
Priorities for the US Health Community
Responding to COVID-19

In late December 2019, a cluster of unexplained cases
of viral pneumonia occurred in Wuhan, China.1 This ini-
tial cluster of patients with what soon became known
as coronavirus disease 2019 (COVID-19) heralded the
arrival of a new pandemic caused by a novel coronavi-
rus, severe acute respiratory syndrome coronavirus 2
(SARS-CoV-2). To date, close to 90 000 cases have
occurred in more than 60 countries with approxi-
mately 3000 deaths. The World Health Organization
(WHO) has declared these events a Public Health Emer-
gency of International Concern.

It is expected that a COVID-19 vaccine will take 12
to 18 months to develop and manufacture, and even
then it may not be effective. Therapeutics might be
developed much more quickly, with clinical trials
already under way, but it is too soon to know when
such therapies might be available. There are still many
uncertainties regarding COVID-19, including the num-
ber of asymptomatic or mildly symptomatic cases in
China and other countries, the overall attack rate in the
population, and the ultimate case-fatality rate in differ-
ent countries around the world.

Despite these uncertainties, it is clear that COVID-19
is a dangerous new epidemic. Given this, important ac-
tions need to be taken to prepare the US health care sec-
tor for COVID-19 and to aim to slow the spread of dis-
ease through public health interventions.

Review and Update Preparedness Plans
Developed for Earlier Epidemics
In the spring of 2009, the appearance of novel influ-
enza A(H1N1) was linked to reports of severe disease.
No specific vaccine was available—vaccine was only
available after the peak of infection had passed—and
there were many questions about the trajectory of the
outbreak. Governments, hospitals, and businesses had
been preparing for a pandemic for several years follow-
ing the SARS epidemic in 2003 and the avian influenza
A(H5N1) epidemic in 2005.

In 2009, pandemic influenza plans were activated,
hospitals experienced a large surge of patients in emer-
gency departments and intensive care units (ICUs), and
improved diagnostic tests were deployed. In many
ways, the current coronavirus epidemic is reminiscent
of the beginning of the 2009 influenza pandemic.
Many health care institutions did substantial work on
those plans at that time, and to the extent they still
exist, institutions should use those plans as the founda-
tion for needed planning efforts now. Broadly speaking,
those plans addressed the protection of health care
workers, how to deal with staffing shortages, surges in
patient numbers, triage issues, and management of
scarce resources. Institutions that were not involved in

those plans should seek examples from other institu-
tions and recommendations on how to deal with these
complex problems.

Prepare Hospitals and Clinics to Respond
Hospitals and clinics will have critical roles in the
response. This includes establishing protocols for
triaging and isolating patients suspected of having
infection in emergency departments and urgent care
centers so patients with SARS-CoV-2 do not infect
others. Similar procedures need to be established in
outpatient clinics, dialysis centers, and other medical
facilities—especially nursing homes, assisted living
centers, and long-term care facilities with particularly
vulnerable populations—so that COVID-19 does not
disrupt normal medical care and compound the direct
morbidity and mortality of the disease.

A serious challenge in responding to COVID-19 is pro-
tecting health care workers and preventing nosocomial
infection, which have been major problems in China.2

This will take a combination of hospital administrative
approaches, engineering controls, special training of hos-
pital staff, and use of personal protective equipment
(PPE). Health care leaders will need to work closely with
PPE suppliers and government agencies to maximize
manufacture and access to PPE.

Because some proportion of patients will be se-
verely ill and require critical care interventions, specific
preparation is needed in ICUs. This planning includes
evaluation of ICU bed capacity, the ability to augment
ICU-level bed space with alternative care sites such as
step-down units and postanesthesia care units, mechani-
cal ventilator stock and supply chains, and the logistics
of isolating and cohorting patients. Many hospitals op-
erate at or near capacity already, and even an above-
average flu season can cause operational disruption.

In the 2009 influenza pandemic, advanced
modalities such as extracorporeal membrane oxygen-
ation (ECMO) were used for many patients with severe
acute respiratory distress syndrome (ARDS). Criteria to
use ECMO for COVID-19—resources permitting—should
be developed at centers adept at managing ARDS.3

Additionally, hospital plans regarding crisis standards of
care and allocation of scarce resources should be devel-
oped if resources are insufficient to treat all those who
need them.

