % with some college education or higher

Health Care Access

Primary care provider access
Ratio of population to primary care providers (internists, family physicians, physician’s assistants, nurse 
practitioners)

Mental health provider access Number of mental health providers (county level) divided by the total population per 100,000

OB/GYN provider access Ratio of population to obstetricians-gynecologists

Private insurance % of civilian noninstitutionalized population with private insurance

Public Insurance % of civilian noninstitutionalized population with public insurance

Uninsured adults % of civilian noninstitutionalized population who are uninsured

Uninsured children % of children who are uninsured

Housing
Older age of housing % of housing units built in 1950 or earlier

Overcrowding % of households with more than one occupant per room

Housing vacancies % of housing units that are vacant

Renter occupied % of occupied housing units not occupied by property owners.

Median home value Median home value of owner occupied units

Median rent Median rent

Housing cost burdened (overall) % of all households (renters and homeowners) paying more than 30% of income on housing

Renter housing cost burdened % of renter households paying more than 30% of income on housing
Housing cost burdened (homeowners) % of owner households paying more than 30% of income on housing

Extremely housing cost burdened (overall) % of all households (renters and homeowners) paying more than 50% of income on housing
Extremely housing cost burdened (renters) % of renter households paying more than 50% of income on housing

Extremely housing cost burdened (homeowners) % of owner households paying more than 50% of income on housing

Poor housing conditions (renters)
% of rental properties with one or more poor housing conditions (e.g., no plumbing, no kitchen, overcrowded, cost 
burdened)

Poor housing conditions (homeowners) % of homes with one or more poor housing conditions (e.g., no plumbing, no kitchen, overcrowded, cost burdened)

Housing stability % of population in the same residence within the past 12 months

Housing moves % of population who moved within the same county within the past 12 months

Housing opportunity index Potential opportunity for Housing Choice Voucher holders seeking housing (higher values = higher opportunity)

Transportation
Commute by motor vehicle % of population who take a car, taxi, or motorcycle to work

Commute by public transit % of population who take public transport (bus, train, subway) to work

Commute by walking/cycling % of population who walk or bike to work

Travel time to work Average travel time to work (min)

Transportation Cost Low Transportation Cost Index (high value = lower cost)

No access to vehicle % of households with no access to a vehicle

See HPI Technical Appendix for complete definitions and data sources, as well as indicators for race-ethnicity and immigrant status.
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expert opinion, and consultation with the COG Health Officials Committee, 
the indicators were then grouped into six domains: Air Quality, Education, 
Economic/Other Household Resources, Health Care Access, Housing, 
and Transportation. Next, a new statistical method (grouped weighted 
quantile sum regression) was used to derive weights, which measure how 
strongly each indicator was associated with life expectancy in the COG 
region. The COG region weights were then applied to the data from each 
census tract to derive the six domain scores. The overall HPI score for 
each census tract is the sum of its six domain scores. 

While the indicator list used in the computation of the HPI is 
comprehensive and evidence-based, data for many important indicators 
were unfortunately not available at the local level. For example, data 
about exposure to racism, crime rates, mental health status, drug 
use, and quality of health care were not available at the census tract 
level. As a result, the proportions of health that are accounted for by 
various domains in the model are to be interpreted with care—additional 
indicators or domains could alter the relative weights of those included 
in this study. Specifically, the proportions, or weights, can only measure 
the unique contribution to health among the factors included in the HPI 
model, not all of the potential factors that shape health. More details 
about the methods and limitations of this study are provided in the 
Technical Appendix.

By design, the HPI score characterizes places (e.g., neighborhoods), not 
individuals. That is, it describes the influence of neighborhood conditions 
irrespective of individual characteristics. Individual behaviors (e.g., 
smoking, diet, and exercise) and characteristics (e.g., income, education) 
are important contributors to health, but place matters to health in ways 
that transcend individual factors. Tools like the HPI provide metrics about 
place that can inform policies and actions at the community level, and 
that can improve health above and beyond the factors that individuals 
and families can control.
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METROPOLITAN WASHINGTON 
HEALTHY PLACES INDEX

The Healthy Places Index (HPI) score and life 

expectancy for each census tract in the region are 

represented by the dots in this figure. The overall 

pattern shows that higher HPI scores were gener-

ally predictive of longer life expectancies (r=0.77; 

R2=0.59).
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The HPI was highly positively correlated with life expectancy (see Figure 2), 
meaning that tracts with higher HPI scores typically experienced higher 
life expectancy and lower HPI scores were associated with lower life 
expectancy. Even though the HPI did not incorporate data on individual 
characteristics or neighborhood characteristics for which data were 
lacking, it explains 59% of the differences in life expectancy by census 
tract across the metropolitan Washington region. This level of prediction 
is considered scientifically strong. Although other factors not in the HPI 
model also shape health, the HPI serves as a useful starting place for 
understanding the health of communities and generating additional 
questions. Exploring additional data sources, such as local administrative 
data and vital statistics, and having conversations with stakeholders and 
residents can provide insight into other local conditions and specific 
health outcomes.

WHAT THE HEALTHY PLACES INDEX TEACHES US: HEALTH IS ABOUT 
MORE THAN HEALTH CARE

W hat the HPI shows is that life expectancy in the metropolitan 
Washington region is shaped less by health care than by the social 

determinants of health. As noted earlier, everyone needs health care—
both to prevent disease and manage chronic illnesses—but simply 
having access to health care does not guarantee good health. Access to 
health care comprised only 6% of the HPI score, accounting for very little 
of the 27-year difference in life expectancy that exists across the region’s 
census tracts. Education was the most important HPI domain (34% of the 
HPI score), followed by economic and other household resources (26% 
of the HPI score). Education and economic well-being, which are closely 
interrelated, together accounted for 60% of the HPI score. The other 
domains include housing (16%) and transportation (10%) (see Figure 3).

“Education and economic well-
being together accounted  
for 60% of the HPI score”
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FIGURE 3. DETERMINANTS OF LIFE 
EXPECTANCY IN THE METROPOLITAN 
WASHINGTON REGION

Weights reflect the relative, independent contri-

bution of each group of indicators (domains) on 

the total Healthy Places Index (HPI) score. Higher 

percentages reflect a stronger association with 

life expectancy: education exerted the greatest 

influence. Percentages may not add to 100 due  

to rounding.
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Importantly, additional analyses found that nearly half (47%) of the HPI 
variation across census tracts in the region could be explained by race-
ethnicity and immigrant status. Among the reasons is that people of 
color and immigrants are more likely to live in neighborhoods with fewer 
resources that lacked the conditions for good health (reflected in low 
HPI scores). For example, in the census tracts with the highest scores 
(top quartile), 64% of the population was white; the proportion of black 
and Hispanicd residents in these regions was 6% and 10% respectively. 
In contrast, in the tracts with the lowest HPI scores (bottom quartile), 
63% of residents were black, 13% were Hispanic, and only 19% were 
white. These residential racial segregation patterns did not occur by 
chance; they are the result of historic policies like Jim Crow laws and 
redlining practices that concentrated minorities in neighborhoods and 
perpetuated decades of disinvestment, leaving today’s residents with 
few resources and opportunities for healthy living. Considering the 
deleterious experience of discrimination and racism, it is evident how 
unequal opportunity leads to inequities in life expectancy across racial 
and ethnic groups. 

d.	 	 This figure includes foreign-born and U.S.-born 

black and Hispanic residents. 
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A CLOSER LOOK AT THE REGION

M aps displaying the HPI scores by census tract show that the 
conditions for good health vary significantly across the metropolitan 

Washington region (Figure 4). Lighter colors depict areas with high 
(healthy) scores on a scale of 0–100, whereas darker colors depict lower 
HPI scores (less healthy neighborhoods). The highest HPI scores were 
in the northwest wards of the District of Columbia, affluent Maryland 
suburbs (such as Potomac), and much of Fairfax County. The lowest HPI 
scores were in the eastern wards of the District of Columbia. As shown in 
Figure 4, Frederick County and Frederick City in the northern edge of the 
region, Charles County in the south, and areas of Prince William County 
in the southwest also had low HPI scores.

But larger regional maps hide big differences within jurisdictions, espe-
cially at the neighborhood level. A closer look reveals that conditions for 
health are segregated in every jurisdiction: areas of affluence are short 
distances away from areas of concentrated disadvantage, and people of 
color and immigrants are disproportionately exposed to the most adverse 
living conditions. We show this below in examples from the District of 
Columbia, suburban Maryland, and Northern Virginia.

795

95

95

50

97

81

70

695

83

7

270 

495 

95 

95 

50

7

301

70 

VIRGINIA

MARYLAND

D C
66

HigherLower

HPI score

20 miles

Insuf�cient 
data

FIGURE 4. HEALTHY PLACES INDEX 
SCORES IN THE METROPOLITAN 
WASHINGTON REGION

The map shows that opportunities for good health 

at the census tract level vary greatly across the 

region. Colors depict how the Healthy Places Index 

(HPI) varies across the metropolitan Washington 
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See Figure 4-A in the appendix for a full-size map.
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The District of Columbia

For many years, Washington, D.C. has ranked among the most racially 
segregated cities in the United States. Mapping the HPI scores in the District 
(Figure 5) reveals the sharp east-west divide between healthy conditions in 
the affluent Northwest wards and the more challenging conditions east of 
16th Street, especially in Southeast D.C. Although some of the highest HPI 
scores were in Georgetown and other areas of Northwest D.C., contrasts 
are dramatic—and poignant—in the immediate radius of the U.S. Capitol 
building. Some of the city’s highest HPI scores are on Capitol Hill and in 
the Penn Quarter area between the Congress and the White House, where 
many of the nation’s leaders and powerful lobbyists live. But some of the 
lowest HPI scores in the region are a bus stop away, to the immediate east 
of Capitol Hill just across the Anacostia River. 

TABLE 3. SELECTED CHARACTERISTICS OF WARD 3 AND WARD 8, 
DISTRICT OF COLUMBIA.

Ward 3 Ward 8

High school graduation 97% 82%

Some college education 94% 41%

Single-parent households 15% 84%

Median household income $109,909 $31,642

Unemployment 4% 25%

Child poverty 3% 50%

Adult poverty 13% 33%

Income below 200% FPL 14% 59%

Public assistance 2% 41%

Private insurance 92% 39%

Public insurance 17% 62%

Vacant housing 8% 17%

Median home value $ 788,800 $ 232,100

No vehicle 23% 47%

See Table 2 for full definitions.

The contrasts across the city, in both health and the conditions that shape 
health, are considerable. For example, the average life expectancy of the 
population in Ward 3 (located in Northwest D.C., west of 16th Street) is 
87 years, compared to 72 years in Ward 8 in Southeast, south of I-295. 
The average HPI for the tracts in these two wards also differs greatly 
(76 vs. 9 respectively), reflecting sharp differences in the domains that 
influence life expectancy (Table 3). For example, whereas 94% of adults 
in Ward 3 have attended college, the same is true of only 41% in Ward 8. 
The median household income also differs greatly ($109,909 vs. $31,642, 
respectively) as do child poverty rates (3% vs. 50%).

These averages, which aggregate data from multiple census tracts in a ward, 
mask more extreme differences that exist when individual census tracts are 
compared (Figure 5). Some tracts have striking degrees of disadvantage. 
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FIGURE 5. EXTREMES IN OPPORTUNITY:  
THE DISTRICT OF COLUMBIA

Health is about more than health care. 
Our environment matters: neighborhood 
conditions affect not only our health but 
also economic opportunities and social 
mobility. Statistics that take the average 
for an entire city mask how conditions  
vary by neighborhood. This map contrasts 
living conditions in northwest D.C. and  
the eastern wards. 

Colors depict the Healthy Places Index in the District of Columbia:  
yellow reflects high opportunity for health and well-being, dark  
blue depicts low opportunity. The table contrasts specific living 
conditions, such as education and housing. Numbered circles in  
the table refer to census tracts on the map and show how greatly  
conditions vary across the city. For example, the adult poverty  
rate in a high-opportunity tract in upper Chevy Chase (05 in a  
darkly shaded circle) was 4%, whereas the adult poverty rate in 
an Anacostia tract (05 in lightly shaded circle) was 51%. 
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For example:

•	 In tract 74.01  in Anacostia (discussed further below), the median 
household income was only $14,813 and the poverty rate was 87% 
(74% for children).

•	 Almost one out of three (29%) adults in a Fort Totten neighborhood 
(tract 22.02 ) lacked health insurance. 

•	 Only 20% of the adults in Greenway (tract 77.08 ) had at least 
some college education. 

•	 The unemployment rate in a Washington Highlands neighborhood 
(tract 98.11 ) was 39%. In contrast, only nine miles away in 
Northwest, median household income was as high as $191,607 in 
Potomac Heights (tract 9.02 ). The affluent residents of Capitol 
Hill spend a smaller proportion of their incomes on housing than do 
the poor residents living only blocks away.

The racial-ethnic groups exposed to distressed neighborhoods also  
vary dramatically, reflecting longstanding patterns of segregation 
established early in the city’s history (Figure 6). For example, as of 2014, 
75% of the population in Ward 3 were non-Hispanic whites, whereas 
only 6% and 9% were black or Hispanic, respectively. Nearly one-fifth 
(19%) of the population was foreign born. Conversely, in Ward 8, the 
proportions of residents that were white, black, and Hispanic were 4%, 
93%, and 1%, respectively—and 3% of the population was foreign born. 
Put simply, people of color are exposed disproportionately to unhealthy 
living conditions. 

The city’s past provides the backdrop for current disparities. There is no 
better example than census tract 74.01, an area of Anacostia (Southeast 
D.C.) that ranks among the poorest in the city. The history of this area 
illustrates how past policies shaped present-day disparities (see History 
Makes the Difference: Anacostia callout box).

“Put simply, people of color are 
disproportionately exposed  
to unhealthy living conditions.”
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The District of Columbia remains highly segregated: 

wards 2 and 3, northwest of the White House and 

U.S. Capitol, have a largely white population, while 

the population to the southeast (wards 7 and 8) is 

largely black. Other wards are more diverse and 

include a large Hispanic and immigrant population. 

Each dot represents 100 persons.
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FIGURE 7. A COMPARISON OF CENSUS TRACTS IN GEORGETOWN AND ANACOSTIA

1

74.01

395 

295 

74.01

FREDERICK 
DOUGLASS

HOME

FREDERICK 
DOUGLASS

HOME

 US CAPITOL US CAPITOLWHITE HOUSEWHITE HOUSE

85.210

HCI Score

3 miles

Insufficient Data

3 miles

GeorgetownGeorgetown TrinidadTrinidad

TRACT 1
Georgetown

TRACT 74.01
Anacostia

Healthy Places Index 76 3

Life expectancy 86 years 67 years

High school graduation 100% 67%

Some college education 95% 21%

Median household income $170,338 $14,813

Unemployment 5% 25%

Adult poverty 4% 51%

Child poverty 0% 74%

Public assistance 1% 76%

Children in single-parent households 6% 95%

Private health insurance 96% 16%

Median home value $945,600 $287,500

Median monthly rent $1,974 $460

Severe housing cost burden 8% 25%

Poor rental conditions 22% 45%

Commuting to work

     by motor vehicle 39% 30%

     by public transit 25% 67%

     by walking or cycling 33% 3%

Mean travel time to work	 25 minutes 43 minutes

Graphic shows how living conditions in a census tract where Frederick Douglass once lived (tract 74.01) vary from 

those in a Georgetown neighborhood (tract 1) not far from the White House. See Table 2 for full definitions.

History Makes the Difference:  
ANACOSTIA

Anacostia has long experienced heavy 
concentrated poverty and racial segregation. 
Once used as tobacco farmland, Anacostia 
became one of Washington, D.C.’s first 
suburbs after George Washington established 
the Washington Navy Yard in 1799. The 
area, then known as Uniontown, catered to 
whites, barring famed abolitionist Frederick 
Douglass from owning a home until after 
the Civil War. Congressional Acts freeing 
Washington’s slaves and giving black men 
the right to vote gave Washington, D.C. 
a progressive reputation that attracted 
blacks to the city during Reformation. The 
Freedman’s Bureau opened nearby Barry 
Farms for emancipated blacks, further 
attracting African Americans to Uniontown 
and dissuading many whites from buying 
property. With the Great Migration and the 
passing of Brown v. Board of Education  
in 1954, even more blacks immigrated to 
the city.

As white residents moved out of Anacostia, 
they extracted much of the community 
infrastructure and wealth. The wetlands 
and waterfront became polluted with runoff 
from factories and city wastewater. Massive 
public housing structures were built east 
of the river. The construction of I-295 (the 
Anacostia Freeway, which cuts through 
census tract 74.01) further isolated Anacostia 
residents. The stagnant economy fueled 
concentrated poverty and crime.

In recent years, developers and new invest-
ments have begun to transform the area. 
Tourists now visit the home of Frederick 
Douglass, and enjoy the Anacostia riverfront 
and nearby aquatic gardens. Yet, census 
tract 74.01 continues to bear the marks of 
its difficult history.

Barry Farms Housing Development, 1944.
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The statistics in Anacostia’s census tract 74.01 reflect this history. Of all 
census tracts in Washington, D.C., this tract had the lowest proportion of 
adults with a high school education (67%), the lowest median household 
income ($14,813), the highest adult (51%) and child (74%) poverty rates, 
and the largest proportion of the population receiving public assistance 
(76%). This tract also had the lowest proportion with private health 
insurance (16%), and the largest proportion covered by public insurance 
such as Medicaid (87%). The population in tract 74.01 was 98% black. 
Conditions could not be more diverse less than five miles to the west, in 
tract 1 in Georgetown (Figure 7). 

Suburban Maryland

The disparities described above are not restricted to the District of 
Columbia and have, for many years, extended to the suburbs. The 
varied histories of the Maryland suburbs of D.C.—Frederick County, 
Montgomery County, Prince George’s County, and Charles County—
illustrate the impact that slavery and the Civil War had on the region. 
For example, adjacent Prince George’s County and Montgomery County 
experienced different economic trajectories. Prince George’s County, an 
area settled by 17th century tobacco farmers and once home to a thriving 
slave industry, has struggled for generations to recover from economic 
trauma and persistent poverty. A different dynamic shaped the evolution 
of Montgomery County, where 18th century immigrants from the Mid-
Atlantic profoundly influenced farming practices and worked to abolish 
slavery in the county. Montgomery County and Prince George’s County’s 
northern and southern influences, respectively, had major impacts on 
their economies, policies, and citizens for decades. 

