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LOSING COUNT

Political polls and projections are often
presented as if they were the products of some
dispassionate science. In reality, there is good
deal of art and no small amount of uncertainty
in how many of them are actually conducted.
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Who Will
Doctors Save?

Hospitals are preparing for the

unthinkable: rationing treatment.

How will they decide? PLUS: Five
top healthcare experts weigh in.
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The pollsters got it wrong
when Trump took on Hillary
in 2016. Can we trust them
to get it right this time?
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Rewind

The Archives

Newsweek reported that tragedy struck: “a white assassin shot and
killed Dr. Martin Luther King Jr. in Memphis.” The country was

1968

shocked and responded with a national period of mourning and with outrage
that led to riots and with the expedited passing of the Fair Housing Act,
considered to be the last Civil Rights-era legislation. Newsweek said of Dr. King,
“He was, more than any single man, the voice and the instrument of the second
American revolution.” Dr. King would be 91 years old, if he were alive today.

Newswe¢ |

APRIL 15, 1968 50c

Martin Luther King Jr., 1929-1968
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Newsweek

1961

A Russian, Yuri Alekseyevich Gagarin,
“took mankind’s first, triumphant step
into space,” wrote Newsweek. This
“epochal achievement” was surrounded
by “secrecy, rumor, and the struggles of
nation against nation.” Currently, two
Americans and one Russian astronaut are
aboard the International Space Station.

1978

Woody Allen’s movie Annie Hall swept the
Oscars and took home four awards, said
Newsweek. In his career, Allen has won
four statues and been nominated for 20
others. His memoir, Apropos of Nothing,
was set to release this month, but it was
dropped by his American publisher after
a public backlash about accusations of
sexual assault against him. £
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WEEHAWKEN, NEW JERSEY

loating Comfort

The Naval ship USNS Comfort travels up the Hudson River on

March 30 to Pier 90 in New York City, where it docked to provide

- = ! 1,000 hospital beds for non-coronavirus patients. New York
;i:_\'**ﬂ?:;:"fgi'l'i_g state is the epicenter of the pandemic in the United States with
iy 102,863 confirmed cases and 2,935 deaths as of April 3.

L7 : — @ DIMITRIOS KAMBOURIS
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“The federal military response p—

is a patchwork. »p12

CAMPAIGN 2020

¢
Coronavirus
Campaign

re-election ad strategy on a strong economy. The pandemic
has thrown that playbook out the window

THIS TRUMP CAMPAIGN AD IS A THROWBACK

to a time that’s hard to remember now. Enti-

tled “The Fighter,” it features African American and
Latino voters extolling the healthy U.S. economy
created by President Donald Trump. “Look at our
economy, look what he’s done. How could you not
support the president?” asks an African American
woman wearing a red MAGA hat.

The ad encapsulated what the Trump campaign

strategy was going to do: emphasize low unemploy-

ment, rising wages and a strong stock market. It was
also an effort to increase support for Trump among
minority voters—a tack the campaign telegraphed
in its Super Bowl ad touting criminal justice reform.

Team Trump believed a bump in the African
American vote from the 8 percent he got in 2016 to
even the low teens in 2020 would turn what might
otherwise be a close race into an electoral rout. The
overall theme, campaign manager Brad Parscale said,
was obvious for a president presiding over peace and
prosperity: “Nothing says ‘winning’ like President
Donald Trump and his stellar record

handling the crisis—will likely determine whether
he is re- elected. Campaign manager Parscale says
that $1 billion had been earmarked for broadcast
and digital advertising this year. That number, cam-
paign officials say, has not changed—a far cry from
the shoestring operation of 2016.

What’s changed almost overnight is the type
of ads the campaign now plans to run. One has
already been edited, titled “Commander in Chief,”
which portrays Trump as a wartime president pro-
viding what campaign spokesman Andrew Clark
calls “calm, steady leadership at a time of crisis.” It
features black-and-white shots of Trump and his
coronavirus task force advisers in the situation
room as a voice-over praises his “decisive leader-
ship.” Another ad shows Joe Biden calling Trump’s
decision to ban travel to China, “xenophobic.”

“That decision, experts say, saved thousands of
American lives,” the voice-over intones.

Neither has run yet. The president, since the start
of his daily COVID-19 briefings, has seen his job

approval ratings jump. A Gallup poll

of accomplishment for all Americans.”  e—— ———  released March 24 showed 49 percent

But now, 2020 is the coronavirus
election. How Trump handles the
crisis— and how he is perceived to be

BY

BILL POWELL

of those surveyed approve of Trump’s
overall performance, the highest rat-
ing of his presidency. Fully 60 percent

Photo illustrations by RYAN OLBRYSH
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Periscope

said they approve of Trump’s handling
of the crisis. For now, Trump’s daily
coronavirus briefings are attracting a
huge number of viewers: 12.2 million
cable viewers watched on Monday,
March 23—a huge number for cable—
while millions more watched on the
major broadcast networks.

As the crisis unfolds, Trump is get-
ting, in the parlance of campaigns,
vast amounts of “earned media,” and
as long as he’s getting it, the campaign
believes it can husband its ads (“paid
media”) until viewership for the brief-
ings begins to decline. The campaign
also believes that the image of Trump
holding forth from the White House
contrasts to their benefit with the
talks Biden has been giving from the
basement of his house in Delaware.

“They’re laughably pathetic,” says one
Trump campaign official not autho-
rized to speak on the record.

This moment in a redefined cam-
paign will pass soon. The debate
inside Trump’s campaign is whether
and to what extent to run the numer-
ous negative ads it has or is planning,
versus the positive “Commander in
Chief” motif, for which the campaign
plans several more spots. The theme
of the negative ads is straightforward:
Biden is not up to the job, particularly
not now, in the midst of a crisis.

An ad released March 12 opens with
Biden stammering on the stump—*“we
can only win this re-election, excuse
me, we can only re-elect Donald
Trump”—and ends with an announcer
saying, “It takes a tough guy to change
Washington. It takes Donald Trump.”
Another spot will likely repurpose an
ad released last year which mocked
the Democratic presidential candi-
dates for raising their hands when
asked if their health care plans would
insure undocumented immigrants.
The new ad will zoom in on Biden
as he meekly raises his hand as well.

10 NEWSWEEK.COM

CAMPAIGN 2020

It’s likely, though as yet unde-
cided, that Trump will authorize the
release of more negative ads sooner
rather than later—because Demo-
cratic super PACs are unloading on ,
him and his handling of coronavi-
rus. Priorities USA is in the midst
of a $6 million ad blitz in key swing
states hammering Trump on his early
downplaying of the virus. They’ve got-
ten Trump’s attention: on March 26th, |
his campaign threatened to sue local
TV stations that are running it, saying
it makes the false claim that Trump
called the virus a “hoax.”

Campaign officials routinely mock
Biden for what he has said about how
he would handle the virus, arguing
that much of what he has proposed,
Trump has already done. “Biden’s plan
is radical, recycled and too late,” says
spokesman Clark, and that message is
likely soon to be made into an ad.

As the virus infects more people
over the next couple of months, the
Democratic super PACs’ attacks on
Trump’s early handling of the crisis
will intensify. The Trump campaign
will produce more targeted ads, par-
ticularly aimed at swing districts
in swing states, reiterating that he
moved quickly to cut off travel from
China, when the Democrats and the
national press were obsessed about
impeaching Trump over Ukraine.

“That feels like a different century
now,” says a high-ranking White
House political adviser not autho-
rized to speak on the record. “But you
bet we're going to remind people of it.”