Clinicians will need to stay closely attuned to spe-
cific clinical guidance that will evolve as more is learned
about COVID-19. However, adherence to existing guid-
ance for pneumonia, sepsis, and ARDS will help ensure
that the most evidence-based care is provided. This may
include the use of investigational antiviral or monoclo-
nal antibody therapy.
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Diagnostic Testing Needs to Be Rapidly Expanded
Until recently, all diagnostic testing was performed by the CDC and
was based on the presence of both travel history to China plus clini-
cal symptoms. This week, state and public health laboratories as well
as other laboratories were granted the authority to develop and use
their own SARS-CoV-2 diagnostic tests. This will allow broader test-
ing and has already resulted in various places in the US with the rec-
ognition of additional cases without travel links to China.4 Plans to start
sentinel surveillance for COVID-19 in 5 major cities was announced.

To better understand the burden of COVID-19, medical and pub-
lic health experts need to expand testing to all patients who have
unexplained ARDS or severe pneumonia, and ultimately to pa-
tients who have mild symptoms consistent with COVID-19. The CDC
and public health laboratories are not designed to process testing
on the scale needed for clinics and hospitals to make diagnoses in
an epidemic. To reach a high-level testing capacity will require the
major clinical diagnostic companies to develop and manufacture test-
ing kits at large scale. Diagnostic companies may simply be able to
add SARS-CoV-2 to existing nucleic acid–based respiratory viral pan-
els or create stand-alone tests. Ideally, such diagnostic tests would
be rapid, CLIA-waived, and available at the point of care. Serologi-
cal assays are also needed especially for surveillance purposes and
to help determine accurate case-fatality rate.

Clinicians and public health experts will need to be given clear
information regarding the operating characteristics of SARS-CoV-2
diagnostic tests. They need to know the false-positive, false-
negative, and predictive values of these tests to make the best clini-
cal and public health decisions. The ability to accurately test indi-
viduals for SARS-CoV-2 is critical in all aspects of preparedness.

Public Health Actions to Slow the Spread of the Epidemic
From the outset, SARS-CoV-2 posed a near impossible challenge for
containment. The outbreak was first recognized in late December
and large-scale containment efforts started in mid-January. The
virus spread through the respiratory route, caused a spectrum of ill-
ness including very mild cases, was efficiently transmitted between
humans with an epidemic doubling time of about a week, and was
surreptitiously spreading for at least 6 weeks. As more and more
countries report cases, including those with no link to the disease
epicenter, it is clear that there are many more unrecognized cases
in the world and that community transmission is happening in
many countries.

In China the spread of COVID-19 was fast and intense, particu-
larly in Wuhan. It is not clear yet whether that pattern will occur in

other cities around the world. One important goal of public health
response efforts now should be diminishing the speed of spread and
the peak of the epidemic curve. In seasonal influenza and pan-
demic influenza, cities have experienced peaks at different times in
the epidemic. Working to slow the spread of disease in a city could
help diminish the peak burden of disease. The most important pub-
lic health interventions to slow the spread will be rapid diagnosis and
isolation of cases.5 At this early stage of the epidemic, when num-
bers of cases are low, public health workers should track contacts
of cases to the extent resources allow and have them stay home for
the virus’ incubation period of 2 weeks. However, beyond a certain
threshold, it will no longer be feasible to track all contacts.

Public health personnel will also need to consider additional
measures to slow the spread of the disease in a community, actions
categorized as “social distancing.” These measures could include can-
cellation of large gatherings, telecommuting to work when fea-
sible, and school closures. Although there is limited evidence for
these measures historically, there is some common sense behind
them given that they would reduce social interaction and the chance
for the virus to spread in a community. However, political and pub-
lic health leaders will need to consider the potential benefit of these
measures along with their negative societal costs. For example,
school closures mean that many children who depend on school
meals will not receive them, and many single parents will be out of
the workforce.

Public health leaders will also need to clearly communicate to
the public about the way that they can lower the risk of infection and
spread, eg, when and how to wash hands correctly, covering coughs
and sneezes, staying home if unwell. It will also be important to com-
municate to the public and to the health care system that persons
who test positive for this virus but who do not need hospital care
should stay at home while they are ill and not go to hospitals. Hos-
pitals may have serious challenges in handling the number of people
who do need acute care, so it will be important for those who are
infected but otherwise well to not contribute to hospital demands.

The High Value in Preparations
While it is clear now that SARS-CoV-2 will spread widely in the world,
including in the US, the effect of this disease among those who be-
come ill and broader society will be substantially influenced by the
preparedness and response work of the health care and public health
communities. Preparation will take time, so health care and public
health systems need to move quickly forward in their efforts to be
ready to confront this disease around the country.
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