The HPI scores in these counties mirror the social and economic divide 
that has historically separated the two counties (Figure 8). HPI scores 
tended to be higher in Montgomery County than in Prince George’s 
County, although Prince George’s County did include areas of relative 
affluence. Higher HPI scores (above 60) characterized neighborhoods 
near the University of Maryland-College Park and in outlying suburbs 
such as Beltsville, Bowie, and Greenbelt. More adverse conditions, 
however, were found inside the Capital Beltway (I-495). Some census 
tracts in Capitol Heights, Seat Pleasant, District Heights, Forestville, and 
Hillcrest Height had HPI scores below 10. Areas of disadvantage also 
existed in the southern, more rural, tracts near Charles County. 

Although Montgomery County had relatively high HPI scores as a whole, 
granular analysis revealed stark contrasts in conditions for health and 
opportunity across the county. The county is home to great wealth, ranking 
among the top 10 in the United States in median household income.27 In 
areas of Potomac, Rockville, and Bethesda, median household income 
exceeded $200,000 per year. HPI scores in some of these areas exceeded 
85. But not far away, median household income in Montgomery County 
was below $50,000 per year, such as in areas of Gaithersburg (e.g., tracts 
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7007.24 and 7007.13) and Aspen Hill (7032.13). Areas of low opportunity 
with low HPI scores were documented throughout the county in western 
tracts in Poolesville, central tracts in Germantown and Gaithersburg, and 
eastern tracts in White Oak, Hillandale, and Kemp Mill (Figure 8).

Areas of high and low opportunity in the Maryland suburbs were often 
short distances apart. For example, Bethesda—home to the National 
Institutes of Health—included a largely white population. In some tracts, 
97% of adults attended college, the unemployment rate was below 1%, 
or no household lived in poverty. Eight miles away, Langley Park had 
some of suburban Maryland’s most adverse conditions. In census tract 
8056.02, only 30% of adults graduated from high school, 11% attended 
college, 85% of adults lacked health insurance, and 38% of households 
lived in overcrowded conditions. The challenges in Langley Park, which 
are well documented,28 affected a population that was predominately 
people of color, including many immigrants. Eighty-nine percent of the 
population was Hispanic, and more than half (53%) of households spoke 
limited English. Three quarters of the population was foreign born, with 
73% having immigrated in 2000–2009.e 

People of color and immigrants were disproportionately exposed to low 
opportunity conditions across suburban Maryland. Impacted areas of 
Prince George’s County, from Glenarden southward, had populations that 
were more than 85% black; whites typically accounted for less than 2% 
of the population. Many of the Prince George’s County tracts featured 
in Figure 8 included a larger representation of Hispanic and foreign-
born residents. Census tract 8048.02 in Mount Rainier—where 61% of 
households had incomes below 200% of the Federal poverty level—was 
majority (54%) Hispanic and half (50%) the residents were foreign-born. 
Almost two thirds (61%) of the population in Chillum (tract 8059.07) were 
foreign-born, with 59% and 35% having immigrated from Latin America 
and Africa, respectively. 

e.	 	 Communities with large Hispanic or immigrant 

populations may have higher HPI scores because 

of the so-called “Hispanic paradox,” which refers 

to the tendency of recent immigrants (those 

having lived in the country for less than 10 years) 

to have higher life expectancy than people born 

in the United States.
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Impacted areas of Montgomery County also featured large populations 
of color. Many impacted census tracts in the eastern county were largely 
black. Other affected areas were more diverse. For example, in census 
tract 7007.24 in Gaithersburg—where one in three children lived in 
poverty—38% of the population was Hispanic, 25% was Asian, and 64% 
was foreign-born. Conversely, in the Glen Echo tract (7057.02) where the 
median home value was $991,200, the population was 87% white, 10% 
Hispanic, 2% Asian, and 12% foreign-born.

Examples of the social and economic divide in suburban Maryland are 
more conspicuous when examined at the census tract level (see Figure 9).  
As in the District, examples of disadvantage are stark:

•	 In tract 8048.02  in Mount Rainier, 59% of adults did not have 
health insurance. 

•	 In a tract across from the University of Maryland-College Park 
campus (tract 8070 ), 39% of adults lived in poverty. 

•	 Whereas the median home value in Glen Echo (tract 7057.02 )  
was nearly $1 million, the median home value in one Chillum 
neighborhood (tract 8059.07 ) was $67,200. 

•	 The median household income in one Bethesda tract (7047 ) was 
$245,208 per year, more than six times the median income ($36,386 
per year) in a Bladensburg tract (8040.01 ). 

•	 In one Landover neighborhood (tract 8035.09 ), 37% of the 
population received public assistance. 
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FIGURE 9. EXTREMES IN OPPORTUNITY: 
MONTGOMERY COUNTY, MD AND PRINCE 
GEORGE’S COUNTY, MD

Health is about more than health care. 
Our environment matters: neighborhood 
conditions affect not only our health but 
also economic opportunities and social 
mobility. Statistics that take the average 
for an entire county mask how conditions 
vary by neighborhood. 

This map contrasts living conditions in nearby neighborhoods of 
Montgomery County and Prince George’s County. Colors depict the 
Healthy Places Index: yellow reflects high opportunity for health 
and well-being, dark blue depicts low opportunity. The table con-
trasts specific living conditions, such as education and housing. 
Numbered circles in the table refer to census tracts on the map 
and show how greatly conditions vary across suburban Maryland. 
For example, the percent of adults with some college was 97% in 
a high-opportunity tract in Bethesda (01 in darkly shaded circle), 
whereas the percent in a Bladensburg tract (01 in lightly shaded 
circle) was 21%.
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Northern Virginia 

The residents of the Virginia suburbs of Washington, D.C. are among 
the most affluent in the United States.27 Yet, closer examination reveals 
clusters of census tracts where residents live in more difficult conditions. 
Two prior studies by the VCU Center on Society and Health, supported 
by the Northern Virginia Health Foundation, have documented in detail 
Northern Virginia’s “uneven opportunity landscape.”29, 30 A 2017 report 
identified 15 “islands of disadvantage,” clusters of census tracts with 
adverse living conditions. These included tracts in (1) Leesburg, (2) 
Sterling Park, (3) Herndon-Reston, (4) Centreville-Chantilly, (5) Fair 
Oaks-Oakton, (6) Springfield-Annandale-Landmark, (7) Seven Corners-
Bailey’s Crossroads-Alexandria West, (8) Columbia Pike-Douglas Park, 
(9) Buckingham-Fort Myer, (10) Arlandria, (11) Old Town Alexandria-
Huntington, (12) Route 1 Corridor-Fort Belvoir, (13) Bull Run-Manassas, 
(14) Dale City-Woodbridge, and (15) Dumfries.

This study yielded similar results. As seen in Figure 10, some of the 
lowest HPI scores in Northern Virginia were in the distant suburbs, such 
as census tracts in Leesburg (Loudoun County) and areas of Woodbridge 
and Dumfries (Prince William County), where life expectancy was as low 
as 75–79 years. Many tracts with low HPI scores were situated in pockets 
of Fairfax County such as Herndon, Springfield, Annandale, and Columbia 
Pike. Some of Northern Virginia’s lowest HPI scores were in such areas 
as Columbia Heights in Arlington County, the Arlandria neighborhood of 
Alexandria, and along the Route 1 corridor in Fairfax County. These areas 
were surrounded by affluent areas with very high HPI scores including 
Ashburn, Tyson’s Corner, Great Falls, McLean, Franklin Farm, Fair Oaks, 
and Oakton. 

As in Montgomery County, the researchers found stark contrasts in 
socioeconomic and environmental conditions in Northern Virginia, often 
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FIGURE 10. HEALTHY PLACES INDEX 
SCORES IN NORTHERN VIRGINIA

HPI = Healthy Places Index. The map shows that 

opportunities for good health at the census tract 

level vary greatly across Northern Virginia. Areas in 

yellow have more healthful conditions (high HPI), 

whereas dark blue census tracts have less favorable 

conditions (low HPI). Map colors reflect the range of 

the HPI observed in Northern Virginia. HPI scores in 

Northern Virginia ranged from 26 to 98. See Figure 

10-A in the appendix for a full-size map.
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FIGURE 11. EXTREMES IN OPPORTUNITY: 
NORTHERN VIRGINIA

Health is about more than health care. 
Our environment matters: neighborhood 
conditions affect not only our health but 
also economic opportunities and social 
mobility. Statistics that take the average 
for an entire county mask how conditions 
vary by neighborhood. 

High
Opportunity

Low
Opportunity

SOME COLLEGE  100%  24%

MEDIAN HOUSEHOLD INCOME $244,013 $38,125

CHILD POVERTY 0% 66%

ADULT POVERTY 0% 23%

PRIVATE HEALTH INSURANCE 99% 39%

UNINSURED ADULTS <1%  54%

MODERATE HOUSING COST BURDEN 12% 58%

LIFE EXPECTANCY  88 years  78 years

See Table 2 for full definitions

This map contrasts living conditions in areas of Northern 
Virginia in close proximity. Colors depict the Healthy Places 
Index: yellow reflects high opportunity for health and well-being, 
dark blue depicts low opportunity. The table contrasts specific 
living conditions, such as education and housing. Numbered 
circles in the table refer to census tracts on the map and show 
how greatly conditions vary across nearby neighborhoods. For 
example, the percent of adults with some college was 100% 
in a high-opportunity tract in Clarendon (01 in darkly shaded 
circle), whereas the percent in Bailey’s Crossroads (01 in lightly 
shaded circle) was 24%. HPI scores in Northern Virginia ranged 
from 26 to 98.
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between neighborhoods separated by only a few miles or blocks (Figure 
11). Some of the most affluent census tracts in the United States, such 
as tract 4701  in Great Falls—where median household income was 
$244,013—were only a short drive from tract 1017.01  near Fort Myer 
where 66% of children lived in poverty. 

FIGURE 12. A COMPARISON OF CENSUS TRACTS IN MCLEAN AND COLUMBIA 
HEIGHTS
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Falls ChurchFalls Church

FORT MARCY
FORT MARCY

TRACT 4708
McLean

TRACT 1022
Columbia Heights

Healthy Places Index 96 41

High school education 97% 79%

Some college education 94% 55%

Limited English 3% 13%

Children in single-parent households 10% 51%

Median household income $139,773 $42,571 

Unemployment 1% 11%

Child poverty 0% 49%

Adult poverty 1% 23%

Income below 200% FPL 3% 49%

Public assistance 2% 14%

Adults without health insurance 3% 45%

Vacant housing 2% 11%

Moderate housing cost burden 24% 56%

Overcrowding 0% 11%

No vehicle 2% 21%

Graphic shows how living conditions vary in an affluent, largely white neighborhood (tract 4708) in McLean and a 

low-income neighborhood (tract 1022) in Columbia Heights with a large Hispanic and immigrant population. FPL= Fed-

eral poverty level. See Table 2 for full definitions.



30

As was observed elsewhere in the region, people of color were dispro-
portionately exposed to adverse living conditions. Figure 12 poses the 
contrast between one McLean census tract (4708), where the HPI score 
was 96, and a tract in Arlington’s Columbia Heights (1022), where the 
HPI score was 41. Whereas the population in the McLean tract was pre-
dominately white (70%) and Asian (19%), the population in Columbia 
Heights was largely Hispanic (51%) and black (19%). More than half was 
foreign-born, and most immigrated during 2000–2009.

POLICY IMPLICATIONS: WHERE DO WE GO FROM HERE?

This study documents the uneven access to opportunity—and to good 
health—that characterizes the metropolitan Washington region. The 

area is home to very healthy communities with high life expectancy, and 
to socioeconomic and environmental conditions that promote wellness 
and social mobility. But many neighborhoods—ranging from the “islands 
of disadvantage” in Northern Virginia to large historically segregated 
regions such as Southeast D.C. and Prince George’s County—continue 
to struggle with poverty and poor environmental conditions resulting 
from past social and economic challenges.

Health care is a necessary but insufficient solution to addressing these 
health inequities. Health is about more than health care. Doctors cannot 
solve the socioeconomic challenges or improve neighborhood conditions. 
Impacted areas have large populations that lack health insurance and 
localized areas have an inadequate number of primary care physicians, 
mental health professionals, and other clinical services. Policies to 
improve access to care are vital, and encouraging residents to avoid 
unhealthy behaviors (e.g., smoking, inactivity) are important. At the same 
time, creating healthy communities and closing the region’s 27-year 
gap in life expectancy require more fundamental social and economic 
solutions beyond the world of health care. 

The good news is that the solutions to improving public health (Table 4) 
are also vital to improving the economy and growth of the region. 
Programs and policies to improve educational opportunities, from 
preschool to college, will promote the economic mobility of families 
while also strengthening the competitiveness of the region’s workforce. 
Investments that help alleviate economic stresses on families and create 
opportunities for social mobility can help reduce demand for social 
services, discourage crime, and alleviate pressure on law enforcement, 
courts, and jails. Improving the built environment, expanding green space, 
and strengthening community services can help attract new businesses 
to the region, stimulate tourism, and bring other benefits to the public.

In an area that is home to some of the most educated and affluent people 
in the United States, it is essential that policies, services, and investments 
be targeted to communities in need. High schools in the region with  
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well-landscaped campuses and outfitted with the latest technological 
tools need less assistance than schools with crumbling infrastructure, 
low-paid teachers, and outdated teaching materials. Tools such as 
the Healthy Places Index—and similar resources that help pinpoint 
communities in need—can help identify “hot spots” for targeting efforts 
at community and economic development. Real solutions require 
targeted investments in marginalized neighborhoods to improve access 
to affordable, healthy housing as well as affordable transportation, child 
care, and health care (e.g., primary care, dental care, behavioral health 
services). Capital investments in the community, often originating in the 
private sector, are necessary to create an attractive environment that 
provides resources (e.g., green space) for physical activity and healthy 
eating while limiting exposure to harmful pollutants.

As discussed earlier, transformational change in areas that have suffered 
multi-generational disinvestment requires cross-sectoral partnerships, in 
which stakeholders from different sectors join hands to make a collective 
impact. Given the history of the area, it is essential for efforts to be 
sensitive to the vestiges of institutional racism and to work closely with 
communities of color and immigrant organizations to pursue trauma-
informed policies. Many such efforts are underway in the metropolitan 
Washington region, including some that have served as models for other 
U.S. cities. The Metropolitan Washington Council of Governments has 
embraced a multisector approach in both its Region Forward strategic 
planning and its implementation.

Public health departments can play a major role in coordinating these 
efforts, beginning with the assessment of community health needs, 
investigating health effects or hazards, ensuring access to clinical 
services among at-risk populations, and using data to inform intervention 
efforts aimed at prevention or control. Increasingly, state and local health 
departments are helping to conduct health impact assessments (HIAs)31—
structured processes to forecast the health implications of proposed 
policies, programs, and projects. HIAs are typically commissioned to 
examine policies in sectors that have not historically been viewed as 
health-related (e.g., education, transportation, housing, tax policy, zoning, 
law enforcement). Beyond this, public health agencies—through their 
close relationships with other government agencies and with community, 
business, academic, and philanthropic partners—can serve as backbone 
organizations for collective impact initiatives, in which stakeholders 
spanning multiple sectors embrace initiatives to improve the conditions 
for better health and economic opportunity.

Everyone benefits from this approach, not only the residents in low-
income neighborhoods and communities of color, but also the entire 
regional economy. Economic and racial inequity saps the strength of 
the economy. Everyone pays a price for inaction: persistent poverty and 
social isolation fuel discontent, unhealthy behaviors (e.g., drug addiction), 
crime, and violence.



32

TABLE 4. STRATEGIES TO REDUCE GEOGRAPHIC DISPARITIES IN HEALTH AND 
OPPORTUNITY.

Address root causes by improving economic and social conditions for  
populations in need

•	 Policy action by government and the private sector to improve job 

opportunities, increase wages, reduce poverty, and promote economic 

mobility 

•	 Reforms and investments to improve the quality of education—from 

preschool through high school—and to improve the affordability of college, 

vocational training, and professional education

•	 Cross-racial alliance building to understand and address common causes 

of health threats facing different racial and ethnic groups, including racism 

and discrimination

Strengthen the public health system 

•	 Investments in public health agencies to support core functions

•	 Health needs and health impact assessments to factor in the health 

implications of policies, programs and projects in all sectors, including 

education, transportation, housing, and crime 

Invest in communities 

•	 Economic development by business, investors, and philanthropy, and the 

promotion of new industry in marginalized communities

•	 Civic engagement and cross-sector partnerships to leverage and target 

resources and expand opportunities to break the cycle of poverty 

Ensure access to quality health care services

•	 Improved access to affordable health insurance and attention to provider 

shortage areas

•	 Protecting the quality and cultural competence of health care services

Efforts to promote health and opportunity can produce real-time benefits 
in the short term for today’s families, but our children are perhaps the most 
important beneficiaries. Improving the living conditions of the region’s 
children, their educational opportunities, and their health care will shape 
their future health trajectory into adulthood. And conversely, not protecting 
young people from the chronic stress of adverse childhood conditions will 
plant the seeds for lasting harm, substance abuse, economic struggles, 
and adult disease and disability. Today’s children will be tomorrow’s leaders. 
They will be the next generation of teachers, doctors, and chief executives. 
Making our region a place where children in every neighborhood can thrive 
is perhaps the best guarantee for a bright future. 
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Maryland
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L IFE EXPECTANCY AT B IRTH (YEARS)   
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Prince William County
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78.5 89.4

70.3 86.1
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Virginia

*

*Range

*8.4

*16.7

*15.8

*9.6

*9.1

*11.6

*10.9

*16.7

*13.0

27.627.6

Data for Fairfax County includes Fairfax City and Falls Church, and data for Prince William 
County includes the cities of Manassas and Manassas Park. Data for Prince George’s 
County includes Bladensburg, Bowie, College Park, and Greenbelt. Data for Frederick 
County includes the city of Frederick.