#ranmn“

“What’s changed
almost overnightis
the type of ads the
campaign now

plans to run.”
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The Trump campaign is using a
firm staffed with alumni from the
controversial Cambridge Analytica.
That’s the data-mining company that
during the last election cycle har-
vested the personal data of millions
of people’s Facebook profiles without
their consent and used it for political
dvertising purposes. The firm seeks
to target ads and marketing efforts
based on an individual’s “motivational
behavioral triggers,” as company Presi-
dent Matt Oczkowski has put it.

If the coronavirus crisis eases
sometime before the election, look
for the Trump campaign to target
Biden in the Midwestern battle-
ground states that the president
won last time but in which Biden is
thought to be strong this cycle. The
issue on which Team Trump believes
he’s vulnerable: China. Biden has
made a string of statements during
this campaign downplaying the com-
petitive threat from China. Given that
the virus evolved there, Biden’s soft-
on-China stance looks problematic
for him. Depending on how the pan-
demic progresses, Team Trump will
likely spin up a couple of ads portray-
ing Biden as Beijing’s dupe.

But campaign officials stress: coro-
navirus’ course will dictate campaign
strategy—including advertising and
marketing. “We made all sorts of
plans last year on what we would do
this year [on the campaign]. A lot of
good that did us.”

The Trump campaign hopes that
by the fall it can run ads touting
the Commander in Chief’s success
in handling the crisis, while hitting
Biden on traditional issues like immi-
gration, trade and health care. Maybe
they’ll resurface the ad with the Afri-
can American lady in a MAGA hat.

Will they be in a position to do that?
“Your guess is as good as mine,” says
the White House political adviser. £

APRIL 24, 2020
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READY A member of the Army National
Guard at the Javits Convention Center in
New York City. Opposite: U.S. Army North
commander Lt. Gen. Laura Richardson

specifically relating to coronavirus.
Fourteen states have also appointed

“dual-status commanders,” presi-
dentially approved National Guard
officers who serve in both state and
federal chains of command, with
another 20 states to follow.

The Pentagon announced that the
first dual-status commanders had
been appointed in California, Col-
orado, Massachussetts, Maryland,

New York, Oklahoma, South Caro-

- lina and Washington
“The role of the dual-status com-
mander is that he works for two
different principals through two dif-
ferent chains of command,” says Army
Major General Giselle Wilz, head of
the National Guard Bureau’s strate-
gic plans and policy directorate. The
commanders will report to Richard-
son as well as the governors of each
state, except Hawaii. That commander
reports to the U.S. Army Pacific
(USAPARC), an organization of U.S.
Indo-Pacific Command responsible
for Hawaii and the Pacific territories.

The federal military response,
never before activated nationwide,
is a patchwork of complex organiza-
tional schemes. While General Rich-
ardson is the commander of the Joint

RE 2
1

PENTAGON

o
Gearing Up
The pandemicisa U.S. national emergency

and the military has activated its
never-before-used domestic contingency plans

WHILE BEING HIT WITH

coronavirus at rates equivalent
to the civilian population, the U.S.
military has activated its “defense
support of civil authorities” appa-
ratus, establishing liaisons in all 50
states, activating units and command

the commander of Army North

(ARNORTH), has received approval

for the deployment of ground units in

response to the now declared national

emergency. The moves begin to imple-
ment two existing contingency plans—
CONPLAN 3400 for

Forces Land Component Command
of U.S. Northern Command for all fed-
eral (and dual-status) ground troops
in the continental U.S. and Alaska,
USAPARC is in charge of the Pacific,
reporting to NORTHCOM just as Gen-
eral Richardson does. As “maritime”

posts, and moving forces to provide | “homeland defense” and
medical, transportation, logistics, CONPLAN 3500 for
and communications support in New | “defense support of civil
York and Washington states. authorities”—as well as

Lieutenant Gen. Laura Richardson, | numerous new orders

assets, two hospital ships—the USNS
Comfort and the USNS Mercy, now in
New York and Los Angeles—are under
a separate command, the Navy’s Fleet
Forces Command, which also serves

BY

WILLIAM M. ARKIN
W @Quarkin
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as Naval Forces North (NAVNORTH)

and the Joint Forces Maritime Com-

ponent Commander for North Amer-
ica. Still another command, Marine
Forces North (MARFORNORTH)
operates side-by-side with ARNORTH,
in charge of Marine Corps troops.

Army North has deployed approx-

imately 1,100 active duty service
members assigned to specific units.
They began moving to New York and
Washington states immediately after
they were assigned. The active duty
units deployed include:
- Joint Task Force-Civil Support
Headquarters, Fort Eustis, Virginia
- 3rd Expeditionary Sustainment
Command, Fort Bragg, North
Carolina
- 4th Sustainment Brigade, 4th Infan-
try Division, Fort Carson, Colorado
- 63rd Expeditionary Signal Battalion,
Fort Stewart, Georgia

Joint Task Force-Civil Support was
established in 1999 as the domestic
response authority in case of an attack
involving weapons of mass destruc-

tion—chemical, biological, radiolog-

ical and nuclear (CBRN). According
to its website, “when directed, JTF-CS

will deploy to an incident site, estab-

lish command and control of Depart-
ment of Defense forces, and provide
military assistance and support to

civil authorities by saving lives, pre-

venting further injury and providing
temporary critical support to enable
community recovery.”

Its secondary mission is “all-haz-

ards” response. The Joint Task Force,
“could be directed to respond to a nat-
ural or man-made disaster if asked to
do so by U.S. Northern Command.”
On March 28, General Richardson
also announced that four U.S. Army
Reserve Units would be called to active
duty to support the federal response:
-> Task Force 76 Headquarters, formed
by the 76th Operational Response

Command, Salt Lake City

mand Headquarters, New Orleans.
- 4th Expeditionary Sustainment
Command Headquarters, San Antonio
- 505th Military Intelligence Brigade
Headquarters, San Antonio

To align with the 10 FEMA regions

ment, Army North has also activated
its 10 Defense Coordinating Offices,
senior colonels who are embedded
with each regional command center.
These are specialized planning cells,

dinate federal assistance. Another
100 Emergency Preparedness Liaison

ing the Defense Coordination cells.
In announcing the activation and

movement of forces Army North was

careful to specify none of the units

Activated units
have begun moving
toNew York and
Washington states.

-» 377th Theater Sustainment Com-

responsible for emergency manage-

that serve as military liaison to coor-

Officers are also now active, augment-

will “directly participate in civilian
law enforcement activities.”

Similarly, Air Force Major General
Joseph Lengyel, chief of the National
Guard Bureau and a member of the
Joint Chiefs of Staff, said: “I'm hearing
unfounded rumors about National
Guard troops supporting a nation-
wide quarantine. Let me be clear:
There has been no such discussion.”

Because of so many rumors on
social media, the Pentagon has set
up a website to beat down stories
of military-imposed quarantines and
martial law. It also said it would limit
releaase of operational details and
numbers of coronavirus cases.

“Unit level readiness data for key
military forces is information that
is classified as a risk to operational
security and could jeopardize oper-
ations and/or deterrence,” Alyssa
Farah, the Pentagon’s press secretary,
told Military Times on March 26.

As of March 31 the Defense Depart-
ment reported 1,204 confirmed
active cases of coronavirus: 673 ser-
vicemembers, 247 civilians working
for the military, 212 family members
and 72 contractors. &
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Violence is an epidemic.

What if there was a cure?

As a critical response to violence and
injustice, a worldwide campaign is
introducing the reality of nonviolence to
billions of people. Real stories. Real change.