TABLE 1-A. LIFE EXPECTANCY (AT 
BIRTH) RANGES IN THE METROPOLITAN 
WASHINGTON REGION
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Life expectancy, how long a newborn can expect to live, varies 27 years across the census 
tracts of the metropolitan Washington region. Darkly shaded tracts, reflecting lower life 
expectancy, exist in every jurisdiction—not just the District of Columbia and nearby neigh
borhoods but also suburban Maryland (Charles County, Frederick County, Montgomery 
County, Prince George’s County) and Virginia (Alexandria, Arlington County, Fairfax County, 
Loudoun County, and Prince William County). See appendix Table 1-A for life expectancy 
ranges for individual jurisdictions.

FIGURE 1-A. LIFE EXPECTANCY 
AT BIRTH IN THE METROPOLITAN 
WASHINGTON REGION
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The map shows that opportunities for good health at the census tract level vary greatly 
across the region. Colors depict how the Healthy Places Index (HPI) varies across the 
metropolitan Washington region: yellow reflects high opportunity for health and well-being, 
dark blue depicts low opportunity.

FIGURE 4-A. HEALTHY PLACES INDEX 
SCORES IN THE METROPOLITAN 
WASHINGTON REGION



40

270 

495 

95 

50

97

5

295

Poolesville

Germantown

Gaithersburg

Rockville Aspen Hill

Bethesda
Silver 
Spring

College 
Park

Laurel

Bowie

Marlow
Heights

Accokeek

Largo

PoolesvillePoolesvillePoolesville

GermantownGermantownGermantown

GaithersburgGaithersburgGaithersburg

RockvilleRockvilleRockville Aspen HillAspen HillAspen Hill

BethesdaBethesdaBethesda
Silver 
Spring
Silver 
Spring
Silver 
Spring

College 
Park

College 
Park

College 
Park

LaurelLaurelLaurel

BowieBowieBowie

Marlow
Heights
Marlow
Heights
Marlow
Heights

AccokeekAccokeekAccokeek

LargoLargoLargo

PRINCE GEORGE'S 
COUNTY

PRINCE GEORGE'S 
COUNTY

MONTGOMERY 
COUNTY

MONTGOMERY 
COUNTY

10 miles

Healthy Places Index

Insufficient data

HigherLower

The map shows that opportunities for good health at the census tract level vary greatly 
across Montgomery County and Prince George’s County in Maryland. Colors depict the 
Healthy Places Index: yellow reflects high opportunity for health and well-being, dark  
blue depicts low opportunity.

FIGURE 8-A. HEALTHY PLACES INDEX 
SCORES IN MONTGOMERY COUNTY, MD 
AND PRINCE GEORGE’S COUNTY, MD
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high opportunity for health and well-being, dark blue depicts low opportunity. HPI scores  
in Northern Virginia ranged from 26 to 98.

FIGURE 10-A. HEALTHY PLACES INDEX 
SCORES IN NORTHERN VIRGINIA



 

 

 

 

 

 

 

 

 

AGENDA ITEM #9 

 

REOPENING COORDINATION 



 

DISTRICT OF COLUMBIA, MARYLAND, AND VIRGINIA 

REOPENING GUIDELINES 
Updated: June 3, 2020 

 
Beginning in late April 2020, the Mayor of the District of Columbia and the Governors of the State of 

Maryland and the Commonwealth of Virginia, initiated reopening strategies for their respective 

jurisdictions. To date there have been modifications and clarifications of these plans as conditions 

and data related to pandemic response continues to evolve.   

 

A review of these plans suggests considerable similarities as the executive leaders of the 

jurisdictions have publicly noted their ongoing communication and desire for cooperation. The 

Maryland, Virginia and District of Columbia plans all reflect an emphasis on the following elements: 

 Phased, gradual reopening based on data and science;  

 Continued social distancing, use of face coverings, and teleworking;  

 Application of comparable public health metrics for moving toward reopening;  

 Establishment of business and community sector task forces; and  

 Alignment with White House guidance.  

 

CURRENT STATUS OF REOPENING STRATEGIES 

The two governors revised their emergency orders and related guidance on reopening with their 

states beginning on Friday, May 15. On May 12, Virginia Governor Ralph Northam issued Executive 

Order 62 which delays Phase 1 for Northern Virginia localities until May 28. On May 26, Northam 

announced that Northern Virginia will enter Phase 1 reopening on Friday, May 29. On June 2 

Northam issued Executive Order 65 allowing most of Virginia to enter the second phase of 

reopening; the order excludes Northern Virginia and the City of Richmond. Northam and Northern 

Virginia officials are working together on when Northern Virginia will enter Phase 2.  

 

On May 15, Maryland Governor Larry Hogan issued Executive Order 20-05-13-01 allowing the 

reopening of certain businesses and facilities in Maryland. The order also empowers local 

jurisdictions to determine the timing of their reopening based on their data trends. Executive Order 

20-05-27-01 further allows the reopening of certain businesses and activities. As of May 28, 

jurisdictions in the NCR have announced the implementation of Stage 1, with variations and 

restrictions, between May 29 and June 1. More detailed information about Maryland jurisdictions 

reopening decisions and guidance can be found in Appendix A.  

 

On May 13, District of Columbia Mayor Muriel Bowser issued Mayor’s Order 2020-066 to extend the 

public emergency, public health emergency, and Stay at Home Order until June 8. On May 21, Mayor 

Bowser released a more detailed reopening plan, ReOpen DC: Recommendations to the Mayor, 

outlining four stages of reopening. On May 27, Mayor Bowser announced the District will begin to lift 

restrictions on Friday, May 29 and enter Stage 1 of reopening. 

 

Revised guidelines released by Governor Northam, Governor Hogan, and Mayor Bowser are similar 

and include the following:  

 “Stay at Home” order becomes “Safer at Home” order– especially for vulnerable populations; 

 No gatherings of more than 10 individuals; 

https://www.governor.virginia.gov/media/governorvirginiagov/executive-actions/EO-62-and-Order-of-Public-Health-Emergency-Four---Jurisdictions-Temporarily-Delayed-From-Entering-Phase-One-in-Executive-Order-61-and-Permitted-to-Remain-in-Phase-Zero-Northern-Virginia-Region.pdf
https://www.governor.virginia.gov/media/governorvirginiagov/executive-actions/EO-62-and-Order-of-Public-Health-Emergency-Four---Jurisdictions-Temporarily-Delayed-From-Entering-Phase-One-in-Executive-Order-61-and-Permitted-to-Remain-in-Phase-Zero-Northern-Virginia-Region.pdf
https://www.governor.virginia.gov/media/governorvirginiagov/governor-of-virginia/pdf/eo/EO-65-Phase-Two.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-SIXTH-AMENDED-5.13.20.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-7th-AMENDED-5.27.20.pdf?fbclid=IwAR3pxeBGi6UKGaXmO1tBt5w0BDE5Pad-Uv0qBdd54JKsiGk4-xd-J9I-1xQ
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-7th-AMENDED-5.27.20.pdf?fbclid=IwAR3pxeBGi6UKGaXmO1tBt5w0BDE5Pad-Uv0qBdd54JKsiGk4-xd-J9I-1xQ
https://coronavirus.dc.gov/sites/default/files/dc/sites/coronavirus/page_content/attachments/Mayors-Order-2020-066-Extensions-of-Public-Emergency-and-Public-Health.pdf
https://coronavirus.dc.gov/reopendc
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 Continued social distancing, continued teleworking, face coverings recommended in public; 

 Easing limits on business and faith communities; 

 Outdoor dining with capacity limits and physical distancing protocols; 

 Resuming non-emergency/elective surgeries; 

 Flexibility for delayed reopening for surge areas (not applicable to the District); and 

 Adjusting restrictions to deal with negative metrics, including a surge in new cases and/or 

hospitalizations. 

 

Table 1: Comparison of Initial Reopening Strategies 

 District of Columbia Maryland Virginia 

Plan Title 
ReOpen DC and Mayor’s 

Order 2020-066  

Maryland Strong: 

Roadmap to Recovery; 

Executive Order 20-05-

06-01; Executive Order 

20-05-13-01; and 

Executive Order 20-05-

27-01 

Forward Virginia 

Blueprint; Executive Order 

61 (amended May 28); 

and Executive Order 65 

Advisory 

Councils 

ReOpen DC Advisory 

Group 

Coronavirus Recovery 

Team 
COVID-19 Task Forces 

Phase/Stage 

I Reopening 

Guidelines 

No gatherings of more 

than 10 individuals 

 

Continued social 

distancing 

 

Continued teleworking 

 

Use of face coverings in 

public 

 

Reopening of key low-risk 

activities, outdoor dining, 

barber shops and hair 

salons (by appointment 

only), outdoor recreation, 

and businesses with 

strong safeguards 

 

 

Delivery of inpatient and 

outpatient care, with 

providers monitoring and 

Safer at Home order – 

especially for vulnerable 

populations 

 

No gatherings of more 

than 10 individuals 

 

Continued social 

distancing 

 

Continued teleworking 

 

Face coverings 

recommended in public 

 

Maximum occupancy is 

50% for retail, religious 

facilities, and hair salons 

and barber shops by 

appointment only 

 

Restaurants and social 

organizations may reopen 

Safer at Home – 

especially for vulnerable 

populations 

 

No gatherings of more 

than 10 individuals 

 

Continued social 

distancing 

 

Continued teleworking 

 

Face coverings 

recommended in public; 

required inside buildings 

(Executive Order 63) 

 

Maximum occupancy is 

50% for retail, religious 

facilities, and hair salons 

and barber shops by 

appointment only 

 

https://coronavirus.dc.gov/reopendc
https://coronavirus.dc.gov/sites/default/files/dc/sites/coronavirus/page_content/attachments/Mayors-Order-2020-066-Extensions-of-Public-Emergency-and-Public-Health.pdf
https://coronavirus.dc.gov/sites/default/files/dc/sites/coronavirus/page_content/attachments/Mayors-Order-2020-066-Extensions-of-Public-Emergency-and-Public-Health.pdf
https://governor.maryland.gov/2020/04/24/governor-hogan-introduces-safe-gradual-and-effective-maryland-strong-roadmap-to-recovery/
https://governor.maryland.gov/2020/04/24/governor-hogan-introduces-safe-gradual-and-effective-maryland-strong-roadmap-to-recovery/
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-FIFTH-AMENDED-5.6.20.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-FIFTH-AMENDED-5.6.20.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-SIXTH-AMENDED-5.13.20.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-SIXTH-AMENDED-5.13.20.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-7th-AMENDED-5.27.20.pdf?fbclid=IwAR3pxeBGi6UKGaXmO1tBt5w0BDE5Pad-Uv0qBdd54JKsiGk4-xd-J9I-1xQ
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-7th-AMENDED-5.27.20.pdf?fbclid=IwAR3pxeBGi6UKGaXmO1tBt5w0BDE5Pad-Uv0qBdd54JKsiGk4-xd-J9I-1xQ
https://www.virginia.gov/coronavirus/forwardvirginia/
https://www.virginia.gov/coronavirus/forwardvirginia/
https://www.governor.virginia.gov/media/governorvirginiagov/executive-actions/EO-61-and-Order-Of-Public-Health-Emergency-Three-SECOND-AMENDED---Phase-One-Easing-Of-Certain-Temporary-Restrictions-Due-To-Novel-Coronavirus-(COVID-19).pdf
https://www.governor.virginia.gov/media/governorvirginiagov/executive-actions/EO-61-and-Order-Of-Public-Health-Emergency-Three-SECOND-AMENDED---Phase-One-Easing-Of-Certain-Temporary-Restrictions-Due-To-Novel-Coronavirus-(COVID-19).pdf
https://www.governor.virginia.gov/media/governorvirginiagov/governor-of-virginia/pdf/eo/EO-65-Phase-Two.pdf
https://www.governor.virginia.gov/media/governorvirginiagov/executive-actions/EO-63-and-Order-Of-Public-Health-Emergency-Five---Requirement-To-Wear-Face-Covering-While-Inside-Buildings.pdf
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 District of Columbia Maryland Virginia 

preserving health system 

capacity 

 

Adjusting restrictions to 

deal with negative 

metrics, including surge 

in community 

transmission and/or 

hospitalizations 

for outdoor dining only 

with capacity limits 

 

Outdoor pools, youth 

sports, and youth day 

camps may resume 

operating under strict 

safety protocols and 

capacity limitations 

 

Local orders continue to 

take precedence 

 

Adjusting restrictions to 

deal with negative 

metrics, including a surge 

in new cases and/or 

hospitalizations 

Public beaches open to 

recreational activity, 

exercise, and fishing 

 

Adjusting restrictions to 

deal with negative 

metrics, including a surge 

in new cases and/or 

hospitalizations 

Regional 

Approach 
n/a 

Governor Hogan issued 

Executive Order 20-05-

06-01 empowering local 

jurisdictions to determine 

reopening timelines and 

restrictions; Executive 

Orders 20-05-13-01 and 

20-05-27-01 reinforce 

this approach 

Governor Northam issued 

Executive Order 62 

delaying reopening for 

Northern Virginia; 

Executive Order 65 delays 

Phase 2 for Northern 

Virginia 

Status of 

NCR 

Jurisdictions 

Stage 1 as of May 29 
Stage 1 between May 29 

– June 1 (see Appendix A) 
Phase 1 as of May 29 

Next phase 

for NCR 

Jurisdictions 

(Tentative) 

Stage 2 – no set date 
Stage 2 – no set date and 

based on locality 
Phase 2 – no set date 

 

 

KEY METRICS FOR REOPENING 

The following table outlines the metrics being tracked by the District of Columbia, Maryland, and 

Virginia to inform initial reopening guidelines. The metrics focus specifically on those being tracked 

at the state level; some jurisdictions within the NCR are developing additional metrics to inform local 

https://www.governor.virginia.gov/media/governorvirginiagov/executive-actions/EO-62-and-Order-of-Public-Health-Emergency-Four---Jurisdictions-Temporarily-Delayed-From-Entering-Phase-One-in-Executive-Order-61-and-Permitted-to-Remain-in-Phase-Zero-Northern-Virginia-Region.pdf
https://www.governor.virginia.gov/media/governorvirginiagov/governor-of-virginia/pdf/eo/EO-65-Phase-Two.pdf
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decision-making. The metrics in Table 2 have been reviewed by regional health officials for accuracy. 
 

Table 2: Key Metrics Tracked by the District, Maryland, and Virginia 

 District of Columbia Maryland Virginia 

Cases 

Sustained decrease in 

community spread over 

14 days 

 

Low transmission rate for 

three (3) days 

Decrease in number of 

new cases over 14 days 

Decrease percentage of 

positive tests over 14 

days 

Hospital 

Capacity 

Ability to safely care for all 

patients without a 

medical surge 

 

79% hospital capacity, 

sustained for seven (7) 

days 

Increased hospital surge 

capacity 

Decreased 

hospitalizations over 14 

days 

 

Enough hospital beds and 

intensive case capacity 

Testing 

 

Ability to rapidly test all: 

1) Symptomatic; 

2) At-risk healthcare 

workers; 

3) Essential workers; 

and 

4) Close contacts of all 

new positive cases 

 

Target: 7,500 per day 

 

 

 

 

Expanded testing 

capability 

 

 

 

 

Target: 10,000 per day 

 

 

 

 

Increased testing 

 

 

 

 

 

Target: 10, 000 per day 

PPE 

Appropriate PPE for all 

healthcare workers and 

first responders 

Increased supply of PPE 

Increasing and 

sustainable supply of PPE 

 

Adequate PPE for 

hospitals 

 

Adequate PPE for 

outpatient facilities 

(private practices, long-

term care facilities, and 

first responders) 

Contact 

Tracing 

Contact tracing capacity 

for all new cases within 

one (1) day and close 

 

 

Robust contact tracing 

 

 

 

Increased contact tracing 

capacity 
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 District of Columbia Maryland Virginia 

contacts within two (2) 

days 

 

Workforce Target: 900 

 

 

Workforce Target: 1,000 

 

 

Workforce Target: 1,000 
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Appendix A: Maryland Jurisdictions Reopening Decisions and Guidance 
 

Executive Order 20-05-13-01 issued by Maryland Governor Larry Hogan includes a Safer at Home 

order, moves to Stage One for reopening, and allows local jurisdictions the discretion to review local 

data and make independent decisions about when it is appropriate to relax certain restrictions. 

Executive Order 20-05027-01 allows for the resumption of outdoor dining, youth sports, day camps, 

and outdoor pools. Jurisdictions within and adjacent to the NCR continue to be in various stages of 

reopening. 