Discover more at nonviolencenow.org
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Hospitals are preparing for the unthinkable: Rationing treatment in the emergency room. How

DOCTOR
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S THE TOLL OF THE CORONAVIRUS

pandemic rises, Americans con-
front with increasing distress the idea of rationing
health care. Choosing to deny care to people in des-
perate need is anathema; it feels unAmerican, even.
But it happens all the time: when Congress allo-
cates money for Medicare and Medicaid; when in-
surance companies reject claims; when the Trump
administration decides to shut down the Federal
marketplace for the Affordable Care Act.

Rationing is also what happens when govern-
ments whittle down their budgets for preparing for
deadly pandemics, as they did over the last decade.
That goes some way to explaining why the U.S. now
has the steepest trajectory of COVID-19 cases of any
nation so far, including China and Italy, and is ex-
periencing a critical-care crisis in hospitals across
the land. As the first wave of the SARS-CoV-2 out-
break begins to crest over the nation during April
and early May, it is sending patients in respiratory
distress to hospitals en masse, where many of them
may die for lack of treatment.

The problem is how to keep these patients alive
long enough for their immune systems to ward off
the disease. That too-often requires intubating them
with a breathing tube attached to a ventilator, which
pumps oxygen into the lungs in rhythm with a pa-
tient’s natural breathing, for as long as two weeks.
As intensive care wards fill up with patients need-
ing ventilators, hospitals expect to see a shortfall. U.S.
hospitals have about 160,000 ventilators, according
to an analysis in the New England Journal of Med-
icine, plus another 8,900 in the Strategic National
Stockpile. COVID-19 will hospitalize 2.4 million to 21
million people in the U.S., 10 to 25 percent of whom
will need to be put on ventilators, the Centers for
Disease Control and Prevention estimates. For each
ventilator, as many as 31 patients would be waiting
in line. In the best case scenario, 10 ventilators will
be available for every 14 patients. Since those are av-
erages, hard-hit areas may be worse off.

How will doctors decide at the moment of crisis
who lives and who dies?

Bioethicists are hammering out procedures and
protocols as the crisis develops in an effort to help
doctors make fair and compassionate decisions. Ev-
eryone agrees that race, religion, wealth and dis-
ability should not matter when it comes to doling
out care. But what factors should matter? Should

youth take priority over old age? Parents over
grandparents? Single mothers over deadbeat dads?

“The reality is, we already have a very unfair al-
location of health care resources,” says Dr. Robert
Truog, a critical-care pediatrician and bioethicist at
Harvard. “If you're poor and uninsured, you already
don’t get the kind of health care you need. But that
happens under the radar. The striking thing about
ventilators is that it can be an immediate life-and-
death decision. If someone can’t breathe, you have
a limited window to save their life. If you need it
and you don’t get it, you’re going to die.”

The doctors trying to bring some order and
fairness to these life-and-death decisions have got
a lot working against them. State guidelines vary
widely and aren’t always followed. The health care
system is fragmented and largely run on a just-in-
time, highly-competitive basis that maximizes effi-
ciency but leaves little wiggle room for a crisis. Will
the haves get better emergency care than the have-
nots? Will big donors to hospitals, and patients
with the best lawyers, jump to the head of the line,
while the uninsured are left to die?

This is the burden that falls on the shoulders of
the nation’s doctors and health care workers who
are now scrambling to save lives.

Rationing in a New Guise
AMERICANS HAVE SOME DIRECT EXPERIENCE WITH
rationing. When it comes to replacement organs,
states defer to the United Network for Organ Sharing
(UNOS), a non-profit, which conducts the affair in a
more or less fair and orderly way. UNOS stipulates
that recipients must be good medical candidates for
areplacement organ and in a position to receive an
organ as soon as one becomes available. Wealthy peo-
ple like Apple founder Steve Jobs, who can hop on a
private plane and show up anywhere in the nation
in short order, may have some advantage over can-
didates who have to take the bus, but this particular
kind of inequity generally stays out of the headlines.
Unlike organ donation, rationing during
COVID-19 affects potentially the entire population
in particularly dramatic fashion. It is unprecedented
in the lifetimes of today’s doctors and hospitals—not
since World War II and the 1918 influenza pandem-
ic, when hospitals were overwhelmed with patients
in respiratory distress, have doctors faced crisis ra-
tioning of this magnitude. Like most aspects of the

FROM TOP: MASTER SGT. CHRISTOPHER SCHEPERS/U.S. AIR NATIONAL GUARD; WEINTRAUB/MPI/GETTY; BRENT STIRTON/GETTY

ALL HANDS

Not since World War Il
and the 1918 flu, when
hospitals were inundated,
have doctors faced crisis
rationing on this scale. Top
to bottom: The Maryland
Air National Guard loads
medical supplies from
the Strategic National
Stockpile; medics
administer a transfusion
in France in June 1944;
and rescue workers

in California hand out
food to the homeless.
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“Never in my lifetime
have we had anything
like this. You have to go
back to
to see the kinds of
decisions that are
being made right now.”

PUBLIC HEALTH

U.S. health care system, protocols for how to handle
this emergency are inconsistent or non-existent.
State guidelines for “crisis standards of care,”
which are meant to help when ERs are inundated
and resources are short, vary widely from one state
to another. Some states have policies that exclude
certain types of patients from receiving critical
care in a crisis, which some bioethicists believe
are discriminatory. “Many states have policies that
exclude whole groups of patients,” says Dr. Douglas
White, director of the Program on Ethics and Deci-
sion Making in Critical Illness at the University of
Pittsburgh Medical Center. For instance, Alabama
was recently criticized for guidelines that call for
excluding patients with severe mental retardation.
“Tennessee, Kansas, South Carolina, Indiana—they
all have laws containing exclusion criteria,” he says.
States that don’t have exclusion policies use stan-
dards that many bioethicists consider unfair. The
main goal in New York state’s policy guidelines, for
instance, is to maximize the number of lives saved.
That means a 90-year-old patient would get the same
priority as a 20-year-old patient, assuming they both
have an equal chance of survival. “This runs against
the moral intuitions of many people,” says White.
White and some colleagues have worked out a set
of critical-care protocols intended to ensure that re-
sources in a crisis are allocated in a fair and non-dis-
criminatory way. Rather than using exclusion crite-
ria, it combines four principles to generate a score.
The two primary principles are saving the most
lives and saving the most “life years,” which tips the
scales to the benefit of younger patients. A secondary
principle, used in the event of a tie, gives priority to
health care workers, broadly construed to be individ-
uals who are essential to the disaster response and
put themselves at risk. Another secondary principle
is “life cycle” status, another tip to youth. Pennsylva-
nia recently adopted the protocol for its 300 hospi-
tals, and White says Kaiser, Med Star and other large
health care providers are considering them as well.
These Pittsburgh protocols, as they’re called, em-
body an idea that most bioethicists agree on: that
bedside doctors should not make the life-or-death
decisions about who gets a scarce ventilator and
who does not. It’s hard enough for clinicians to
save their patients’ lives under trying circumstanc-
es; they should be free to advocate for the patients
without the burden of having to weigh whether
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they’re worthy of care. That job should go to an in-
dependent group of clinicians who are blind to the
patient’s race or religious background and whether
they’re disabled, homeless or a major hospital do-
nor. “The people making the triage decisions should
not even have access to that information,” says Dr.
Matthew Wynia, director of the Center for Bioeth-
ics and Humanities at the University of Colorado.
Having independent teams make the tough calls
is not only fairer, it’s good medicine, says Wynia.
The teams have better “situational awareness” of
the resources available in nearby hospitals, which
can affect decisions about what to do with individ-
ual patients. “God forbid someone makes a tragic
choice to allocate a resource to one person and the
other ends up dying, and then three days later you
realize there was another hospital six miles away
where we could have transferred them,” he says.

Crisis in Practice

BIOETHICISTS ARE HAMMERING OUT THESE
protocols, and trying to persuade states and hospitals
to adopt them, in the midst of the crisis. But much of
the thinking has been done over decades of academic
study and debate, punctuated by the occasional in-
fectious-disease outbreak—the 2009 pandemic flu,
the SARS outbreak of 2002, and so forth. Each new
outbreak gives public-health officials a shudder of
fear that a catastrophe, on the order of the 1918 flu,
which killed tens of millions of people, is at hand.
Now that the catastrophe has arrived, we will find
out what actually transpires in emergency rooms.

It’s difficult to know at this early stage. For all the
anticipation by experts, the current crisis is unprec-
edented in living memory. “Never in my lifetime
have we had anything like this,” says Wynia. “You
have to go back to World War II to see the kinds of
decisions that are being made right now.”

The lack of preparation is palpable. Many hospitals
do not seem to have established clear protocols for
ER doctors to follow. Instead, they seem to be leaving
these decisions to discretion of the bedside doctor.
New York, where most hospitals have canceled elec-
tive surgery and are devoting their resources to the
influx of COVID-19 patients, is expected to fall more
than 9,000 ventilators short of demand, according
to data compiled by the Institute for Health Metrics
and Evaluation, a non-profit. Several hospitals in New
York City have given their blessing to doctors who

PUBLIC HEALTH

elect not to resuscitate COVID-19 patients, the Wash-

ington Post reports. NYU Langone Medical Center re-
minded doctors in an email to “think more critical-

ly” about allocating ventilators and that it supports
doctors’ decisions to “withhold futile intubation,” as
reported in the Wall Street Journal. In a statement,
NYU Langone said the policy had been put in place
before the COVID-19 outbreak and that its policies
are in line with New York state guidelines.

At the moment, hospitals are scrambling to avoid

having to make military-style triage decisions. Ven-

tilators aren’t the only resource that’s short. The
blood supply is low because people aren’t going out
to donate. Staffing is not up to the levels that would
be needed in a full-scale crisis, especially for workers
qualified to operate ventilators and other equipment
in intensive-care units. “These are not machines that

you just plug someone into and walk away,” says Wyn-

ia. “They need to be managed all day long by ICU-level
staff. Even if we had another 50,000 ventilators to
send around the country, we don’t have people to run
them, and 50,000 may not be nearly enough.”

As of the beginning of April, Mount Sinai Hospital
Health System, which operates eight hospitals in the
New York City area, was scrambling to assemble a
response to a rapid influx of patients. New York state,
according to IHME projections, was expected to hit
peak demand for hospital beds over the first two weeks
of April, ahead of most of the rest of the nation. Dr.

Experts have warned of

a deadly pandemic for
decades. Now that the
catastrophe has arrived,
emergency rooms are
being put to the test.
Many hospitals do not
seem to have established
clear protocols for ER
doctors to follow. Instead,
they seem to be leaving
these decisions to the
discretion of the bedside
doctor. Clockwise from
above: People line up to
be tested at EImhurst
Hospital in New York City;
a 1000-bed temporary
hospital in the Jacob K.
Javits Center will treat
COVID-19 patients; and an
emergency field hospital
is built in Central Park.
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HUMAN RESOURCES
Hospitals are scrambling
to assemble a response

to the rapid influx of
patients. Some are making
makeshift ventilators

out of machines used to
treat sleep apnea and
anesthesia machines now
sitting idle in operating
rooms. Below: Doctors at
St. Barnabas Hospital in
New York City test staff
for COVID-19 in makeshift
tents. Right: U.S. Navy
sailors transport the first
patient to the hospital
ship Mercy, which is
accepting non-COVID-19
patients in Los Angeles.

Brendan Carr, chair of emergency medicine at Mount
Sinai, says the hospital was adapting BiPAP machines,
used for treating sleep apnea, to work as substitute ven-
tilators in a pinch. (BiPAP stands for Bilevel Positive Air-
way Pressure.) Like ventilators, BiPAP machines force
air down a patient’s throat, but rather than deliver the
oxygen in a tube, they use a mask that fits over the pa-
tient’s mouth. “It’s not crazy to think that those can be
converted into something that can work through a dif-
ferent mechanism, through a different tube,” says Carr.
In addition, he said, anesthesia machines now sitting
idle in operating rooms, due to the postponement of
elective surgery, could also be repurposed.

Doctors can also put two patients on one ventilator.
During the Las Vegas shooting in 2017, for instance,
doctors used this technique to cope with the sudden
influx of shooting victims. It requires paralyzing both
patients, however, and using the ventilator on a setting
that forces air down the breathing tube. For this rea-
son, doctors are loathe to try this on COVID patients,
which typically have to stay intubated for a week or
two while their immune systems fight off infection.

PUBLIC HEALTH

In that time, the muscles around the lungs atrophy,
leaving the patients unable to breathe on their own.
Eventually, equipment manufacturers and inven-
tors will step into the breach and “close the delta”—
the gap between the supply of ventilators and demand.
“We look at the delta and, of course, we're really scared,”
he says. “But it’s amazing the way that people are step-
ping up to try and invent and create ways to change
that gap. It might miss the peak in New York City, but
it might catch the backend of the peak.”

To handle the staffing shortage, Mount Sinai has
reorganized its critical-care staff to incorporate doc-
tors who don’t typically work in emergency care. It is
putting experienced critical-care doctors, who under
ordinary circumstances would manage a few dozen
ICU patients, in charge of supervising doctors and
other staff who are being called up to work in the ICU.

How would doctors at Mount Sinai handle the
difficult choice of, say, having to pull a patient off
a ventilator to make it available for another patient
deemed to have a better chance of survival? Carr
says there’s no hospital-wide policy to guide the ac-
tions of the doctor in charge. “How will we handle
it, if and when it comes? It’s a good question,” he
says. “There are lots of folks who in the abstract can
talk about it. If you're a health system right now,
are you going to create a protocol around this?
How do you think it would be received if you did?”

Instead of using protocols, Carr says, the hospi-
tal will rely on patients and their families, in con-
sultation with the bedside doctor, to come to an
agreement voluntarily. “If and when we get down
to a very low number of ventilators for our health
system, would it make sense to just have a protocol
in place that makes us the decision maker?” he says.

“Or might it make more sense to say to families of
loved ones who've been on the ventilator for 10
days that are not progressing, ‘Hey, we’re in a crit-
ical place right now. I want you to know that we
have 300 people ventilated in our hospital system
and there are more patients coming in. We would
like to have thoughtful ongoing conversations
about the direction that your loved one is going.”

Legal Snafus

A WILD CARD IS HOW A LITIGIOUS SOCIETY WILL
respond when patients are denied care. In the ab-
sence of clear protocols, doctors and hospitals run
the risk of legal challenges that could gum up the

FROM LEFT: MISHA FRIEDMAN/GETTY; U.S. NAVY/GETTY
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“It a doctor is engaged in good-faith compliance with standards,

they should be HiTE from prosecution.”

works. “We think the risk to physicians is low, but not

zero, and not trivial,” says Glenn Cohen, a law pro-

fessor and bioethics expert at Harvard Law School.

The act of taking a patient off a ventilator is, legal-

ly speaking, fraught. Criminal law generally doesn’t
hold doctors responsible for not providing care if
they don’t have the resources, but taking a patient off
aventilator without their consent is a different matter.
“It looks on paper like homicide,” he says. “It doesn’t
matter if the patient would have died anyway. Case
law says that shortening a life even by a few hours
could lead to charges of manslaughter or murder.”
In a crisis, Cohen doesn’t believe prosecutors
would pursue such cases against doctors. But it
would be up to the individual prosecutor. How many
doctors know who their local attorney general is?