 
Table 3: NCR Maryland Counties Reopening Decisions and Guidance 

 Charles County Frederick County Montgomery County 
Prince George’s 

County 

Order/ 

Decision 

Phase One Gradual 

Reopening and May 

28 Press Release 

Executive Order 02-

2020 and May 28 

Press Release 

May 28 Press 

Release 

Executive Order 10-

2020 

Effective 

Date 
May 29 May 29 June 1 June 1 

Brief 

Description 

Implementation of 

Maryland’s 

“RoadMap to 

Recovery” Stage 1 

 

Retail businesses, 

hair salons and 

barber shops by 

appointment only, 

and indoor religious 

facilities may open 

at 50% capacity 

 

Outdoor dining only 

with capacity limits 

 

Outdoor pools, 

youth sports, and 

youth day camps 

may resume 

operating under 

strict safety 

protocols and 

capacity limitations 

Implementation of 

Maryland’s 

“RoadMap to 

Recovery” Stage 1 

 

Retail businesses, 

hair salons and 

barber shops by 

appointment only, 

and indoor religious 

facilities may open 

at 50% capacity 

 

Outdoor dining only 

with capacity limits 

 

Incremental 

implementation of 

Maryland’s 

“RoadMap to 

Recovery” Stage 1 

 

Retail businesses 

limited to curbside 

services only, hair 

salons and barber 

shops by 

appointment only, 

and full reopening of 

manufacturing 

 

Outdoor dining only 

with capacity limits 

 

Outdoor day camps 

and youth sports may 

resume following 

Maryland 

Department of Health 

guidelines 

Incremental 

implementation of 

Maryland’s 

“RoadMap to 

Recovery” Stage 1 

 

Retail businesses 

may open with 

physical distancing 

and capacity limits, 

hair salons and 

barber shops by 

appointment only, 

and full reopening of 

manufacturing 

 

Outdoor dining only 

with capacity limits 

 

 

 

https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-SIXTH-AMENDED-5.13.20.pdf
https://governor.maryland.gov/wp-content/uploads/2020/05/Gatherings-7th-AMENDED-5.27.20.pdf?fbclid=IwAR3pxeBGi6UKGaXmO1tBt5w0BDE5Pad-Uv0qBdd54JKsiGk4-xd-J9I-1xQ
https://www.charlescountymd.gov/services/health-and-human-services/covid-19/covid-19-phase-one
https://www.charlescountymd.gov/services/health-and-human-services/covid-19/covid-19-phase-one
https://www.charlescountymd.gov/Home/Components/News/News/2471/400
https://www.charlescountymd.gov/Home/Components/News/News/2471/400
https://www.frederickcountymd.gov/ArchiveCenter/ViewFile/Item/11634
https://www.frederickcountymd.gov/ArchiveCenter/ViewFile/Item/11634
https://frederickcountymd.gov/CivicAlerts.aspx?AID=4595
https://frederickcountymd.gov/CivicAlerts.aspx?AID=4595
https://www2.montgomerycountymd.gov/mcgportalapps/Press_Detail.aspx?Item_ID=25367
https://www2.montgomerycountymd.gov/mcgportalapps/Press_Detail.aspx?Item_ID=25367
https://www.princegeorgescountymd.gov/ArchiveCenter/ViewFile/Item/3221
https://www.princegeorgescountymd.gov/ArchiveCenter/ViewFile/Item/3221
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 Charles County Frederick County Montgomery County 
Prince George’s 

County 

Modified 

from State 

Guidelines 

Yes Yes Yes Yes 

Reopening 

Metrics 
State metrics 

County metrics 

 (found here) 

County metrics 

 (found here) 

County metrics 

 (found here) 

 

Table 4: Maryland Counties in Close Proximity to NCR Reopening Decisions and Guidance 

 Anne Arundel County Cecil County Howard County 

Order 

Reopening of Certain 

Businesses (Executive 

Order 21) and May 28 

Press Release 

May 28 Press Release 
Howard County Executive 

Order #2020-09 

Effective Date May 29 May 29 May 29 

Brief Description 

Implementation of 

Maryland’s “RoadMap to 

Recovery” Stage 1 

 

Incremental reopening of 

recreation and parks 

amenities between May 29 

and June 1 

 

Outdoor pools opening 

June 5 after county 

inspection 

 

Modified outdoor day 

camps open July 6 with 

capacity limits 

Full implementation of 

Maryland’s “RoadMap to 

Recovery” Stage 1 

 

Implementation of 

Maryland’s “RoadMap to 

Recovery” Stage 1 

 

Modified from 

State Guidelines 
Yes No Yes 

Reopening 

Metrics 
State metrics State metrics 

County metrics  

(found in HoCoRISE 

framework) 

 

https://www.frederickcountymd.gov/ArchiveCenter/ViewFile/Item/11625
https://montgomerycountymd.gov/exec/Resources/Files/067-20.pdf
https://www.princegeorgescountymd.gov/ArchiveCenter/ViewFile/Item/3212
https://www.aacounty.org/departments/county-executive/executive-orders/steuart-pittman/SP-21.pdf
https://www.aacounty.org/departments/county-executive/executive-orders/steuart-pittman/SP-21.pdf
https://www.aacounty.org/departments/county-executive/executive-orders/steuart-pittman/SP-21.pdf
https://www.aacounty.org/news-and-events/news/county-executive-pittman-announces-further-stage-one-reopenings
https://www.aacounty.org/news-and-events/news/county-executive-pittman-announces-further-stage-one-reopenings
https://www.ccgov.org/Home/Components/News/News/4371/18
https://www.howardcountymd.gov/LinkClick.aspx?fileticket=P4DDsxygaUc=&portalid=0
https://www.howardcountymd.gov/LinkClick.aspx?fileticket=P4DDsxygaUc=&portalid=0
https://www.howardcountymd.gov/Portals/0/HoCoRISE_V2.pdf?ver=2020-05-14-180437-437
https://www.howardcountymd.gov/Portals/0/HoCoRISE_V2.pdf?ver=2020-05-14-180437-437


Forward Virginia 
may 8, 2020 



Forward Virginia Phase One 



Phase I looks like this: 

• Safer at home—especially if you are vulnerable 

• No social gatherings of more than 10 individuals 

• Continued social distancing 

• Continued teleworking  

• Face coverings recommended in public   

• Revised business limitations 



  now phase one 

Non-essential retail Open with 10-person limit Open with 50 percent capacity 

Restaurant and beverage 

services 

Takeout and delivery Takeout and delivery; Outdoor 
seating at 50 percent capacity 

Entertainment and 

amusement 

 

Closed Closed 

Fitness and exercise Closed Closed (limited to outdoor fitness) 

Beaches Exercise and fishing only Exercise and fishing only 

Forward Virginia: Phase One 
Here is what changes in Phase One with the Safer at Home order: 



  now phase one 

Places of worship Drive-in services;  
10-person limit 

Drive-in services 
50 percent indoor capacity 

Personal grooming Closed Appointment only 
Strict social distancing 
Face coverings required 

Private campgrounds Closed Open 

State parks Open to day use only Day use; Overnight in phases 

Child Care Open for working families Open for working families 

overnight summer camps Closed Closed 

Forward Virginia: Phase One 
Here is what changes in Phase One with the Safer at Home order: 



  now phase one 

Gatherings 10-person limit 10-person limit 

Teleworking Strongly encouraged Strongly encouraged 

Face coverings Strongly encouraged Strongly encouraged 

Forward Virginia: Phase One 
Here is what changes in Phase One with the Safer at Home order: 





 

 

safer at home: phase two 

guidelines for all business sectors 

Physical Distancing Best Practices: 

 Establish policies and practices for physical distancing between co-workers and 

between members of the public. (See sector-specific guidelines below for more 

detailed information on public engagement.) 

 Provide clear communication and signage for physical distancing in areas where 

individuals may congregate, especially at entrances, in seating areas, and in check-out 

lines. 

 Limit the occupancy of physical spaces to ensure that adequate physical distancing 

may be maintained. (See sector-specific guidelines for more detailed information.) 

 Encourage telework whenever possible.  

 For those businesses where telework is not feasible, temporarily move or stagger 

workstations to ensure six feet of separation between co-workers and between 

members of the public. 

 Limit in-person work-related gatherings, including conferences, trade shows,  

and trainings.  

 When in-person meetings need to occur, keep meetings as short as possible, limit the 

number of employees in attendance, and use physical distancing practices.   
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Enhanced Cleaning and Disinfection Best Practices: 

 Practice routine cleaning and disinfection of high contact areas and hard surfaces, 

including check out stations and payment pads, store entrance push/pull pads, door 

knobs/handles, dining tables/chairs, light switches, handrails, restrooms, floors, and 

equipment. Follow CDC Reopening Guidance for Cleaning and Disinfection and use 

an EPA-approved disinfectant to clean. For high contact areas, routinely disinfect 

surfaces at least every 2 hours. Certain surfaces and objects in public spaces, such as 

shopping carts and point of sale keypads, should be cleaned and disinfected before 

each use. 

 To the extent tools or equipment must be shared, provide access to and instruct 

workers to use an EPA-approved disinfectant to clean items before and after use. 

 Provide a place for employees and customers to wash hands with soap and water, or 

provide alcohol-based hand sanitizers containing at least 60% alcohol. (See sector-

specific guidelines for more detailed information.) 

 When developing staff schedules, implement additional short breaks to increase the 

frequency with which staff can wash hands with soap and water. Alternatively, 

consider providing alcohol-based hand sanitizers with at least 60% alcohol so that 

workers can frequently sanitize their hands. 

 Provide best hygiene practices to employees on a regular basis, including washing 

hands often with soap and water for at least 20 seconds and practicing respiratory 

etiquette protocols. A CDC training video is available here: 

https://www.cdc.gov/handwashing/videos.html. 

Enhanced Workplace Safety Best Practices: 

 Prior to a shift and on days employees are scheduled to work, employers should 

screen employees prior to starting work. Employees should also self-monitor their 

symptoms by self-taking of temperature to check for fever and utilizing the questions 

provided in the VDH Interim Guidance for COVID -19 Daily Screening of Employees 

before reporting to work. For employers with established occupational health 

programs, employers can consider measuring temperature and assessing symptoms of 

employees prior to starting work/before each shift. CDC considers a person to have a 

fever when he or she has a measured temperature of 100.4° F (38° C) or greater, feels 

warm to the touch, or gives a history of feeling feverish.  

 

https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
https://www.cdc.gov/handwashing/videos.html
https://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-daily-covid-19-screening-of-employees-and-visitors/
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 Implement practices such as those described in VDH Interim Guidance for COVID -

19 Daily Screening of Employees for examples of a screening questionnaire. A sample 

symptom monitoring log is available in this Interim Guidance.  

 Instruct employees who are sick to stay at home and not report to work. If an 

employee becomes ill or presents signs of illness, follow CDC What to Do if You Are 

Sick guidance. Employers should post signage in the common languages of the 

employees telling employees not to come to work when sick. 

 Develop or adopt flexible sick leave policies to ensure that sick employees do not 

report to work. Policies should allow employees to stay home if they are sick with 

COVID-19, if they need to self-quarantine due to exposure, and if they need to care 

for a sick family member. Employers should recommend that employees follow CDC 

guidance on If You Are Sick or Caring For Someone.  

 Some employees are at higher risk for severe illness from COVID-19. These 

vulnerable employees include individuals over age 65 and those with underlying 

medical conditions. Vulnerable employees should be encouraged to self-identify and 

employers should take particular care to reduce their risk of exposure, while making 

sure to be compliant with relevant Americans with Disabilities Act (ADA) and Age 

Discrimination in Employment Act (ADEA) regulations. 

1. Consider offering vulnerable employees duties that minimize their contact 

with customers and other employees (e.g., restocking shelves rather than 

working as a cashier), if agreed to by the employee.            

2. Protect employees at higher risk for severe illness by supporting and 

encouraging options to telework. 

3. If implementing health checks, conduct them safely and respectfully, and in 

accordance with any applicable privacy laws and regulations. Confidentiality 

should be respected. 

4. Other information on civil rights protections for workers related to COVID-

19 is available here. 

 Designate a staff person to be responsible for responding to COVID-19 concerns. 

Employees should know who this person is and how to contact them. 

https://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-daily-covid-19-screening-of-employees-and-visitors/
https://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-daily-covid-19-screening-of-employees-and-visitors/
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/steps-when-sick.html
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/steps-when-sick.html
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/steps-when-sick.html
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/index.html
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/index.html
https://www.cdc.gov/coronavirus/2019-ncov/if-you-are-sick/index.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.hhs.gov/about/news/2020/03/28/ocr-issues-bulletin-on-civil-rights-laws-and-hipaa-flexibilities-that-apply-during-the-covid-19-emergency.html
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 Implement staggered shifts for both work periods and break periods. Consider cohort 

scheduling where groups of employees only work with employees in their group. 

 Limit the number of employees in break rooms and stagger breaks to discourage 

gatherings. 

 Use messaging boards or digital messaging for pre-shift meeting information. 

 If the building has not been occupied for the last 7 days, there are additional public 

health considerations that should be considered, such as taking measures to ensure 

the safety of your building water system. However, it is not necessary to clean 

ventilation systems other than routine maintenance as part of reducing the risk of 

coronavirus transmission. 

 Establish a relationship with your local health department and know who to contact 

for questions. 

For healthcare facilities, additional guidance is provided on CDC’s Guidelines for 

Environmental Infection Control in Health-Care Facilities. 

Resources to print and display: 

CDC Symptoms English                          Spanish CDC Symptoms 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

What Grocery Store and Food Retail Workers Need to Know about COVID-19 

CDC Re-Opening America Cleaning and Disinfecting Public Spaces, Workplaces, 

Businesses, Schools, and Homes 

CDC What You Need to Know About Handwashing VIDEO 

  

https://www.cdc.gov/coronavirus/2019-ncov/php/building-water-system.html
https://www.cdc.gov/infectioncontrol/pdf/guidelines/environmental-guidelines-P.pdf
https://www.cdc.gov/infectioncontrol/pdf/guidelines/environmental-guidelines-P.pdf
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
https://www.cdc.gov/coronavirus/2019-ncov/community/organizations/grocery-food-retail-workers.html
https://www.cdc.gov/coronavirus/2019-ncov/community/pdf/ReOpening_America_Cleaning_Disinfection_Decision_Tool.pdf
https://www.cdc.gov/coronavirus/2019-ncov/community/pdf/ReOpening_America_Cleaning_Disinfection_Decision_Tool.pdf
https://www.youtube.com/watch?v=d914EnpU4Fo
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safer at home: phase two 

guidelines for social gatherings 

Best practices: 

In addition to the best practices in the “Guidelines for All Business Sectors” document, 

social gatherings should consider the following best practices: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high-risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Social gatherings should be limited to 50% occupancy of the event space, if applicable, 

or 50 participants, whichever is less. 

 

 Limit the occupancy of spaces to ensure that six feet of physical distance can be 

maintained between all organizers, staff, volunteers, and attendees who are not 

members of the same household. 

 

 Reconfigure seating areas to allow six feet of physical distance between individuals by 

eliminating or closing select tables or seating areas, or by spreading them out to allow 

for adequate spacing. 

 

 Ensure exits are configured to reduce the occurrence of bottlenecks at the conclusion 

of the event. 

 

 Practice routine cleaning and disinfection of high contact areas and hard surfaces, 

including check out stations and payment pads, store entrance push and pull pads, 

door knobs and handles, dining tables and chairs, light switches, handrails, restrooms, 

guest lockers, floors, and equipment. Follow CDC Reopening Guidance for Cleaning 

and Disinfection and use an EPA-approved disinfectant to clean. For high contact 

areas (e.g., in both public and staff areas), routinely disinfect surfaces at least every 2 

hours. Certain surfaces and objects in public spaces, such as point of sale keypads, 

should be cleaned and disinfected before each use. 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
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 Social gatherings should not include close contact between gathering organizers, staff, 

and attendees not from the same household. Discontinue activities such as face-

painting, temporary tattoo application, or audience participation with performers. 

 

 Events that cannot restrict access to the general public should not take place. 

 

 Where applicable, organizers must create a participant flow plan of modified queue 

lines to and within the mass gathering.  Determine areas likely to become bottlenecks 

or pinch points and adjust participant flow accordingly. 

 

 Where applicable, install visible markers for queue lines that separate people by six 

feet of physical distance. Provide physical guides to seating areas including floor 

decals, colored tape, or signs to indicate where attendees should not sit, stand, or 

congregate. Sample markers are available in the VDH Business Toolkit. 

 

 Do not include side events as part of the gathering.  These are events associated with 

but located outside of the formal gathering location, such as souvenir vending 

stations, gaming areas, petting zoos, and designated food truck areas. 

 

 Designate a coordinator who will be responsible for identifying COVID-19 related 

issues and their impact on the gathering, including coordinating health preparedness 

for the event and emergency response planning. 

 

 Develop an emergency and medical response plan for COVID-19. This plan should 

include information about how attendees should interface with the local healthcare 

system (who to speak with or call if they feel sick) and procedures for isolating sick 

attendees and reporting illnesses to event organizers. The response plan must also 

include a plan for organizers to notify the local health department and all participants 

if any exposure to COVID-19 occurs at the event. 

 

 Develop a mitigation plan for COVID-19, to include how all requirements listed here 

will be met, and how guidelines and requirements will be enforced at the gathering.  

 

 Consider limiting the duration of the gathering, especially for indoor gatherings and 

gatherings involving activities that would increase respiration (e.g., cheering, singing). 

 

 Consider delaying gatherings where the target demographic is persons in high risk 

populations. 
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 Use technology solutions where possible to reduce person-to-person interaction, 

including contactless payment and ticket scanning. 

 

 Install physical barriers, such as sneeze guards and partitions, at staffed kiosks. 

 

 All bathrooms, hand-washing stations, and portable toilets should be placed in a 

convenient location for use by attendees but away from congregate areas and arranged 

in a configuration that maintains at least six feet of physical distance. 

 

 Provide a place for staff and attendees to wash hands with soap and water, or provide 

alcohol-based hand sanitizers containing at least 60% alcohol. 

 

 Where applicable, provide best hygiene practices to employees on a regular basis, 

including washing hands often with soap and water for at least 20 seconds and 

practicing respiratory etiquette protocols. A CDC training video is available here: 

https://www.cdc.gov/handwashing/videos.html. 

 

 Close off areas used by a sick person and do not use them until after cleaning and 

disinfection. Wait 24 hours before cleaning and disinfecting. If it is not possible to wait 

24 hours, wait as long as possible. Ensure safe and correct application of disinfectants 

and keep disinfectant products away from children. 

 

 Attendees should leave as quickly as possible following the event in order to limit 

contact and exposure to themselves and other attendees.  

 

 Establish relationships with key community partners and stakeholders, such as the 

local health department, community leaders, hospitals, and law enforcement. 

Collaborate and coordinate with them on broader planning efforts for the gathering. 

 

 Identify actions to take if the event needs to be postponed or cancelled. 

 

 Private events may be held at venues provided they can comply with these guidelines.  

Resources to print and display: 

CDC Symptoms English                          CDC Symptoms Spanish 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

https://www.cdc.gov/handwashing/videos.html
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
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CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

  

https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

restaurant and beverage services 

scope:  Restaurants, dining establishments, food courts, breweries,  

cideries, mobile units (food trucks), distilleries, wineries, 

and tasting rooms. 

phase 2:  Establishments must either implement the following  

mandatory requirements or close. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. Virginia Department of Health and Virginia 

Department of Agriculture and Consumer Services regulated facilities must continue to 

follow requirements related to prohibiting sick employees in the workplace, strict 

handwashing practices, and procedures and practices to clean and sanitize surfaces.  

During Phase 2, businesses should continue to offer takeout and delivery options. If 

businesses choose to open to dine-in customers, they may do so in indoor and outdoor spaces 

and must adhere to the following additional requirements for service: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (See samples at 

the bottom of this document). 

 Occupancy must be limited to no more than 50% of the lowest occupancy load on the 

certificate of occupancy, if applicable, while maintaining a minimum of six feet of 

physical distancing between all individuals as much as possible. 

 Provide a minimum of six feet between parties at tables, (i.e., the six feet cannot 

include the space taken up by the seated guest). If tables are not movable, seat parties 

at least six feet apart. Spacing must also allow for physical distancing from areas 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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outside of the facility’s control (i.e. provide physical distancing from persons on 

public sidewalks).  