On the civil side, doctors could be sued for malprac-

tice, but the risk that a jury would award damages
are low, he says. If a doctor wanted to take a patient

off a ventilator, a patient’s family could seek an in-

junction from a judge, bringing the process to a halt.
Although federal statutes grant some immunities

for health care workers, they’re not adequate. Only
Maryland provides adequate protection. Cohen
would like to see state legislatures provide tempo-
rary protection for doctors for the duration of the
crisis. In the interim, state district attorneys and
attorneys general should write letters pledging not
to prosecute doctors if they abide protocols such
as those developed in Pittsburgh. “If a doctor is
engaged in good-faith compliance with standards,
they should be immune from prosecution,” he says.

The crisis in critical care that U.S. hospitals are now
dealing with reminds Truog of his experience in Haiti
after the earthquake in 2010. He saw children with se-
vere pneumonia, who needed ventilation. But hospi-
tals didn’t have enough of the devices to go around, so
doctors had to make difficult choices. “This was part
of daily life for Haitians,” he recalls. “It seemed like a
necessity. We felt we were doing the best we could.”

What he finds striking, in retrospect, is how or-
dinary rationing critical health care seemed in one
of the poorest nations on earth. “I think it will be a
lot harder for Americans.” &
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s the rationing debate unfo
Newsweel asked doctors, lawyer
ethicists and other health care
experts to wrestle with the fraught
questions involved. Their essays follow:




‘ OPINION

“THE
PSYCHOLOGICAL

IMAGE SOURCE/GETTY

TOLL SHOULD
NOT BE

UNDERESTIMATED.”

by SADATH A. SAYEED

HE COVID-19 PANDEMIC HAS
T rapidly and radically disrupted
any sense of normality in all as-
pects of medical practice in the United
States. Rationing life-saving care is not
something American doctors are accus-
tomed to consciously considering in
our daily working lives, let alone ever
communicating it to patients or their
families. At most, we are taught a little
about it, typically in school, as a part of
a formal course in medical ethics.

At Harvard Medical School, where
I have taught hundreds of students
just such a curriculum for well over a
decade, we spend a few hours on the
subject in a classroom setting in their
first year. In my experience, consen-
sus rarely emerges, but many students
settle most comfortably with some
manner of utilitarian thinking—in
the abstract, it intuitively makes sense
that we ought to maximize the num-
ber of lives saved in a crisis.

But the moral distance is immense
between academic discussions and
actually caring for sick people with
names, faces and life stories. As soon
as we are done, as students, discussing
neatly constructed ethical arguments,

we become residents, fellows and at-
tending physicians, and we learn to
singularly prioritize the breathing,
speaking person in front of us.

We are quickly indoctrinated into
the rule of rescue: Save each patient
with all means available. And, up until
now in our country, the means have,
by and large, been readily available.
We have not needed to build up the
psychological fortitude to confront
genuinely life-threatening scarcity.

Conversations about death in an
intensive care setting typically occur
after we have exhausted all our ther-
apeutic options. In my own practice,
as a neonatal critical care specialist,
there are times when we know that
our baby patients are in the dying pro-
cess despite our ongoing efforts to keep
them alive. It usually isn’t an abrupt
change in clinical condition or some
unexpected catastrophe that convinces
us, but rather a relentless smoldering
over days, weeks and sometimes even
months. Artificially breathing for our
patients, supplying powerful drugs to
keep their hearts pumping and provid-
ing energy cocktails of sugar, protein
and fat intravenously are not enough

Portrait illustrations by ALEX FINE

NEWSWEEK.COM 25



to stave off the inevitable. We might
buy more time continuing our inter-
ventions, but the writing is on the wall.

When this clinical suspicion reg-
isters loudly enough, we feel more
urgency to have the hardest conver-
sations with parents. They need to
at least hear, if not right away accept,
that it is more likely than not that
their baby will not survive—despite
us trying everything in our bag of
therapeutics to save their child.

That last bit is the key for our own
sanity and to maintaining trust with
our patients: that we have indeed
tried everything.

We are fortunate that most parents
eventually come to terms with our

clinical conclusion once it has been in-

troduced. They are rarely naive to what
we are observing, even as they hold on
to every last ounce of hope. Under the
best of circumstances, our last few
hours or days together are spent trying
to allow for a dignified death that our
little patient’s families can live with,
heartbreaking as it invariably will be.
In my experience, most parents are
grateful that their baby was given an
honest chance at life in our hands.

“The families of these

social trust privileged almost exclu- |
sively to our profession. We must do
our best to balance fairness and effi-

ciency while ensuring transparency.
And yet, I still worry this exercise in

forsaken patients will have
I dare say in my NICU, utility rare- applied ethics, while desperately im-

ly, if ever, enters our bedside ethical been wron = ed9 per IOd_ portant, can only do so much moral
calculus. no matter hOW Crisply work. Yes, if all goes well, more lives

The current pandemic demands will be saved in the end without gro-

that we doctors refashion ourselves d phﬂosophical ar gument tesque, across-the-board discrimina-
in deeply uncomfortable robes. As mlght Suggest Otherwise.” tion against the feeble or aged. And,

an educator of medical students and
postgraduate trainees, I am certain
that most of my younger charges
identify with Captain Kirk much
more than Mr. Spock. Nor are most
socially Darwinian by nature.

Our bioethicist friends are trying
to soften the blow, recognizing our
vulnerability to the rescue obsession.

They recommend that these life-

or death rationing decisions must
be made before the patient ever
meets our gaze—that institutional

committees informed by rigorous
ethical analysis dictate allocation
protocols that best approximate
what will be the “least-worst” set of
outcomes.

I am sure this is wise in the long

run. We need to admit that no ra-

tioning system of life-saving therapy

is capable of satisfying all stakehold-

ers, but a haphazard and opaque
approach will devastate an essential

since every life is meant to have equal
worth, the more saved, the better. Nev-
ertheless, I also cannot help feel that
a crucial part of our humanity will
be chipped away each and every time
such decisions are actually made.

We will not just suffer deep emo-
tional trauma that might scar us for
the remainder of our professional
and personal lives, but also violate
something basic to the calling of the
healing professions. It may not be
sacred, but I am not embarrassed to

LUIS ALVAREZ/GETTY
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call it spiritual. These consequences
count too.

Even if doctors and nurses are not
making the call on who gets a venti-
lator, we will be the ones tasked to
deliver inferior, if not straight away
palliative, care. We will be the ones
pronouncing our patients dead. It
will be our faces, voices, arms and legs,
not those of ethicists, hospital admin-
istrators or public health officials,
that physically failed to provide them
with an optimal chance at rescue.

There is no distancing us from the
horror. The psychological toll on us
should not be underestimated.

The families of these forsaken pa-
tients will not be grateful to us, nor
should they be. They will have been
wronged, period—no matter how
crisply a philosophical argument
might suggest otherwise. The psy-
chological toll on them should not
be underestimated.

So, during these days of reckoning,
my humble plea is threefold: One, let’s
not discount this gravest of harms by
sweeping it under the procedural
cover of sterilized hospital protocols.
Two, let’s not be dismissive of the dev-
astation to patients and their families
who are passed over for the sake of
prioritizing some human values over
others. Lastly, let’s take more than a
mindful moment each time it hap-
pens to communally cry and curse
out loud, and then further pause to
recall that neither cool rationality
nor dispassionate reason are all or
even most of what actually makes us
decent, caring health professionals.

I fear that if we do not, we will all
be the lesser for it. [

Sadath A. Sayeed, J.D., M.D., is as-
sistant professor of global health and
social medicine at Harvard Medical
School. The views expressed in this
article are the writer’s own.
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THIS IS WHAT
HAPPENS
WHEN WE FAVOR

INDIVIDUAL CARE
OVER PUBLIC HEALTH

by ELIZABETHH. BRADLEY

S AMERICANS WATCH DIRE

A predictions of 100,000 to

240,000 deaths in the United

States materialize around us, those

who have studied this country’s

health care system see the causes of

the catastrophe as rooted in decades

of policy decisions that prioritize

medical care for individuals at the
expense of public health.

The US has more critical care beds
per capita than any other industrial-
ized country and about 20 mechan-
ical ventilators per 100,000 people,
and it still may not be enough. Most
comparative studies of the US health
care system with those of other Or-
ganisation for Economic Cooperation
and Development (OECD) countries
conclude that Americans enjoy far
better access to most high-tech med-
icine, including MRIs, CT scans and
many kinds of diagnostic imaging
than most people in the world.

The cost of this system with rel-
atively easy access (at least for those
who have health insurance) is well-
documented: The United States
spends about twice as much per capi-
ta on health care as the average among

other OECD nations. But in the face
of the COVID-19 pandemig, it is not
enough? That is hard to accept. Many
have lamented the country’s lackluster
performance in health outcomes. For
a high-income country, the US suffers
unusually high rates of maternal mor-
tality, infant mortality, obesity, diabe-
tes, heart disease, chronic lung disease,
HIV/AIDS, disability—the list goes on.
But one place where the system has ex-
celled is in the provision of high-tech
intensive care.

Yet, here we are, with each day’s
news carrying more terrifying sto-
ries about the potential of rationing
the use of ICU beds and ventilators,
while COVID-19 cases overwhelm ex-
isting hospital resources.

The great fear is that many of the
100,000 to 240,000 deaths predicted
by the scientific advisers to the White
House Coronavirus Task Force will re-
sult from the health care system being
overwhelmed and unable to respond
effectively to those in need. If that’s the
case, frontline physicians, nurses and
administrators will be left with the im-
mediate decisions about how to appor-
tion the scarce medical resources—ICU
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beds, ventilators and personnel. They
will be making life-and-death choices,
asked to guide us through enormous
ethical dilemmas, patient after patient.

But the ethical issues are not just

at the bedside. Underlying these ago-

nizing frontline decisions are policy

decisions about how health care re-

sources are allocated in the United
States. Such policy decisions are made
far from the patient, family and care
team. They are made in Congress, at
the Centers for Medicare & Medicaid
Services, in executive offices of health
systems and insurance companies, at
state capitols, in Medicaid offices and
in employer’s employee benefit offices
throughout the country.

Time and time again, US health
policy decisions have prioritized
medical care over public health sys-
tems and emergency preparedness,
leaving us woefully unprepared to
deal with emerging and re-emerging

“COVID-19 is te
our choice to [ Tale [ a1 8 eyt

global travel and rising antibiotic re-
sistance. What COVID-19 is telling us
is that our choice—often hidden but
nonetheless revealing of our ethics—
to underinvest in public health is now
going to cost us in terms of economic
instability, tragic choices and lives lost.
The approximately $275 per person
per year (2.5 percent of all health care
spending) we spend on public health
is not enough—not enough to have
timely, universal testing for emerging
infections; standardized protocols for
coordinated data collection and con-
tact tracing to quickly and accurately

in public health is

Hini us

OPINION

identify early exposures to infected in-
dividuals; and clear, consistent public
messaging about risks and prevention
strategies to maintain the public’s
health in the face of outbreaks. In
addition to the overall inadequacy
of funding, it is unevenly distributed,
with large geographical differences in
availability of labs, testing sites and ex-
perienced public health professionals.

The needed public health invest-
ments are practical. First, we need the
brightest and most creative minds in
communications and social media to
provide a constant flow of engaging
information about health risks and
opportunities, tailored to different
ages and needs. Second, we need the
capability to quickly scale up diagnostic
testing, ideally home testing, and public
health laboratories to make universal
and regular testing feasible. And last,
we need coordinated data collection

now gOIIlg to cost us and analysis resources to enable timely

1 1 and accurate contact tracing and follow

i In terms Of traglc” up to contain outbreaks at their source.
choices and lives lost.

We can do better. But it requires a
change in mindset. The tragic, ethical
choices at the bedside are not isolat-
ed events. They are the culmination
of many upstream decisions resulting
in underfunding crucial public health
and emergency preparedness efforts—
these, too, were life-and-death deci-
sions, albeit less visible. How many
lives, how many trillions of dollars
will it take to reorder our priorities? &

infectious disease threats now on the
rise due to a host of forces, including
climate change, rapid population
growth, urbanization, increased

Elizabeth H. Bradley is president of
Vassar College and a professor of po-
litical science as well as science, tech-
nology and society. A global health
care scholar, Bradley is also the for-
mer director of the Yale Global Health
Leadership Institute and co-author
Of THE AMERICAN HEALTH CARE PARA-
DOX: WHY SPENDING MORE IS GETTING
US LESS. The views expressed in this ar-
ticle are the writer’s own.
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WILL RATIONING
LEAD TO A
SURGE

IN LAWSUITS
AGAINST
DOCTORS?

by R. ALTA CHARO

N CITIES AROUND THE

I country, the COVID-19 pan-

demic has moved hospitals
from conventional care to crisis care,
forcing choices upon us that no one
wants to make, and changing the stan-
dard of care we have long taken for
granted. Triage in a time of crisis must
combine hard-headed, evidence-based
policies with public understanding
and support—even when individual
cases tear at our hearts.

It goes without saying that every
effort should be made to relieve scar-
city, by bringing in more beds, equip-
ment and personnel. Contingency
standards of care can be used to pro-
vide the usual services in non-con-
ventional ways, such as reusing or
sharing some forms of equipment.

At some point, however, this will
not be enough. Once a hospital has ar-
rived at the moment when there sim-
ply are not enough beds or ventilators,
the usual standard of care yields to a

“crisis standard of care” (CSC), defined
by the National Academy of Medicine
as a substantial change in the level of

care it is possible to deliver, brought
about by a formally declared disas-
ter. The CSC relaxes the usual med-
ical standards for clinical care, and
shifts focus from individual patients
to the patient population as a whole,
until the situation eases. Response
times might get a little longer to al-
low health care providers to put on
protective gear, for example, or some
kind of monitoring might become
intermittent rather than continuous. .

Under circumstances like these, the
last thing we need is for doctors and
nurses and other providers to fear
being sued for negligence when their
care no longer meets the standard
that applies under normal conditions.

Negligence—or, as in this context,
medical malpractice—is determined
primarily by whether a provider met
the standard of care. The triage ne-
cessitated by a crisis may look like
negligence, because it diverges so dra-
matically from ordinary standards.
In an ideal world, the existence of a
crisis situation would make it abun-
dantly clear that the standard has

changed, and that actions like delay-
ing or forgoing tests and procedures
would not constitute malpractice.

Indeed, if a suit were brought as a
result of a crisis standard of care, the
provider likely could win. But the very
fact of being sued, regardless of the
outcome months or years later, is ex-
pensive, distressing and a source of fear.

A number of mechanisms exist to
protect providers and other key play-
ers from liability when they are act-
ing within the parameters of a crisis
standard of care. The Federal Public
Readiness and Emergency Prepared-
ness (PREP) Act immunizes the U.S.
government, manufacturers, phar-
macies, state and local program plan-
ners and many providers from a suit
when administering an “authorized
countermeasure” (for example, a med-
ication approved by the Federal Drug
Administration under an emergency
use authorization) during a declared
health emergency. But by its language,
one might question whether it also
applies when the issue is deciding not
to administer a treatment or use a
device. This is of central importance
as we move toward the most difficult
decisions under a CSC: the choice to
forgo or even withdraw ventilator as-
sistance from some patients.