 All parties, whether seated together or across multiple tables, must be limited to 50 

patrons or less. 

 Do not seat multiple parties at any one table unless marked with six foot divisions 

(such as with tape).  

 Bar seats and congregating areas of restaurants must be closed to patrons except for 

through-traffic. Non-bar seating in the bar area (i.e., tables or counter seats that do not 

line up to a bar or food service area) may be used for customer seating as long as a 

minimum of six feet is provided between parties at tables. 

 Keep game areas, dance floors, and playgrounds closed. If live musicians are 

performing at an establishment, they must remain at least six feet from patrons and 

staff.  

 Employees working in customer dining and service areas are required to wear face 

coverings over their nose and mouth, such as using CDC Use of Cloth Face Coverings 

guidance. 

 Use single-use disposable menus (e.g., paper) and discard after each customer. 

Reusable menus are not permitted in Phase 2. Refilling food and beverage containers 

or implements brought in by customers is not allowed in Phase 2.  

 Prior to each shift, employers should ask that the employee self-measure their 

temperature and assess symptoms. Please see VDH Interim Guidance for 

Implementing Safety Practices for Critical Infrastructure Workers During 

Widespread Community Transmission.   

 No self-service of food (except beverages), including condiments. Condiments must 

be removed from tables and dispensed by employees upon the request of a customer. 

Buffets must be staffed by servers. For self-service beverage areas, use beverage 

equipment designed to dispense by a contamination-free method. 

 Perform thorough cleaning and disinfection of frequently contacted surfaces including 

digital ordering devices, check presenters, self-service areas, tabletops, bathroom 

surfaces, and other common touch areas every 60 minutes during operation. 

Tabletops and credit card/bill folders must be disinfected between patrons.  

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
http://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-implementing-safety-practices-for-critical-infrastructure-workers-non-healthcare-during-widespread-community-transmission-in-virginia/
http://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-implementing-safety-practices-for-critical-infrastructure-workers-non-healthcare-during-widespread-community-transmission-in-virginia/
http://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-implementing-safety-practices-for-critical-infrastructure-workers-non-healthcare-during-widespread-community-transmission-in-virginia/
http://www.vdh.virginia.gov/coronavirus/vdh-interim-guidance-for-implementing-safety-practices-for-critical-infrastructure-workers-non-healthcare-during-widespread-community-transmission-in-virginia/
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 Table resets must be done by an employee who has washed their hands with soap and 

water for at least 20 seconds just prior to reset activities. 

 Patrons may wait for takeout or for seated dining in the lobby area, but they must 

maintain six feet of physical distance between parties. 

Best Practices: 

In addition to the requirements provided above, establishments are encouraged to utilize the 

following best practices to the extent they are feasible: 

 Utilize reservations for dining on the premises. 

 Use staff facilitated seating where appropriate. If seating is not staff facilitated and 

tables cannot be moved to meet the physical distancing requirements outlined above, 

tables that should not be used must be clearly marked that they are out of service. 

 Assign employee(s) to monitor and clean high touch areas while in operation.  

 Use technology solutions where possible to reduce person-to-person interaction, 

including mobile ordering and menu tablets, text on arrival for seating, and contactless 

payment options. 

 Consider methods to make point of sale terminals safer, including use of no contact 

applications, placement of a glass or clear plastic barrier between the employee and 

the customer, and providing a hand sanitizer station for customer and employee use 

after handling credit/debit cards, PIN terminals, or exchange of cash. 

 Servers should avoid touching items on tables while customers are seated. Dedicated 

staff should remove all items from the table when customer(s) leave.   

 Consider scheduled closure periods throughout the day to allow for cleaning and 

disinfecting, including bathrooms (i.e., after lunch service). 

 Use separate doors to enter and exit the establishment when possible. 

 When protective equipment such as face coverings are used, launder daily and wash 

hands after touching/adjusting face covering while working. 

 Single-use items should be discarded. Consider using rolled silverware and 

eliminating table presets.             
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 Consider installing touchless door and sink systems or providing single-use barriers 

(e.g., deli tissues, paper towels) for use when touching door and sink handles. 

 Implement procedures to increase how often the back-of-house areas are cleaned and 

sanitized. 

Additional Considerations: 

Take-out and Delivery providers are encouraged to utilize the following recommendations: 

 Notify customers as the delivery is arriving by text message or phone call. 

 Ensure transport containers are cleaned and sanitized between uses. 

 Establish designated pick-up zones for customers, including separate entrances and 

exits where possible. 

 Offer curb-side pick-up. 

 Encourage cashless transactions where possible. 

 Practice physical distancing by offering to place orders in vehicle trunks. 

 Seal food packages to safeguard the integrity of contents. 

 If an establishment uses a delivery service, implement a contactless pick-up option 

where drivers do not have to come into the restaurant.  

Food Trucks/Mobile Units are encouraged to utilize the following recommendations: 

 Provide signage and aids to help customers maintain six feet of distance while 

ordering or waiting for an order. 

 Food and other items should not be returned after they are loaded onto the mobile 

unit. 

 Schedule frequent cleaning and disinfecting of order pick-up areas and other 

commonly touched surfaces. 

Resources to print and display: 

CDC Symptoms English                          Spanish CDC Symptoms 

https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
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CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

What Grocery Store and Food Retail Workers Need to Know about COVID-19 

CDC Re-Opening America Cleaning and Disinfecting Public Spaces, Workplaces, 

Businesses, Schools, and Homes 

CDC What You Need to Know About Handwashing VIDEO 

  

https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
https://www.cdc.gov/coronavirus/2019-ncov/community/organizations/grocery-food-retail-workers.html
https://www.cdc.gov/coronavirus/2019-ncov/community/pdf/ReOpening_America_Cleaning_Disinfection_Decision_Tool.pdf
https://www.cdc.gov/coronavirus/2019-ncov/community/pdf/ReOpening_America_Cleaning_Disinfection_Decision_Tool.pdf
https://www.youtube.com/watch?v=d914EnpU4Fo
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safer at home: phase two 

farmers markets 

phase 2:  Establishments must either implement the following  

mandatory requirements or close. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. Virginia Department of Health and Virginia 

Department of Agriculture and Consumer Services regulated facilities must continue to 

follow requirements related to prohibiting sick employees in the workplace, strict 

handwashing practices, and procedures and practices to clean and sanitize surfaces.  

During Phase 2, farmers markets should continue to offer order ahead and pickup options. If 

markets choose to open, they must adhere to the following additional requirements for 

outdoor service: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment or farmers market. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (See samples at 

the bottom of this document). 

 On-site shopping is allowed, as long as physical distancing guidelines are adhered to. 

Configure operations to avoid congestion or congregation points. 

 Employees and vendors working at the farmers markets must wear face coverings over 

their nose and mouth, such as using CDC Use of Cloth Face Coverings guidance. 

 Provide a minimum of six feet between parties at tables, (i.e., the six feet cannot 

include the space taken up by the seated guest). Spacing should also allow for physical 

distancing from areas outside of the facility’s control (i.e. provide physical distancing 

from persons on public sidewalks).  

  

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
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 Provide hand sanitizer stations or hand washing stations for patrons and employees. 

 Vendors must use enhanced cleaning and disinfecting practices to regularly clean and 

disinfect spaces and equipment. 

 Vendors and employees handling money should wash their hands between each 

transaction. 

Best Practices: 

In addition to the requirements provided above, farmers markets are encouraged to utilize the 

following best practices to the extent they are feasible: 

 Promote no touch or low touch purchasing opportunities by pre-boxing or pre-

bagging food items. 

 Update your website and social media with detailed instructions so patrons 

understand the expectations while at the market. 

 Discourage vendor sampling. 

 A mobile market could be used to reach communities with low food access but should 

comply with physical distancing guidelines for customers shopping and follow all 

recommended hygiene and sanitation protocols.  

 Limit vendors to those selling food and horticultural products, or other handcrafted 

products critical for hygiene and sanitation such as handmade soaps and face 

coverings. 

 Encourage touchless payment systems.  

Resources to print and display: 

CDC Symptoms English                          Spanish CDC Symptoms 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

What Grocery Store and Food Retail Workers Need to Know about COVID-19 

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
https://www.cdc.gov/coronavirus/2019-ncov/community/organizations/grocery-food-retail-workers.html
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CDC Re-Opening America Cleaning and Disinfecting Public Spaces, Workplaces, 

Businesses, Schools, and Homes 

CDC What You Need to Know About Handwashing VIDEO 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

https://www.cdc.gov/coronavirus/2019-ncov/community/pdf/ReOpening_America_Cleaning_Disinfection_Decision_Tool.pdf
https://www.cdc.gov/coronavirus/2019-ncov/community/pdf/ReOpening_America_Cleaning_Disinfection_Decision_Tool.pdf
https://www.youtube.com/watch?v=d914EnpU4Fo
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safer at home: phase two 

brick and mortar retail 

scope:  All non-essential brick and mortar retail establishments. 

phase 2:  Establishments must either implement the following  

mandatory requirements or close. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. They must also adhere to the following additional 

requirements:  

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Retailers must limit occupancy to 50% of the lowest occupancy load on the certificate 

of occupancy. 

 Retailers must assist customers in keeping at least six feet of space between 

individuals or households while shopping and waiting in line. Mark floors in six-foot 

increments in areas where customers will be congregating or standing in line such as 

cashier areas. If six feet of space cannot be maintained between checkout lines, only 

operate alternate checkout lines. 

 If seating is available, provide a minimum of six feet between tables; if tables are not 

movable, parties must be spaced at least six feet apart. 

 Meeting rooms and other enclosed spaces such as fitting rooms should be closed to 

customers. 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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 Employees working in customer-facing areas are required to wear face coverings over 

their nose and mouth, such as using CDC Use of Cloth Face Coverings guidance. 

 Perform a thorough cleaning and disinfection of frequently contacted surfaces 

including digital ordering devices, self-service areas, countertops, bathroom surfaces, 

cashier stations, belts, shelves, cash machine pads, keyboards, order separation bars, 

and other high touch surfaces, at a minimum, every 2 hours.  

 Eliminate stations where food or drink can be sampled. No self-service of food (except 

beverages), including condiments. Self-service beverage areas must use beverage 

equipment designed to dispense through a contamination-free method. 

 Ensure there is a way to sanitize shopping cart and basket handles: either make an 

EPA-approved disinfectant easily accessible to customers or have employees manage 

the process and sanitize between each customer use. 

Best Practices: 

In addition to the requirements provided above, establishments are encouraged to utilize the 

following best practices to the extent they are feasible: 

 Provide sanitizing stations for customers and staff throughout the store, particularly at 

entry and exit points. 

 Consider managing customer movement utilizing one-way aisles or other directional 

instructions. 

 Consider reserving certain hours for senior citizens and other high-risk populations. 

 Provide opportunities to shop and pay online or on the phone whenever possible. 

 Provide options for home delivery, in store pickup, or curbside pickup whenever 

possible to minimize the number of customers in facilities. 

 When protective equipment such as face coverings are used, launder daily and wash 

hands after touching/adjusting face covering while working. 

 Use separate doors to enter and exit the establishment when possible. 

 Consider installing touchless door and sink systems or providing single-use barriers 

(e.g., deli tissues, paper towels) for use in touching door and sink handles. 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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 Consider using a reservation system to schedule customer visits, including asking 

customers to set up a time to visit the showroom or sales floor to limit the number of 

customers in a facility.   

 Prohibit congregating in break rooms or common areas and limit the capacity of such 

areas to allow for safe physical distancing of a minimum of six feet whenever possible. 

 If reusable shopping bags are permitted, ask customers to bag their own 

products/groceries. 

Resources to print and display: 

CDC Symptoms English                          Spanish CDC Symptoms 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

What Grocery Store and Food Retail Workers Need to Know about COVID-19 

  

  

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
https://www.cdc.gov/coronavirus/2019-ncov/community/organizations/grocery-food-retail-workers.html
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safer at home: phase two 

fitness and exercise facilities 

scope:  Gymnasiums, recreation centers,  sports facilities, and  

exercise facilities. 

phase 2:  Establishments must either implement the following  

mandatory requirements or close. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. If businesses choose to offer fitness and exercise 

services, they must adhere to the following additional requirements for  operations: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Occupancy must be limited to no more than 30% of the lowest occupancy load on the 

certificate of occupancy, if applicable, while maintaining a minimum of ten feet of 

physical distancing between all individuals as much as possible. 

 Facilities should separate fitness equipment to ensure ten feet of separation between 

patrons, members, and guests using such equipment. 

 Facilities should screen patrons for COVID-19 symptoms prior to admission to the 

facility. Patrons should be asked if they are currently experiencing fever (100.4 

degrees Fahrenheit or higher) or a sense of having a fever, a new cough that cannot be 

attributed to another health condition, new shortness of breath that cannot be 

attributed to another health condition, new chills that cannot be attributed to another 

health condition, a new sore throat that cannot be attributed to another health 

condition, or new muscle aches that cannot be attributed to another health condition 

or specific activity (such as physical exercise). Anyone experiencing symptoms should 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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not be permitted in the facility. Screenings should be conducted in accordance with 

applicable privacy and confidentiality laws and regulations. 

 Instructors and all participants of group exercise and fitness classes must maintain at 

least ten feet of physical distancing between each other at all times. 

 The total number of attendees (including both participants and instructors) in all 

group exercise and fitness classes cannot exceed the lesser of 30% of the minimum 

occupancy load on the certificate of occupancy or 50 persons. 

 

 Personal trainers must maintain at least ten feet of distance between themselves and 

their clients. 

 Employees working in customer-facing areas are required to wear face coverings over 

their nose and mouth, such as using CDC Use of Cloth Face Coverings guidance. 

Lifeguards responding to distressed swimmers are exempt from this requirement. 

 Provide hand sanitizing stations, including at the entrance/exit and where shared 

fitness equipment is utilized. 

 Employers must ensure cleaning and disinfection of shared equipment after each use. 

 Facilities must prohibit the use of any equipment that cannot be thoroughly 

disinfected between uses (e.g., climbing rope, exercise bands, etc.). Facilities must 

also prohibit the use of equipment requiring more than one person to operate, unless 

those operating are from the same household (e.g., free weights when it requires a 

spotter). 

 Hot tubs, spas, saunas, splash pads, spray pools, and interactive play features must be 

closed. Basketball courts and racquetball courts may operate provided patrons 

maintain ten feet of physical distancing while utilizing such courts. Swimming pools 

may operate in accordance with the Guidelines for Swimming Pools.  

Best Practices: 

In addition to the requirements provided above, establishments are encouraged to utilize the 

following best practices to the extent they are feasible: 

 When protective equipment such as face coverings are used, launder daily and wash 

hands after touching/adjusting face covering while working. 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
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 Use disposable towels and linens where possible. All reusable towels, linens and other 

porous fabric should be laundered after single use. Store towels and linens in a closed, 

covered container prior to use. 

Resources to print and display: 

CDC Symptoms English                          Spanish CDC Symptoms 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

  

  

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

swimming pools 

scope:  Indoor and outdoor swimming pools. 

phase 2:  Establishments must either implement the following 

mandatory requirements or remain closed. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. If businesses choose to offer fitness and exercise 

services, they must adhere to the following additional requirements for outdoor operations: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Hot tubs, spas, saunas, splash pads, spray pools, and interactive play features must be 

closed.  

 Indoor and outdoor swimming pools may be open for lap swimming, diving, exercise, 

and instruction only. 

 Lap swimming must be limited to three persons per lane with ten feet of physical 

distance per swimmer. 

 Diving areas must be limited to three persons per diving area with ten feet of physical 

distance per diver. 

 Swimming instruction and water exercise classes must be limited to allow all 

participants to maintain ten feet of physical distance at all times. 

 Seating may be provided on pool decks with at least ten feet of spacing between 

persons who are not members of the same household.  

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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 All seating (including lifeguard stations) must be cleaned and disinfected between 

uses.  

 Employees working in customer-facing areas are required to wear face coverings over 

their nose and mouth, such as using CDC Use of Cloth Face Coverings guidance. 

Lifeguards responding to distressed swimmers are exempt from this requirement. 

 Provide hand sanitizing stations, including at the entrance/exit and where shared 

equipment is utilized. 

 Facilities should screen patrons for COVID-19 symptoms prior to admission to the 

facility. Patrons should be asked if they are currently experiencing fever (100.4 

degrees Fahrenheit or higher) or a sense of having a fever, a new cough that cannot be 

attributed to another health condition, new shortness of breath that cannot be 

attributed to another health condition, new chills that cannot be attributed to another 

health condition, a new sore throat that cannot be attributed to another health 

condition, or new muscle aches that cannot be attributed to another health condition 

or specific activity (such as physical exercise). Anyone experiencing symptoms should 

not be permitted in the facility. Screenings should be conducted in accordance with 

applicable privacy and confidentiality laws and regulations. 

Resources to print and display: 

 CDC Symptoms English                          Spanish CDC Symptoms 

 CDC Printable Flyer English                       CDC Printable Flyer Spanish 

 CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

 CDC Printable Flyer Vietnamese                FDA information      

 

 

 

 

 

 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

recreational sports 

scope:  Indoor and outdoor recreational sports activities 

phase 2:  Recreational sports activities must either implement the 

following mandatory requirements or must not take place. 

Mandatory Requirements: 

Participants and organizers of recreational sports activities must strictly adhere to the 

physical distancing guidelines, enhanced cleaning and disinfection practices, and enhanced 

workplace safety practices provided in the “Guidelines for All Business Sectors” document. 

Participants and organizers of recreational sports activities must adhere to the following 

additional requirements for such activities: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Indoor and outdoor recreational sports may occur if ten feet of physical distance can be 

maintained by all instructors, participants, and spectators, with the exception of 

incidental contact or contact between members of the same household. This applies 

during instruction and practice and during competitive events. Competition that involves 

close contact with other athletes must be avoided.   

 

 The total number of attendees (including both participants and spectators) of outdoor 

recreational sports cannot exceed the lesser of 50% of the occupancy load on the 

certificate of occupancy, if applicable, or 50 persons.  

 

 The total number of attendees for indoor recreational sports cannot exceed the lesser of 

30% of the lowest occupancy load on the certificate of occupancy or 50 persons. For 

indoor recreational sports, spectators may not be present except parents, guardians, or 

caretakers who are supervising children. 

 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html


 

26 
 

 Ensure anyone who has symptoms of, has tested positive for, or has been exposed to 

COVID-19 follows appropriate guidelines for quarantine or isolation. Persons with 

symptoms should stay home until CDC criteria for ending isolation have been met. 

Persons with severe symptoms may need to be evaluated by a healthcare provider. 

Establish procedures for safely transporting anyone who is sick to their home or to a 

healthcare facility. If you are calling an ambulance or bringing someone to the hospital, try 

to call first to alert them that the person may have COVID-19. 

 

 Conduct daily screening of coaches, officials, staff, and players for COVID-19 symptoms 

prior to admission to the venue/facility. Children should be screened per the CDC 

guidance for screening children. Adults should be asked if they are currently experiencing 

fever (100.4o or higher) or a sense of having a fever, a new cough that cannot be 

attributed to another health condition, new shortness of breath that cannot be attributed 

to another health condition, new chills that cannot be attributed to another health 

condition, a new sore throat that cannot be attributed to another health condition, or new 

muscle aches that cannot be attributed to another health condition or specific activity 

(such as physical exercise). Anyone experiencing symptoms should not be permitted in 

the venue/establishment. Screenings should be conducted in accordance with applicable 

privacy and confidentiality laws and regulations. 

 

 

 All shared items must be disinfected between each use to the extent practicable. 

Resources to print and display: 

 CDC Symptoms English                          Spanish CDC Symptoms 

 CDC Printable Flyer English                       CDC Printable Flyer Spanish 

 CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

 CDC Printable Flyer Vietnamese                FDA information      

 

 

 

 

 

 

 

 

 

 

 

 

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

personal care and personal grooming services 

scope:  Beauty salons, barbershops, spas, massage centers, tanning 

salons, tattoo shops, and any other location where personal 

care or personal grooming services are performed. 

phase 2:  Establishments must either implement the following 

mandatory requirements or remain closed. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. They must also adhere to the following additional 

requirements: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in the prior 14 days, is permitted 

in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high-risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Occupancy may not exceed 50% of the lowest occupancy load on the certificate of 

occupancy with at least six feet of physical distancing between work stations. 

 Services must be provided by appointment only, with no more than two appointments 

per service provider at a time. 

 Stagger stations with at least six feet of separation. 

 Maintain physical distancing between clients of at least six feet within the waiting 

area. 

 Staggered appointments must be utilized to minimize the number of individuals 

congregating in a waiting area and allow time to disinfect work stations and tools in 

between clients. 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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 Employees and service providers working in customer-facing areas are required to 

wear face coverings over their nose and mouth, such as using CDC Use of Cloth Face 

Coverings guidance.  

 Provide face coverings for clients or ask that clients bring a face covering with them 

that they must wear during the service. Limit services to only those that can be 

completed without clients removing their face covering. 

 Wash hands with soap and water for at least 20 seconds after each service is 

performed, and, when gloves are worn, change gloves after each client’s service. 

 Perform thorough cleaning and disinfection of frequently contacted surfaces every 60 

minutes; clean and disinfect all personal care and personal grooming tools after every 

use or discard. 

 Employers must maintain a list of the names and contact information for all clients, to 

include the date and time services are received. 

Best Practices: 

In addition to the requirements provided above, establishments are encouraged to utilize the 

following best practices to the extent they are feasible: 

 Provide hand sanitizer at the reception area and all stations for employee and  

client use. 

 Remove commonly touched non-essential items such as magazines, self-serve coffee, 

and candy jars. 

 Where possible use disposable towels, capes, and linens. All reusable towels, capes, 

linens and other porous fabric should be laundered after single use. Non-porous capes 

(e.g., plastic, vinyl) should be cleaned and disinfected after single use or discarded. 

Towels, capes, and linens should be stored in a closed, covered container prior to use. 

 When capes are used on clients, use a freshly laundered or disposable cape for  

each client. 

 Minimize to the greatest degree possible close, direct face-to-face contact with clients, 

such as allowing clients to be seated prior to approaching to perform a service. 

https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html


 

29 
 

 When protective equipment such as face coverings are used, launder daily and wash 

hands after touching/adjusting face covering while working. 

 Use separate doors to enter and exit the establishment when possible. 

 Consider installing touchless door and sink systems or providing single-use barriers 

(e.g., deli tissues, paper towels) for use in touching door and sink handles. 

 Consider limiting the maximum time of services (e.g., no more than 1 hour). 

Resources to print and display: 

CDC Symptoms English                          CDC Symptoms Spanish 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information      

  

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

campgrounds and overnight summer camps 

scope:  Private campgrounds and overnight summer camps. 

phase 2:  Private campgrounds must either implement the following 

mandatory requirements or close. Overnight summer camps 

must remain closed in Phase 2. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. They must also adhere to the following additional 

requirements: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in their prior 14 days, is 

permitted in the establishment. 

 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at 

bottom of this document). 

 All lots rented for short term stays of less than 14 nights (and not owned by 

individuals) must maintain a minimum of 20 feet between units.  

 No physical sharing of recreation or sports equipment unless it is cleaned and 

disinfected with an  EPA-approved disinfectant.  

 No gatherings of greater than 50 people in one location.  

 On site retail, recreation and fitness, cabins, and food establishments must follow the 

requirements and guidelines specific to those establishments.  

 Employees working in customer-facing areas are required to wear face coverings over 

their nose and mouth, such as using CDC Use of Cloth Face Coverings guidance. 

 Provide hand washing in bath houses or sanitizing stations for guests and employees.  

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
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  It is recommended that campgrounds must strongly encourage customers to wear 

face coverings over their nose and mouth. 

Resources to print and display: 

CDC Symptoms English                          CDC Symptoms Spanish 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information 

 

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

entertainment and public amusement 

scope:  Outdoor performing arts venues, outdoor concert venues, 

outdoor movie theaters, drive-in entertainment, outdoor 

sports venues, museums, botanical gardens, aquariums,  

zoos, and public and private social clubs.  

phase 2:  Outdoor performing arts venues, outdoor concert venues, 

outdoor sports venues, outdoor movie theaters, museums, 

botanical gardens, aquariums,  zoos, and public and private 

social clubs must either implement the following mandatory 

requirements or closed.   

The indoor locations of all theaters, performing arts centers, 
concert venues, sports venues (except for recreational 
sports at such facilities), and other indoor entertainment 
centers must remain closed to the public in Phase 2. 
 
Historic horse racing facilities, bowling alleys, skating rinks 
(except for recreational sports at such facilities), arcades, 
amusement parks, trampoline parks, fairs, carnivals, arts 
and craft facilities, escape rooms, trampoline parks, and all 
other places of indoor public amusement must remain 
closed to the public in Phase 2. 

Mandatory Requirements: 

Businesses must strictly adhere to the physical distancing guidelines, enhanced cleaning and 

disinfection practices, and enhanced workplace safety practices provided in the “Guidelines 

for All Business Sectors” document. They must also adhere to the following additional 

requirements: 

 Post signage at the entrance that states that no one with a fever or symptoms of 

COVID-19, or known exposure to a COVID-19 case in their prior 14 days, is 

permitted in the establishment. 
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 Post signage to provide public health reminders regarding physical distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at 

bottom of this document). 

 Create a guest flow plan of modified queue lines to and within the facility. Determine 

areas likely to become bottlenecks or pinch points and adjust guest flow accordingly.  

 Install visible markers for queue lines that separate people by six feet of physical 

distance. Sample markers are available in the VDH Business Toolkit.  

 Create and display physical distancing communication tools, including static signs, 

kiosks, audio announcements, or video announcements. Signage should include the 

requirement to wear face coverings at all times and to maintain six feet of physical 

distance between people who do not reside in the same household. Sample signage is 

available in the VDH Business Toolkit.  

 Reconfigure seating areas to allow six feet of physical distance between individuals by 

eliminating and closing select tables or seating areas, or by spreading them out to 

allow for adequate spacing. 

 Ensure facility exits are configured to reduce the occurrence of bottlenecks and large 

gatherings. 

 Where possible, install sneeze guards in front of commonly used point-of-sale or guest 

service stations. 

 On site retail, recreation and fitness, cabins, and food establishments must follow the 

requirements and guidelines specific to those establishments.  

 Employees working in customer-facing areas are required to wear face coverings over 

their nose and mouth, such as using CDC Use of Cloth Face Coverings guidance. 

 Provide hand washing or sanitizing stations for guests and employees.  

Additional MANDATORY Requirements: 

Outdoor performing arts, outdoor concert venues, and 

outdoor movie theaters (excluding drive-in entertainment): 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.vdh.virginia.gov/coronavirus/schools-workplaces-community-locations/businesses/
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/diy-cloth-face-coverings.html
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 Ten feet of physical distance must be maintained between all performers, 

participants, and patrons who are not members of the same household.  

 Occupancy cannot not exceed the lesser of 50% of the lowest occupancy load on the 

certificate of occupancy, if applicable, or 50 patrons. 

 All shared items must be cleaned and disinfected between uses.  

Drive-in entertainment: 

 Properly permitted businesses may operate a drive-in model.  

 Participants must remain in their vehicle at all times, except as necessary to visit a 

restroom.  

 All vehicles must be parked to ensure at least six feet of physical distance between all 

patrons. Lowering of vehicle windows is permitted.  

 Limit interaction between employees and patrons as much as possible.  

 Any equipment used by patrons must be cleaned and disinfected between each use 

with an EPA-approved disinfectant. 

Outdoor professional sports: 

 All participants and patrons must maintain ten feet of physical distance, with the 

exception of incidental contact or contact between members of the same household. 

 All shared items must be disinfected between uses.  

 If open to spectators, the total number of patrons and spectators cannot exceed the 

lesser of 50% of the lowest occupancy load on the certificate of occupancy or 50 

persons. 

 If not open to spectators, attendees may only participate as part of their employment. 

Museums, botanical gardens, aquariums, zoos, and public and 

private social clubs:  

 Occupancy must be limited to no more than 50% of the lowest occupancy load on the 

certificate of occupancy. 

 Public and private social clubs cannot exceed the lesser of 50% of the occupancy load 

on the certificate of occupancy, if applicable, or 50 persons.  

 Remove or deactivate all shared objects and interactive exhibits/events to discourage 

congregating and reduce contact with high-touch surfaces. 

https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
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 Outdoor queue lines should follow physical distancing guidelines, allowing for six feet 

of separation between persons who are not members of the same household.  

Walking or motorized group tours:  

 Reduce walking tour group sizes to maintain six feet of physical distance between all 

individuals who are not members of the same household. Walking tours must be 

limited to no more than ten persons (including the guide and customers) per tour. 

 Require all customers to sign a waiver (online, if possible) that states they are healthy 

and have not exhibited any signs of illness (COVID-19) in the last 14 days. Customers 

should be asked if they are currently experiencing fever (100.4o or higher) or a sense 

of having a fever, a new cough that cannot be attributed to another health condition, 

new shortness of breath that cannot be attributed to another health condition, new 

chills that cannot be attributed to another health condition, a new sore throat that 

cannot be attributed to another health condition, or new muscle aches that cannot be 

attributed to another health condition or specific activity (such as physical exercise). 

Anyone experiencing symptoms should not be permitted to attend a tour.  

 Shared equipment (e.g., Segways) must be cleaned and disinfected between uses. 

Best Practices: 

In addition to the requirements provided above, establishments are encouraged to utilize the 

following best practices to the extent they are feasible: 

 Practice routine cleaning and disinfection of high contact areas and hard surfaces, 

including check out stations and payment pads, store entrance push/pull pads, door 

knobs/handles, dining tables/chairs, light switches, handrails, restrooms, guest 

lockers, floors, and equipment. Follow CDC Reopening Guidance for Cleaning and 

Disinfection and use an EPA-approved disinfectant to clean. For high contact areas 

(e.g., in both public and staff areas), routinely disinfect surfaces at least every 2 hours. 

Certain surfaces and objects in public spaces, such as point of sale keypads, should be 

cleaned and disinfected before each use. 

 

 Sanitizing wipes should be made available throughout the facility for guests to use on 

high-touch surfaces.  

 

https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
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 Determine appropriate guest capacity levels for each facility to ensure compliance with 

physical distancing requirements, taking into account facility size, layout, and operational 

needs.  

 Employers should remain cognizant of the potential for outdoor staff to experience 

overheating or breathing difficulties caused by using facial coverings. When 

developing staff schedules, implement additional short breaks to increase the 

frequency with which staff can cool off indoors.  

 

Resources to print and display: 

CDC Symptoms English                          CDC Symptoms Spanish 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

CDC Printable Flyer Vietnamese                FDA information 

  

https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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safer at home: phase two 

religious services 

scope:  Religious services. 

phase 2:  Religious services must be conducted according to the  

following requirements.  

 
Given the public health implications of the 2020 global pandemic, the Commonwealth’s 

diverse faith community quickly adjusted in response to this unprecedented crisis.  

Therefore, it is important that the diverse faith communities in Virginia stay informed with 

local, state, and national officials using the links below: 

CDC’s main COVID-19 Web page: https://www.cdc.gov/coronavirus/2019-ncov/index.html 

Virginia Department of Health COVID-19 Web page: http://www.vdh.virginia.gov/coronavirus/ 

Virginia Governor’s COVID-19 Web page: https://www.virginia.gov/coronavirus/ 

Mandatory Requirements: 

Religious services must strictly adhere to the following requirements: 

 Occupancy shall be limited to no more than 50% of the lowest occupancy load on the 

certificate of occupancy of the room or facility in which the religious services are 

conducted. 

 Individuals attending religious services must be seated at least six feet apart at all 

times and must practice physical distancing at all times.  Family members, as defined 

in Executive Order 61, Order of Public Health Emergency Three, may be seated 

together. Mark seating in six-foot increments. 

 Attendees shall not pass items to other attendees, who are not family members, as defined 

above.  

 

 Any items used to distribute food or beverages must be disposable and used only once 

and discarded. 

https://www.cdc.gov/coronavirus/2019-ncov/index.html
https://www.cdc.gov/coronavirus/2019-ncov/index.html
http://www.vdh.virginia.gov/coronavirus/
http://www.vdh.virginia.gov/coronavirus/
https://www.virginia.gov/coronavirus/
https://www.virginia.gov/coronavirus/
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 A thorough cleaning and disinfection of frequently contacted surfaces must be 

conducted prior to and following any religious  Post signage at the entrance that states 

that no one with a fever or symptoms of COVID-19, or known exposure to a COVID-

19 case in the prior 14 days, is permitted in the establishment.  

 Post signage to provide public health reminders regarding social distancing, 

gatherings, options for high risk individuals, and staying home if sick (samples at the 

bottom of this document).  

 If any place of worship cannot adhere to the above requirements, it must not conduct 

in-person services.   

Best Practices: In addition to the requirements provided above, faith communities are 

encouraged to utilize the following best practices to the extent they are feasible:  

 Designate a health coordinator and/or health equity team who will be responsible for 

COVID-19 planning and preparation for your place of worship. 

 For the building: 

o Conduct thorough cleaning before and between services. 

o Use separate doors to enter and exit the establishment when possible.  

o Allow interior doors to remain open to limit touching of door handles. 

o Provide sanitizing stations throughout the building, particularly at entry and 

exit points.  

o Consider installing touchless door entry systems or providing single-use 

barriers (i.e., paper towels) for use in touching door and sink handles in 

bathroom facilities.  

o Use messaging boards or digital messaging and social media for 

announcements to eliminate use of bulletins and handouts. 

 For weekly religious services: 

o Members are safer at home.  Continue to provide and encourage use of online 

streaming and drive-in options for people who can utilize these options. No 

https://www.cdc.gov/coronavirus/2019-ncov/community/reopen-guidance.html
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place of worship should feel obligated to return to in-person worship before 

they are ready to do so. 

o Consider holding multiple services, with time for thorough cleaning in 

between each service, to allow for greater distancing during services. 

o Suspend the choir as part of services. 

o Consider shorter services to avoid the need for people to use bathroom 

facilities. 

o Consider limiting or suspending youth services until a safer time. 

o Consider holding small group or separate services for senior citizens and other 

high-risk populations.  

 Consider making this the first service of the week, after thorough 

cleaning and disinfection of facilities have been performed.  

 Ensure social distancing in parking lots or common areas. 

 Consider discontinuing use of common items (e.g., microphones, books, hymnals, 

scriptural texts) that may be shared between people and are difficult to clean. Consider 

assigning religious books to a family or individual that they can bring to each service, or 

use a projector for the display of sacred texts, scriptures, and songs. 

 When oils, water, ashes, or other materials are applied to a person’s forehead, self-

application should be used, to the extent possible.  

 Discontinue shared meals and other activities where people may gather in groups 

(e.g., limit or suspend coffee stations, shared food, meet and greet time before and 

after services etc.), with the exception of essential food services for low-income 

residents. 

 Possible methods for religious services:  

1. Drive-in/parking lot church: This is the safer model of religious service where 

social distancing may be maintained. 

2. Sign-up worship services: This will limit the number of live worship services. Ask 

members, visitors, or guests to sign up for one live service per month, or every 

other week. If needed, members can take turns between online and in-person 

https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
https://www.cdc.gov/coronavirus/2019-ncov/need-extra-precautions/people-at-higher-risk.html
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worship services during this interim time. Allow space for impromptu visitors by 

registering fewer people (for each worship or religious service) than the maximum 

allowed per the occupancy restrictions. 

3. Multiple gatherings during the week: A place of worship may divide the number of 

congregants by the maximum occupancy level and offer worship services at that 

level. Consider adding online services, multiple services on one day, or alternative 

services during the week and/or on Saturdays and Sundays.  

4. Utilize multiple methods:  As a result of the COVID-19 crisis, most places of 

worship lost the ability to gather in-person, but many gained a stronger online 

presence. Consider nurturing both aspects for at-risk individuals, as well as for the 

increased capacity to reach and serve those outside of the walls of the faith 

organization. 

5. Adult-only services: This method asks parents of young children to alternate 

worship attendance (naturally reducing attendance, as one parent stays home with 

children). 

6. Online-only: Take this approach if you are in a high-risk area, your place of 

worship is not yet prepared with the conditions outlined in the state guidelines for 

opening, you or a member of your family has COVID-19 symptoms, or the 

governing authorities have requested additional measures in the interest of public 

health.  