In the context of scarce equipment
such as ventilators, some kind of triage
protocol is needed. There is no one
priority system in place for the coun-
try, or indeed, for many states. In that
void, hospitals have adopted their own
systems, usually with the goal of saving
as many lives as possible, by giving pri-
ority to those with the best chance of
survival. This means that those with
underlying health conditions may have
lower priority, and at times will not be
placed on a ventilator.

Even more distressingly, some pa-
tients might be taken off a ventilator
if it does not appear to be showing
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benefit, though the ability to predict
survival if the equipment were left on
longer is limited.

Age alone should not be a de-
terminant, nor disability, race or
socio-economic status, but each of
these may correlate with a higher of
underlying illnesses. It is precisely
because of these unhappy correla-
tions that public trust is so essential.
If a rationing system is perceived as
biased in favor of those already priv-
ileged, public and political pressure
will grow to abandon discretion and
substitute absolute rules or lottery
systems. Under such systems, the
body count will grow.

The nature of this pandemic makes
the task of obtaining public trust even
harder, because hospitals have been
forced to limit or even eliminate visi-
tors in order to reduce risk of transmit-
ting the virus. When family members

“Age alone should not be a
determinant [of care],
nor disability, race or
sOClo-economic FIEIIER’

cannot be at the bedside, sharing the
doctor-patient conversations about
medical options and observing for
themselves the dire conditions, it can
be even harder to believe that someone
must be moved from intensive care to

palliative care. And the emotional dis-

tress of being separated from a parent
or spouse in the last days of their life,
unable to act as an advocate, offer
comfort or even provide a sip of water
is acute, making it even more likely

these family members might question
the triage policies in place.

States and hospitals should work
toward adopting common rules for
triage protocols as much as possible,
and state medical societies should
endorse them as representing an ap-
propriate crisis standard. Governors
should use executive and legislative
powers to formally acknowledge that
CSC is now in place, and that adher-
ence to CSC and to the prioritization
guidelines will not be considered a
form of malpractice.

A few states already have such
provisions under their emergency
powers. The governor of New York re-
cently issued an order to protect pro-
viders from liability, but does not yet
want to talk openly about rationing.
Naturally, the state is still working
hard to obtain enough equipment
to serve every patient, but in the end,
any notion of a “standard” of care
will be undermined if the rules of
triage vary widely from hospital to
hospital throughout the state.

With the prospect of rationing
comes an obligation to make provi-
sion for those most directly affected.
If anyone is denied access to the ICU
or a ventilator or any other scarce re-
source because the prospect of sur-
vival is slim, palliative care and hos-
pice care must be made available, and
contact with family made possible, in
person if manageable or by electron-
ic means if not. A crisis standard may
be different from the conventional
standard, but it is still, in the end, a
standard and duty of care. @

- R. AltaCharo, J.D., is a professor of
law and bioethics at the University of
Wisconsin. She is on leave as a fellow
at the Center for Advanced Study in
the Behavioral Sciences at Stanford
University. The views expressed in
this article are the writer’s own.
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PRESCRIPTION
FORA
TELEHEALTH
CURE

by JONATHAN GRUBER

N THE UNITED STATES, PEOPLE

I with, and especially without,
insurance are used to heading

to the emergency room if they need

care quickly. Even before the coro-

navirus crisis, nearly half of all US.
medical care came from emergency

rooms. A natural reaction to feel-

ing feverish in the era of COVID-19,
therefore, is to rush to the ER.

The problem is that for most peo-

ple that is exactly the wrong course of
action. If people don’t have COVID-19

and head to the ER, they could be ex-

posed to others who do. And those who

have the virus, but who don’t need hos-

pital care, are needlessly endangering
doctors, nurses and other medical
workers. The ER is becoming the new

cruise ship—a petri dish where the in-

fected cross paths with the unexposed.
In China, more than 3,000 doctors
got COVID-19. In Italy, at least 50 have

already died. In Spain, nearly 14 per-
cent of cases are medical profession-

als. In US hot spots, especially New

York City, hospitals are already over-
whelmed, and the devastating short-

age of masks and other protective gear
only raises the risk of infection.

The result will be fewer doctors
and fewer nurses in a system that is

already under unprecedented stress,

increasing the threat of health care
rationing, which in Italy resulted in

hundreds, if not thousands, of need-

less deaths. Many projections suggest

that the situation in the United States

could be just as bad—if not worse.
That is why we urgently need to turn

our focus to telehealth. By having possi-
ble COVID-19 patients resolve their is-

sues over phone or video, rather than in
person, we can more effectively deploy
medical resources to reduce the risk of
rationing care. Doctors and nurses will
be protected from exposure, and even
the ones under quarantine will be able

OPINION

to continue their heroic work.

Yet our telehealth system is already
under strain, with wait times of hours
or more, and unprepared to handle
such a massive influx. To quickly get
the system where it needs to be, we
need to address a problem that is
threefold: excess demand, insufficient
supply and mismatch.

The excess demand arises because
providers on telehealth platforms are
spending time doing things that they
really don’t have to, like collecting
symptoms and patient characteristics,
as well as attending to the worried well,
who don’t really need a consultation.

The insufficient supply is because
providers are not responding fast
enough to the need for a dramatic na-
tional shift toward telehealth platforms,
but often their hands are tied: They are
limited to specific platforms with which
they have financial arrangements.

The mismatch arises because pa-
tients can only use the telehealth system
associated with their insurance—or
they have to pay a visit fee. But differ-
ent insurance companies may have very
different numbers of patients seeking
and needing care. A Medicare Advan-
tage plan will have much more demand,
for example, than a plan covering most-
ly younger people. This may leave some
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telehealth providers overwhelmed and
others with more capacity.

We can solve all three of these
problems in five simple steps.

First, we create a statewide front
end that becomes the first step in seek-
ing treatment. Many companies have
chatbots that can collect all relevant
background and diagnostic informa-
tion from patients and provide initial
triage for those who are not infected.
One of these companies, Buoy Health,
found that 85 percent of those using
their tool did not need a consultation.

Second, the state contracts with tele-
health companies to be the organized
distributors for the state. As part of
the contract, the telehealth companies
agree to a common rate and to provide
real-time updates to their wait times.

Third, the state medical professional
society sets up a website where all state
medical personnel can onboard to
help with telehealth on an on-call basis.
The state should facilitate on-boarding
in every way possible and offer finan-
cial bonuses to physicians who sign up.

Fourth, we must make the public
aware of these resources through ad-
vertising, social media blasts and even
work to funnel all those seeking medi-
cal advice related to COVID-19 to this
front end. This could involve advertis-
ing, social media blasts and more.

Fifth, these telehealth consultations
should be totally free to the patient,
regardless of which telehealth compa-
ny they use. The telehealth company
would be compensated for the visit
from an emergency fund. The front

end would track which insurance
company patients have and which
telehealth provider they use. After the

crisis passes, there would be a reconcil-
iation, where the fund would be reim-

bursed by insurance companies for any

payments the fund made for their in-

sured individuals. The state or federal
government would pay the additional
non-insured costs.