Communication Resources: 

Members and leaders of the diverse faith communities and funeral homes around the 

Commonwealth can receive a signage tool-kit and register to receive updated information 

from the Governor’s Office of Diversity and Partners in Prayer and Prevention from the 

Virginia Department of Health by contacting DEIDirector@governor.virginia.gov or 

OHE@vdh.virginia.gov 

Resources to print and display: 

CDC Symptoms English                          CDC Symptoms Spanish 

CDC Printable Flyer English                       CDC Printable Flyer Spanish 

CDC Printable Flyer Chinese                      CDC Printable Flyer Korean 

mailto:DEIDirector@governor.virginia.gov
mailto:OHE@vdh.virginia.gov
https://www.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://espanol.cdc.gov/coronavirus/2019-ncov/symptoms-testing/symptoms.html
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-sp.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-chinese.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-korean.pdf
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CDC Printable Flyer Vietnamese                FDA information      

 

https://www.cdc.gov/coronavirus/2019-ncov/downloads/stop-the-spread-of-germs-vietnamese.pdf
https://www.fda.gov/media/136812/download
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�� ¦Ğā FŋƑāũłŋũ ƒĢķķ ũāóāĢƑā ĢłùŽŭŶũƘ̌ŭťāóĢĕĢó ĢłťŽŶ ŋł Öł ŋłėŋĢłė ðÖŭĢŭ ĕũŋĿ ŶĞā !ŋĿĿāũóā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

�āóũāŶÖũƘ̗ŭ ƑÖũĢŋŽŭ RłùŽŭŶũƘ �āóŋƑāũƘ �ùƑĢŭŋũƘ FũŋŽťŭ˶ ŶĞā ũāķĢėĢŋŽŭ ĢłŭŶĢŶŽŶĢŋł ÖùƑĢŭŋũƘ ėũŋŽť˶̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ŶĞā�łŋłťũŋĕĢŶ�ÖùƑĢŭŋũƘ�ėũŋŽť˶�Öłù�ĕũŋĿ�ĞĢŭ�ŋƒł�ŶāÖĿ�ŋĕ�ĿāùĢóÖķ˶�ðŽŭĢłāŭŭ�Öłù�āóŋłŋĿĢó�āƗťāũŶŭ˼̛

̛

�� ¦Ğā FŋƑāũłŋũ ƒĢķķ óŋłŶĢłŽā óŋłŭŽķŶĢłė ƒĢŶĞ ŶĞā �ŶÖŶā �ŽťāũĢłŶāłùāłŶ ŋĕ �óĞŋŋķŭ˶ Öŭ ƒāķķ Öŭ ÖũāƠ̈ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ŭóĞŋŋķ ŭŽťāũĢłŶāłùāłŶŭ˶ Ŷŋ āƑÖķŽÖŶā ŶĞā ŭÖĕā Žŭā ŋĕ āùŽóÖŶĢŋłÖķ Öłù óĞĢķù óÖũā ĕÖóĢķĢŶĢāŭ ŶĞũŋŽėĞŋŽŶ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

mÖũƘķÖłù˼̛

̛

�� �ŭ ŭŶÖŶāù ÖðŋƑā˶ ŶĞā �ŋÖùĿÖť āƗťāóŶŭ ŶĞÖŶ ťāŋťķā óŽũũāłŶķƘ ŶāķāƒŋũĴĢłė ŭĞÖķķ óŋłŶĢłŽā Ŷŋ ŶāķāƒŋũĴ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĕŋũ ŶĞā ùŽũÖŶĢŋł ŋĕ ŶĞā �ŶÖŶā ŋĕ 1ĿāũėāłóƘ˼ ¦Ğā �ŋÖùĿÖť Öķŭŋ āƗťāóŶŭ ŶĞÖŶ ťĞƘŭĢóÖķ ùĢŭŶÖłóĢłė Öłừ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĿÖŭĴĢłė�ũāŨŽĢũāĿāłŶŭ�ŭĞÖķķ�óŋłŶĢłŽā�ŽłŶĢķ�ŶĞā�ķĢĕŶĢłė�ŋĕ�ŶĞā��ŶÖŶā�ŋĕ�1ĿāũėāłóƘ̛

̛

˗˼ dŋƒ˶�mĢùùķā�Öłù�NĢėĞ��ĢŭĴ�ŭŶÖėāŭ˵̛

̛

�˼ dzÂ��R�b̛

̛

¦ĞĢŭ Ģŭ ŶĞā ĕĢũŭŶ ŭŶÖėā ŋĕ ŶĞā ũāóŋƑāũƘ˶ Öłù ĢłƑŋķƑāŭ ðŽŭĢłāŭŭ˶ óŋĿĿŽłĢŶƘ˶ ũāķĢėĢŋŽŭ˶ Öłù ŨŽÖķĢŶƘ ŋĕ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ķĢĕā ĢĿťũŋƑāĿāłŶŭ˼ złóā ŶĞā FŋƑāũłŋũ ùāŶāũĿĢłāŭ ŶĞÖŶ mÖũƘķÖłù ĞÖŭ Ö ŭŽĕĕĢóĢāłŶ ĕŋŽłùÖŶĢŋł ŽŭĢłė̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ŶĞā �ŽĢķùĢłė �ķŋóĴŭ Öłù ŋŶĞāũ ðāłóĞĿÖũĴ ĿāŶũĢóŭ˶ ŶĞā FŋƑāũłŋũ ƒĢķķ ÖłłŋŽłóā ŶĞÖŶ mÖũƘķÖłù Ģư̆ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĿŋƑĢłė�Ŷŋ�ŶĞĢŭ�ĢłĢŶĢÖķ�ũāóŋƑāũƘ�ŭŶÖėā˼̛̛

̛

¦Ğā ùāóĢŭĢŋłŭ ŋł ƒĞÖŶ ̓dŋƒ �ĢŭĴ̔ ÖóŶĢƑĢŶĢāŭ óÖł ũāŭŽĿā ƒĢķķ łŋŶ ðā ÖłłŋŽłóāù Ģł ƒĞŋķā Öŭ ŋłā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ťÖóĴÖėā˶ ðŽŶ ũÖŶĞāũ Öŭ Ö ťĞÖŭāù ũŋķķŋŽŶ ŋƑāũ Ö ťāũĢŋù ŋĕ ŶĢĿā ŽŭĢłė ŶĞā ÂĞĢŶā NŋŽŭā̗ư̆ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ũāóŋĿĿāłùāù�ėÖŶĢłė�ťũŋŶŋóŋķŭ˼̛̛

̛

ÂĞĢķā ŶĞāŭā ĕĢũŭŶ ŭŶāťŭ ĿĢėĞŶ ĕāāķ ŭķŋƒ˶ ŶĞāƘ Öũā ðāĢłė ĿÖùā ðŋŶĞ ƒĢŶĞ ŶĞā ĢłťŽŶ ŋĕ ðŽŭĢłāŭŭ Öłừ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĿāùĢóÖķ ķāÖùāũŭ˶ Öłù Öķŭŋ ùāŭĢėłāù Ŷŋ ĿÖĴā ŭŽũā ŶĞÖŶ ƒā Öũā łŋŶ ũāóĴķāŭŭķƘ āƗťŋŭĢłė mÖũƘķÖłùāũŭ Ŷŋ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ŽłùŽā ũĢŭĴ˼ ¦Ğāŭā ĢłĢŶĢÖķ ŭŶāťŭ ƒĢķķ ĕŋóŽŭ ŋł ŶĞā ðũŋÖù óÖŶāėŋũƘ ŋĕ ̓ŨŽÖķĢŶƘ ŋĕ ķĢĕā̔ ĢĿťũŋƑāĿāłŶư̆ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

Öłù ƒĢķķ ĢłƑŋķƑā ŶĞā ķĢĕŶĢłė ŋĕ ŶĞā FŋƑāũłŋũ̗ŭ ̓�ŶÖƘ ÖŶ NŋĿā̔ zũùāũ ̈Öłù ŶũÖłŭĢŶĢŋłĢłė Ŷŋ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

āłóŋŽũÖėĢłė�Ö�ƑŋķŽłŶÖũƘ�̓�Öĕāũ̌ÖŶ̌NŋĿā̔�ėŽĢùÖłóā̉˼̛

̛

RŶ�Ģŭ�ĢĿťŋũŶÖłŶ�ĕŋũ�mÖũƘķÖłùāũŭ�Ŷŋ�ũāÖķĢơā�ŶĞÖŶ�ŶĞāŭā�ķĢŭŶŭ�Öũā�łŋł̌āƗóķŽŭĢƑā˶�Öłù�ŭŽðıāóŶ�Ŷŋ�óĞÖłėā̛

ùāťāłùĢłė�Žťŋł�!zÁR'�óŋłùĢŶĢŋłŭ�Ģł�ŶĞā�ŭŶÖŶā̝˼̛̛

̛

̛

̈̌�͵ϋ͵�͵wöƞǛŢöŭĚ�²ƴƞŸŭļ͆�ªŸöĚūöƛ�ƴŸ�ªġēŸǔġƞǛͳ



̛

ː˼ �āƘŋłù ķĢĕŶĢłė ŶĞā ̓�ŶÖƘ̌NŋĿā̔ zũùāũ˶ ŋŶĞāũ āƗÖĿťķāŭ ŋĕ óĞÖłėāŭ ŶĞÖŶ óŋŽķù ðā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĢĿťķāĿāłŶāù�Ģł�ŶĞĢŭ�ŭŶÖėā˵̛

Ö˼ �ĿÖķķ�ŭĞŋťŭ�Öłù�óāũŶÖĢł�ŭĿÖķķ�ðŽŭĢłāŭŭāư̆

ð˼ !ŽũðŭĢùā�ťĢóĴŽť�Öłù�ùũŋť̌ŋĕĕ�ĕŋũ�ðŽŭĢłāŭŭāư̆

ó˼ 1ķāóŶĢƑā ĿāùĢóÖķ Öłù ùāłŶÖķ ťũŋóāùŽũāŭ ÖŶ ÖĿðŽķÖŶŋũƘ˶ ŋŽŶťÖŶĢāłŶ˶ Öłừ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĿāùĢóÖķ�ŋĕĕĢóāư̆

ù˼ dĢĿĢŶāù�ÖŶŶāłùÖłóā�ŋŽŶùŋŋũ�ũāķĢėĢŋŽŭ�ėÖŶĞāũĢłėư̆

ā˼ �āóũāÖŶĢŋłÖķ�ðŋÖŶĢłė˶�ĕĢŭĞĢłė˶�ėŋķĕ˶�ŶāłłĢŭ˶�ĞĢĴĢłė˶�Öłù�ĞŽłŶĢłė̛

ĕ˼ !Öũ�ƒÖŭĞāư̆

ė˼ dĢĿĢŶāù�ŋŽŶùŋŋũ�ėƘĿ�Öłù�ĕĢŶłāŭŭ�óķÖŭŭāư̆

Ğ˼ zŽŶùŋŋũ�ƒŋũĴ�ƒĢŶĞ�ÖťťũŋťũĢÖŶā�ùĢŭŶÖłóĢłė�ĿāÖŭŽũāư̆

Ģ˼ �ŋĿā�ťāũŭŋłÖķ�ŭāũƑĢóāư̆

̛

ˑ˼ ̓�Ŷŋť��Ģėłŭ̔ �ũāŨŽĢũĢłė�ŶĞā�āÖŭĢłė�Ŷŋ�ŭķŋƒ˶�ŭŶŋť˶�ŋũ�āƑāł�ðā�ũāƑāũŭāù˵̛̛˓ˏ

Ö˼ �ł ŽłāƗťāóŶāù ĢłóũāÖŭā Ģł ĞŋŭťĢŶÖķĢơÖŶĢŋłŭ ŋũ Ö ŭŽŭŶÖĢłāù ĢłóũāÖŭā Ģł óÖŭāư̆ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ũāŨŽĢũĢłė�ĢłŶāłŭĢƑā�óÖũā˼ ̛˓ː

ð˼ RłùĢóÖŶĢŋłŭ ŶĞÖŶ mÖũƘķÖłùāũŭ Öũā ùĢŭũāėÖũùĢłė ťĞƘŭĢóÖķ ùĢŭŶÖłóĢłė̛ ̛ ̛ ̛ ̛ ̛ ̛

ėŽĢùāķĢłāŭ˼ Rĕ ťāŋťķā óÖł ĿÖĢłŶÖĢł ťĞƘŭĢóÖķ ùĢŭŶÖłóĢłė ĕŋũ ŶĞĢŭ ťāũĢŋù ƒĞĢķā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ƒā ũÖĿť̌Žť ŶāŭŶĢłė Öłù óŋłŶÖóŶ ŶũÖóĢłė˶ ƒā ĞÖƑā Ö ĿŽóĞ ĞĢėĞāũ óĞÖłóā Ŷŋ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ŋťāł�ƒĢŶĞŋŽŶ�Ö�ŭťĢĴā�Ģł�óÖŭāŭ˼̛

ó˼ �ĢėłĢĕĢóÖłŶ ŋŽŶðũāÖĴŭ ŋĕ óŋĿĿŽłĢŶƘ ŶũÖłŭĿĢŭŭĢŋł ̈łŋŶ óķŽŭŶāũŭ ŋữ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ŋŽŶðũāÖĴŭ Ģł ťÖũŶĢóŽķÖũ łŽũŭĢłė ĞŋĿāŭ ŋũ ƑŽķłāũÖðķā óŋĿĿŽłĢŶĢāŭ̉ ƒĞāũā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

óŋłŶÖóŶ ŶũÖóĢłė óÖłłŋŶ āŭŶÖðķĢŭĞ ŶĞā ũŋŽŶā ŋĕ ŶĞā ŭťũāÖù˼ � ŭŽŭŶÖĢłāừ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ĢłóũāÖŭā Ģł óÖŭāŭ ŋƑāũ Ö ťāũĢŋù ŋĕ ĕĢƑā ŋũ Ŀŋũā ùÖƘŭ ĿÖƘ ũāŨŽĢũā ŶĞā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ũāĢĿťŋŭĢŶĢŋł�ŋĕ�ŭŋĿā�ťũĢŋũ�ũāŭŶũĢóŶĢŋłŭ˼ ̛˓ˑ

̛

̝�˼ m1'R­m��R�b̛

̛

¦ĞĢŭ ƒĢķķ ķĢĴāķƘ ðā Ö ķŋłėāũ ŭŶÖėā ŋĕ ŶĞā ĢłĢŶĢÖķ ũāóŋƑāũƘ˶ ðŽŶ ƒĢķķ Öķŭŋ ðā ŶĞā ŭŶÖėā ƒĞāł Ö ķÖũėā̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

łŽĿðāũ ŋĕ ðŽŭĢłāŭŭāŭ Öłù ÖóŶĢƑĢŶĢāŭ óŋĿā ðÖóĴ ŋłķĢłā˼ �łƘ ðŽŭĢłāŭŭāŭ ŶĞÖŶ ũāŋťāł ùŽũĢłė ŶĞĢư̆ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

ťāũĢŋù ƒĢķķ łāāù Ŷŋ óŋĿťķƘ ƒĢŶĞ ŭŶũĢóŶ ťĞƘŭĢóÖķ ùĢŭŶÖłóĢłė Öłù ÖťťũŋťũĢÖŶā ĿÖŭĴĢłė ũāŨŽĢũāĿāłŶŭ˼̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛ ̛

¦Ğā�ŭŶÖėā�ĢłóķŽùāŭ�łŽĿāũŋŽŭ�ŭŶāťŭ�ŋƑāũ�ĿÖłƘ�ƒāāĴŭ�ŶŋƒÖũùŭ�ũāóŋƑāũƘ˼̛ ̛

˓ˏ�pŋŶā˵�¦Ğā�̓�Ŷŋť��Ģėłŭ̔�Öũā�ÖťťķĢóÖðķā�ŶĞũŋŽėĞŋŽŶ�Öķķ�ťĞÖŭāŭ�ŋĕ�ŶĞā�ũāóŋƑāũƘ�ũŋÖùĿÖť˼̛
˓ː�¦Ğũāā�ùÖƘŭ�ŋĕ�óŽũũāłŶ�!zÁR'�ĞŋŭťĢŶÖķĢơÖŶĢŋł�ũÖŶā�ťāũóāłŶÖėā�ĢłóũāÖŭāŭ�ŋƑāũ�ŶĞā�ŭāƑāł̌ùÖƘ�ũŋķķĢłė�ÖƑāũÖėā�ŋĕ�óŽũũāłŶ̛
ĞŋŭťĢŶÖķĢơÖŶĢŋłŭ˼̛
˓ˑ��1R˶�̝�ŋÖùĿÖť̝˶�ÖŶ�˖̌˗˼̛

̈̍�͵ϋ͵�͵wöƞǛŢöŭĚ�²ƴƞŸŭļ͆�ªŸöĚūöƛ�ƴŸ�ªġēŸǔġƞǛͳ





On Friday, May 29, 2020, 
the District’s Stay-at-Home Order 

will be lifted. 

Lifting the Stay-At-Home Order 6

May 27, 2020

The Public Health Emergency is still in effect and gatherings of 
more than 10 people are still prohibited.  



Our Shared Responsibility. Our Special Responsibility. 7

social distancing 

As we begin a phased reopening, 

We have a shared responsibility to do all that we can to stop the spread of the coronavirus. 

We also have a special responsibility to protect those who are vulnerable because of age, underlying 
conditions, or health disparities.

masks frequent handwashing 

May 27, 2020

will be critical for keeping our community safe. 



May 27, 2020

Retail 

Nonessential retail businesses can operate with:

Curbside or front door pickup by customers for items ordered 
online or over the phone

Delivery of items ordered online or over the phone

No customers allowed inside

8



May 27, 2020

Barbershops and Hair Salons

Barbershops and hair salons may operate as follows:

Services may be provided by appointment only

Stations must be at least six feet apart 

No waiting inside the shop 

9

§ Waxing

§ Electrolysis

§ Threading

§ Nail Care

Hair-related products may be sold to customers immediately before or after appointments, 
but otherwise only through delivery or curbside-pickup.

The following services 
are still prohibited: 



May 27, 2020

Restaurants 

In addition to takeout, delivery, and grab and go, restaurants 
that already have outdoor seating can begin using that space. 

All outdoor dining customers must be seated, and patrons must 
place orders and be served while sitting at tables. 

All tables must be at least six feet apart. 

No more than six people seated at a table. 

10



May 27, 2020

Parks and Recreation 
11

§ Basketball

§ Football

§ Soccer 

Contact sports are still 
prohibited: 

Further guidance on parks and recreation can be found on coronavirus.dc.gov

Still closed: Reopening: 

Dog parks

Golf courses

Parks

Tennis courts

Tracks and fields

Playgrounds

Public pools

Recreation centers

Other indoor DPR facilities



May 27, 2020

Public Space: Restaurants, Retail & Recreation

The Mayor’s Special Events Task Group, in conjunction with the 
District Department of Transportation, will identify public space, 

including sidewalks, roads, and alleys, or any portions thereof, to be 
closed to vehicular traffic for specific days and times to allow for 

expanded pedestrian and bicycle usage and outdoor customer 
seating for Phase One licensed food or retail establishments 

consistent with public safety. 

12



May 27, 2020

Elective Surgeries
13

During Phase One, health care providers may continue to offer, or 
resume offering, outpatient or other surgical procedures that will 

not unduly burden hospital capacity or COVID-19 related resources.

Further guidance on elective surgeries can 
be found on coronavirus.dc.gov



Additional Guidance 14

§ Barbershops and hair salons

§ Childcare centers

§ Dentists

§ Elective Surgery

§ Individuals with chronic health 
conditions

§ Older adults

§ Parks and open spaces

§ Restaurants

§ Rideshare operators

§ Schools

May 27, 2020

Today, additional guidance will be posted on coronavirus.dc.gov for:



15

May 27, 2020

coronavirus.dc.gov/phaseone

Phase One Website



 
Mayors and Chairs of the Counties of Arlington, Fairfax, Loudoun and Prince William, 

and the City of Alexandria 

 
 
May 10, 2020 
 
The Honorable Ralph S. Northam 
Governor of Virginia 
Patrick Henry Building, 3rd Floor 
1111 East Broad Street 
Richmond, Virginia 23219 
 
Dear Governor Northam: 
 
Thank you for your leadership during this extraordinary time for our Commonwealth. We 
appreciate your partnership with local governments in addressing the public health crisis, the 
human crisis and the economic crisis that this outbreak has caused in our jurisdictions. This 
partnership will be critical as we address the decisions in the weeks and months ahead.  
 
We appreciate that you took the time to speak with us this week and solicit our perspectives on 
the reopening decisions that you must make. As you know, together our jurisdictions represent 
half of the Commonwealth’s COVID-19 cases, hospitalizations and deaths. As we make local 
decisions during this time, we understand that confidence in public health is a foundation for 
restoring commerce. We appreciate your thoughtful and data-driven approach to striking the 
correct balance.  
 
As you make the decision as to when Phase 1 should commence, we offer the following input: 
 

1) The threshold metrics that you provided in the Forward Virginia plan should guide any 
transition to Phase 1. 

2) We believe the industry-specific guidelines that you provided for Phase 1 are appropriate 
and prudent.  

3) The transition to Phase 1 in Northern Virginia should occur when our region has 
achieved the threshold metrics.  

 
Two weeks ago, you released your Forward Virginia blueprint for the easing of the public health 
restrictions currently in place. You provided five threshold metrics for a transition to Phase 1: 
 

• Downward trend of positive tests over a period of 14 days 

• Downward trend of hospitalizations over a period of 14 days  

• Enough hospital beds and intensive care capacity 

• Increasing and sustainable supply of PPE 

• Increased testing and tracing  
 
On Friday, you provided additional detail as to what an easing of public health restrictions would 
look like in Phase 1. Sharing the specific industry guidelines greatly assists our small 
businesses in determining how they will operate during this important transitional phase.  
 



While it is certainly useful to examine statewide metrics as we gauge the success of current 
public health policies, we feel strongly that any changes to current policies be guided by what is 
occurring in our region. We eagerly wish to rebuild our economy and help our residents recover. 
It is only through our regional achievement of these milestones that we will be positioned to 
avoid a more damaging return to business closures later in the summer.  
 
We have attached a memo provided to the State Health Commissioner by our public health 
directors with their analysis of the region’s achievement of the threshold metrics.  
 
We thank you for your consideration of our views during this time.  
 

Sincerely, 

 

 

 

 
Libby Garvey, Chair   Jeff McKay, Chair 
Arlington County Board  Fairfax County Board of Supervisors 
   

 

 

 

Phyllis Randall, Chair  Ann Wheeler, Chair  
Loudoun County Board of Supervisors  Prince William County Board of 

Supervisors 
 

   

 
Justin Wilson, Mayor 

Alexandria City Council 
 

Enclosure: As Stated 



  

 

 

 
 
 
 

 

 

May 9, 2020 
 
To: Dr. M. Norman Oliver, State Health Commissioner, Virginia Department of Health 

Mark Jinks, Alexandria City Manager 
Mark Schwartz, Arlington County Manger 
Bryan Hill, Fairfax County Executive 
Tim Hemstreet, Loudoun County Administrator 
Christopher Martino, Prince William County Executive 

 
Dear Dr. Oliver and Chief Administrative Officers,  
 
Governor Northam issued Executive Orders 53 and 55 that closed businesses in the 
Commonwealth to help maintain the public’s health in the face of the COVID-19 pandemic. 
Various criteria have been provided for determining when entering into Phase 1 of re-opening 
could be safely accomplished. Executive Order 61 was issued on May 8, 2020, to provide for the 
Phase 1 easing of certain temporary restrictions due to COVID-19. 
  
The Northern Virginia Health Directors were asked to assess the status of the Northern Virginia 
region against the metrics. Based on our assessment, we do not believe that the Northern 
Virginia region has met the criteria for moving into Phase 1 at this time. We recommend 
continuing current community mitigation strategies and reassessing this on a regular basis to 
determine when Northern Virginia can move into Phase 1 according to these criteria (and any 
additional agreed upon criteria).  
  
The following table is our assessment against the metrics issued on April 24: 
 

Metric Met or 
Unmet 

Health Directors’ Comments 

Moving 
downward: 
Percentage of 
positive tests 
over 14 days 

Unable to 
assess  

As of May 4 the data shows that Northern Virginia (NOVA) is higher 
than the rest of Virginia: 27% for NOVA and 18% for all of Virginia 
(the latter is inclusive of NOVA) 
 
Without additional information, we cannot assess whether it has gone 
down over the past 14 days 
 
We have asked Virginia Department of Health for this data (including 
past data) 
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Moving 
downward:  
Hospitalizations 
over 14 days 

Unmet * See chart below:  
“Hospitalizations over the14 day period for NoVa, Outside of NoVA 
and All of VA” 
 

(See suggestion below) 

Increased testing Unable to 
assess 

Currently only have baseline 
 

We have asked Virginia Department of Health for this data (including 
past data)  

Increased 
(contact) tracing 
(capacity) 

Unmet Infrastructure is not yet in place to respond to every new case, trace 
and actively monitor their close contacts, and coordinate testing for 
symptomatic contacts  

Enough hospital 
beds and 
intensive care 
capacity 

Unable to 
assess 

Available critical care beds continue to decrease but still fall within 
normal operating capacity 
 

Note: there is 20% surge capacity that is not yet utilized 
 

(See suggestion below) 

Increasing and 
sustainable 
supply of PPE  

Unmet Met: PPE for hospitals appears to be adequate at this time 
 

Unmet: PPE for outpatient facilities (private practices, long-term care 
facilities and first responders) continues to be a challenge 

* COVID-19 Hospitalizations over the past 14 Days - Northern Virginia, Outside of Northern 
Virginia and All of Virginia 
  

INPATIENT Northern Virginia 
Outside Northern 

Virginia ALL Virginia 

14-Day 
Period Date Inpatient 

Ratio  Inpatient 
to Prev Day Inpatient 

Ratio 
Inpatient 
to Prev 

Day Inpatient 

Ratio 
Inpatient 
to Prev 

Day 
1 7-May 670 0.99 943 1.03 1613 1.01 
2 6-May 676 1.03 918 1.09 1594 1.07 
3 5-May 654 1.09 842 0.97 1496 1.02 
4 4-May 598 1.03 865 1.04 1463 1.04 
5 3-May 580 1.03 833 0.96 1413 0.99 
6 2-May 561 0.94 865 1.04 1426 1.00 
7 1-May 596 1.01 835 0.87 1431 0.92 
8 30-Apr 589 1.03 961 0.97 1550 0.99 
9 29-Apr 571 1.00 995 1.06 1566 1.04 
10 28-Apr 569 1.03 939 1.04 1508 1.04 
11 27-Apr 553 1.03 902 1.00 1455 1.01 
12 26-Apr 538 0.99 898 1.04 1436 1.02 
13 25-Apr 543 0.99 862 1.02 1405 1.00 
14 24-Apr 551 1.05 848 0.99 1399 1.01 
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Suggestions Regarding Metrics 
 

1) Regarding Hospital Beds and ICU Capacity: should indicate whether hospitals are able to 
double the number of patients treated in ICUs from current census (including staffing) 

2) Regarding Increasing and Sustainable Supply of PPE: clarification needed about the 
meaning of “sustainable” (e.g. “assured resupplies available from vendors within 2 
weeks”?) 

3) Additional Metrics: need to be considered for Phase 2 and Phase 3, including Contact 
Tracing indicators, Availability of Facilities for Non-hospitalized Persons Needing 
Isolation and/or Quarantine, Long-Term Care Facility metrics, etc.  

 
Note: all metrics need to be measured using an equity perspective 

 
 
Sincerely, 
 
Stephen A. Haering, MD, MPH, FACPM 
Director, Alexandria Health Department 
 
Reuben K. Varghese, MD, MPH 
Director, Arlington Health District  
 
Gloria Addo-Ayensu, MD, MPH 
Director of Health, Fairfax County Health Department 
   
David Goodfriend, MD, MPH 
Director, Loudoun County Health Department 
 
Alison Ansher, MD, MPH 
Director Prince William County Health District 
 
 
 



 
Mayors and Chairs of the Counties of Arlington, Fairfax, Loudoun and Prince William, 

the Cities of Alexandria and Fairfax, and the Towns of Dumfries, Herndon,  

Middleburg and Vienna 

 
 
May 25, 2020 
 
The Honorable Ralph S. Northam 
Governor of Virginia 
Patrick Henry Building, 3rd Floor 
1111 East Broad Street 
Richmond, Virginia 23219 
 
Dear Governor Northam: 
 
We continue to value your leadership during these extremely challenging times for our 
Commonwealth and our nation. We appreciate your increased communication with local 
governments in the Northern Virginia region, and we stand with you and all Virginians during this 
historic health and economic crisis. 
 
We had hoped, based on the data, the Northern Virginia region would have been ready to ease 
the public health restrictions with the rest of the Commonwealth on May 15th. Unfortunately, the 
data, as assessed by the five public health directors serving our region, did not support a transition 
to Phase 1 on that date.  
 
We have enclosed the updated May 24th assessment by the five public health directors. They 
have noted the regional attainment of four of the critical metrics and assessed the need for 
continued focus on expanding our contact tracing capacity and developing sustainable supplies 
of PPE.  
 
We appreciate the increased testing capacity the Commonwealth has provided for our region and 
realize that your assistance with testing and tracing in the future will be important to assist us as 
we move into subsequent phases. 
 
Each of our jurisdictions have been making preparations to support a transition into Phase 1 at 
midnight on May 28th. We do have two requests for your consideration:  
 

1) As you have stated, we believe there is value for the Commonwealth moving forward 
together. If the data supports it, we would like the Northern Virginia region to move to 
Phase 2 in concert with the rest of the Commonwealth when that date is established.  
 

2) The “Stay-at-Home” phase has been especially hard on Virginians with Mental Health 
Diagnoses, particularly veterans. We ask that you establish distinct, accelerated 
availability of those services immediately for this group. 

 
Thank you, Governor Northam, and we hope you, your family and your staff remain safe.  
 
 
 
 
 



 
 
 
 
Respectfully, 
 
 

 

 

 
Libby Garvey, Chair   Jeff McKay, Chair 
Arlington County Board of Supervisors   Fairfax County Board of Supervisors 
   

 

 

 

Phyllis J. Randall, Chair  Ann B. Wheeler, Chair  
Loudoun County Board of Supervisors  Prince William County Board of 

Supervisors 
 

   

 

 

 

Justin Wilson, Mayor  David L. Meyer, Mayor 
Alexandria City Council  City of Fairfax 
   

 

 

 

Derrick Wood, Mayor  Lisa Merkel, Mayor 
Town of Dumfries  Town of Herndon 
   

 

 

 
Bridge Littleton, Mayor  Laurie A. DiRocco, Mayor  
Town of Middleburg  Town of Vienna 

 
 

 

Enclosure: As Stated 
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May 24, 2020 
 
To: Dr. M. Norman Oliver, State Health Commissioner, Virginia Department of Health 

Mark Jinks, Alexandria City Manager 
Mark Schwartz, Arlington County Manger 
Bryan Hill, Fairfax County Executive 
Tim Hemstreet, Loudoun County Administrator 
Christopher Martino, Prince William County Executive 

 
Dear Dr. Oliver and Chief Administrative Officers,  
 
Governor Northam issued Executive Orders 53 and 55 that closed businesses in the Commonwealth to help 
maintain the public’s health in the face of the COVID-19 pandemic. Various metrics have been provided for 
determining when entering into Phase 1 of re-opening could be safely accomplished. Executive Order 61 was 
issued on May 8, 2020, to provide for the Phase 1 easing of certain temporary restrictions due to COVID-
19. Executive Order 62 was subsequently issued on May 12, 2020, maintaining Phase 0 through May 28, 2020 
for the Northern Virginia region.  
 
The Northern Virginia Health Directors assessed the status of the Northern Virginia region against the April 
24 Forward Virginia metrics on May 9 and recommended Northern Virginia continue existing community 
mitigation strategies. We have now reassessed the status of the metrics on May 24. We appreciate the efforts 
of the Virginia Department of Health to provide the key metrics by the Northern Virginia region 
(https://www.vdh.virginia.gov/coronavirus/key-measures/#northern). Based on our May 24 assessment, 
our region has met four (4) of the six (6) April 24 metrics for moving into Phase 1 at this time.  
 
We recommend that policymakers continue to consider the status of these Forward Virginia metrics when 
contemplating moving into various phases of reopening. In addition, we suggest additional public health 
metrics for moving into subsequent phases of reopening (see “Requests Regarding Metrics” below).  
  
The following table is our May 24, 2020, assessment against the metrics issued on April 24: 
 

Metric Met or Unmet Health Directors’ Comments 

Moving downward: Percentage 
of positive tests over 14 days 

Met 
(previously “unable to 
assess”) 

* See chart below: 
“Testing Measures”  
 

Moving downward:  
Hospitalizations over 14 days 

Met 
(previously unmet) 

** See chart below:  
“Hospital Measures” 
 

https://www.vdh.virginia.gov/coronavirus/key-measures/#northern
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Increased testing Met 
(previously “unable to 
assess”) 

* See chart below: 
“Testing Measures”  

Increased (contact) tracing 
(capacity) 

Unmet  
(previously unmet) 

Infrastructure is currently being put into 
place, with sequential increased capacity 
anticipated in the coming weeks  

Enough hospital beds and 
intensive care capacity 

Met  
(previously unable to 
assess)  

** See chart below 
“Hospital Measures” 
 

Increasing and sustainable 
supply of PPE  

Unmet  
(previously unmet) 

Met: PPE for hospitals appears to be 
adequate at this time  
Unmet: PPE for outpatient facilities (private 
practices, long-term care facilities and first 
responders) continues to be a challenge - 
although there is increased supply for these 
entities, there is not a sustainable supply 
through non-government sources.  

Requests Regarding Metrics 
1) Refinements of Existing Metrics 

a) Regarding Hospital Beds and ICU Capacity: should indicate whether hospitals are able to 
double the number of patients treated in ICUs from current census (including staffing). 

b) Regarding Increasing and sustainable supply of PPE: clarification needed about the meaning 
of “sustainable” (e.g. “assured resupplies available from vendors within 2 weeks”). The 
metric of “Sustainable supply of PPE” should include entities other than hospitals and that 
all entities can readily obtain PPE supplies from non-government sources.  

2) Additional Metrics: need to be considered for Phase 2 and Phase 3, including Contact Tracing 
indicators, Availability of Facilities for Non-hospitalized Persons Needing Isolation and/or 
Quarantine, Long-Term Care Facility metrics, etc. 

3) VDH and the Office of the Governor 
a) Use indicators, thresholds and triggers developed by national public health experts such as  

i) CDC Activities and Initiatives Supporting the COVID-19 Response 
ii) Resolve to Save Lives’ 

(1) COVID-19 Vital Strategies  
(2) When and How to Reopen  
(3) When and How to Close 

b) Coordinate indicators, thresholds and triggers for the National Capital Region with DC and 
Maryland because of the unique dynamics of the region, including Northern Virginia. 

4) The status of all existing and additional metrics be publicly posted on the VDH website for the 
Commonwealth and by VDH regions.  

5) All metrics need to be examined using an equity perspective. 
 
 
 
 

https://www.cdc.gov/coronavirus/2019-ncov/downloads/php/CDC-Activities-Initiatives-for-COVID-19-Response.pdf
https://preventepidemics.org/wp-content/uploads/2020/05/Annex-2_Example-of-an-alert-level-system_US_FINAL.pdf
https://preventepidemics.org/wp-content/uploads/2020/04/COV020_WhenHowLoosenFaucet_v4.pdf
https://preventepidemics.org/wp-content/uploads/2020/04/COV020_WhenHowTightenFaucet_v3.pdf
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Sincerely, 
 
Stephen A. Haering, MD, MPH, FACPM 
Director, Alexandria Health Department 
 
Reuben K. Varghese, MD, MPH 
Director, Arlington Health District  
 
Gloria Addo-Ayensu, MD, MPH  
Director, Fairfax Health District  
 
David Goodfriend, MD, MPH 
Director, Loudoun County Health Department 
 
Alison Ansher, MD, MPH 
Director, Prince William Health District 

 

*Testing Measures (https://www.vdh.virginia.gov/coronavirus/key-measures/#northern) 
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**Hospital Measures (https://www.vdh.virginia.gov/coronavirus/key-measures/#northern) 
 
 
 
 
 
 
 
 
  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 







 

 

 

 

 

 

 

 

 

AGENDA ITEM #10 

 

OTHER BUSINESS 

 



 

 

 

 

 

 

 

 

 

AGENDA ITEM #11 

 

ADJOURN 
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