Telehealth can help us fight against
this deadly pandemic and reduce the

“The ER is becoming
the new cruise ship—a

petri dish where

the [ESEe] cross
paths with the unexposed.”

risk of providers being forced to ration
care. But its effects will be much greater
if we make it accessible to all, at no cost,
with the shortest wait times possible. &

Jonathan Gruber is the Ford Profes-

sor of Economics at the Massachusetts
Institute of Technology, where he has

taught since 1992. He is also the Direc-

tor of the Health Care program at the
National Bureau of Economic Research
and former President of the American
Society of Health Economists. His book
JUMP-STARTING AMERICA, With co-author

Simon Johnson, is out now. The views ex-

pressed in this article are the writer’s own.
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MAKING

PEOPLE PAY FOR
MEDICAL CARE
IN A PANDEMIC
IS FOOLISH—
AND DEADLY

by PETER UBEL

N AREAS OF THE COUNTRY
I hardest hit by COVID-19, clini-
cians are already being forced
to make tragic rationing decisions:
about who to admit to the hospital,
who to transfer to the ICU and who
to place on scarce ventilators. These
decisions feel out of character with
our national identity. We normally
think of ourselves as too wealthy, too
committed to preserving American
lives, to ration medical care.
However, rationing of American
health care also takes place every day
in subtler ways. We see that when a
weekend tennis player with a sore
shoulder decides to hold off on get-
ting an MRI, or when a smoker with
a touch of heartburn takes a few ant-
acid tablets rather than schedule an
appointment with her primary care
physician. They delay care because
their insurance companies require
them to fork over copays and deduct-
ibles to cover the cost of these ser-
vices, and they’ve decided that their
money is better spent in other ways.
This may not sound like rationing
on its face. But bear with me. Because
when that “heartburn” turns out to
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be a heart attack, when that cough
turns into a COVID-19 infection,
delaying care to avoid out-of-pocket
expenses can be deadly.

That’s why we need legislation
requiring private and government
health care insurers to lift all copays
and deductibles for at least the next
three months, so no American delays
necessary medical care out of fear of
financial ruin.

In normal times, it makes sense to
ask people to pay some portion of their

medical care. A $250 copay incentiviz-
es the weekend tennis warrior to de-
cide whether he really needs that MRI.
But people don’t always know whether
they need medical care. Scores of stud-
ies have shown that when people face
high out-of-pocket costs, they not only
seek out less wasteful medical care, but
also delay the receipt of necessary care.
Most people aren’t doctors, after all,
and can’t be expected to know when
they are dizzy from a minor cold or
from an evolving stroke.

Recognizing the problems caused
by such delays in care, the recently
passed CARES Act stipulates that pa-
tients will not face any out-of-pocket
charges for COVID-related testing and
treatment, or for COVID vaccines if
and when one becomes available.
That’s a great start. But it’s not enough.

Suppose your neighbor Sam has a
fever and his breathing feels labored.
He calls his physician and is told to
go to the ER, where he is admitted to
the hospital. The hospital runs a free
COVID test, and it’s negative. Great
news, except that Sam still has pneu-
monia from a different infection, and
because of the details of his insurance
coverage, he will be on the hook for 10
percent of the cost of his hospital stay.

T
LEISINZ

It is insane to charge someone thou-
sands of dollars simply because they
had the “wrong” illness. It’s even cra-
zier to give people an incentive—“Did
you hear how much Sam had to pay
when he went to the hospital?”—to
delay or avoid necessary medical care
in the midst of a contagious pandemic.

I'm normally not a fan of complete-
ly free medical care. When care is free,
people demand interventions they
don’t necessarily need at a price society
can’t afford. But these are not normal
times. Until we have this epidemic un-
der control, Congress needs to require
insurers to waive copays and deduct-
ibles for any and all health care services.

Don’t worry that waving copays will
drive up demand for unnecessary care.
To preserve resources for COVID pa-
tients, the U.S. health care system has
already stopped performing elective
tests and procedures. Offering free care
now won’t lead people to seek out triv-
ial interventions; instead, it will keep
them from delaying life-saving care.
Waving copays will also slow the spread
of the virus, because delaying care often
means delaying self-quarantine.

Don’t worry that insurers will be
bankrupted by forgoing copays and
deductibles for a few months. Con-
gress will make the industry whole. But
Congress can’t do anything to undo
the damage caused if people avoid re-
ceiving necessary interventions.

Charging people for medical care
during a pandemic may be pen-
ny-wise, but it’s awfully foolish. &

Peter Ubel, M.D., is the Madge and
Dennis T. McLawhorn University
Professor of Business, Public Policy
and Medicine at Duke University. A
physician and behavioral scientist,
Ubel is also author of SICK TO DEBT:
HOW SMARTER MARKETS LEAD TO BET-
TER CARE. The views expressed in this
article are the writer’s own
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POLL SEASON!
Over the next eight months we’ll see hundreds of horse-

race polls between President Donald Trump and pre-

sumptive Democratic nominee Joe Biden. Here’s a tip.
Don’t pay too much attention. The big miss we saw in
2016 can happen again—the coronavirus pandemic
could make this election more unpredictable—and
there’s only so much pollsters can do about it.
Leading up to the last election, President Trump
dismissed polls unfavorable to him as fake news. He
was right. Polls missed big in 2016. Pollsters believe
they know what went wrong and have fixed it. After

the 2018 midterm elections, the industry declared vic-
tory when pundits using polling data called most rac-

es correctly. Harry Enten of CNN trumpeted, “2018
was a very good year for polls.” Really? Many of the

contests were in deep red or blue areas where the out-

come was never in doubt. And there were still some
big misses. Polls again underestimated Republicans in
a handful of states including Florida and, as in 2016,
those misses were enough to result in narrow wins
in important races. In all, only 80 percent of polls
showed the eventual winners leading. That sounds
good, but take out the no-brainers, and the hit rate is
more like 50-50—in other words, a coin flip.

So far in 2020, poll performance is mixed. Polls
missed in South Carolina. They said Biden was
ahead by an average of 15 percentage points and
he won by 28 percentage points, although perhaps
that’s understandable given the rapid consolidation

as other candidates dropped out and the huge en-

dorsement from Representative James Clyburn of
South Carolina, the third-ranking Democrat in the
House. Polls also missed the rise of moderates and
fall of progressives, first evident in New Hampshire.

Polls were close in Florida, but underestimated Ver-

mont Senator Bernie Sanders in the Democratic
primary in Michigan, as they did in 2016.

Those who make forecasts have also missed. Less
than a month ago FiveThirtyEight, which focuses

on statistical analysis of politics and other key is-

sues, said that Sanders was in “the driver’s seat” and

“easily most likely to win the Democratic nomina-

tion.” So much for that.
The first signs that something was screwy in 2016

occurred during the primaries, when New York Sen-

ator Hillary Clinton, who led the polls in Michigan by
an average of 21 points according to RealClearPolitics,
lost to Bernie Sanders by a point and a half. It’s been

called one of the biggest misses in polling history.

It should’'ve set off alarm bells. It didn’t because
primary polling is notoriously volatile—lots of
candidates, quickly shifting preferences and un-
certain turnout. Also, state pollsters often work
with smaller budgets than national pollsters, and
therefore use less expensive methods like robocalls
and online polls. Some surveys call only landlines,
and according to USA Today, 80 percent of peo-
ple aged 25 to 34 don’t even have one. So Sanders’
stunning victory was shrugged off as an anomaly.
In fact, the Michigan primary results were the first
signs of a problem that showed up big time come
that November—a lack of enthusiasm for Clinton
among key Democratic constituencies: youth, Af-
rican American voters and under-educated whites.
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UPSET

In the year leading up to
the electionin 2016, few
national polls picked the
winner. Clockwise from
bottom left: Election
workers in Palm Beach
County, Florida; loading
ballots in Broward County,
Florida; and President
Trump's inaugural
addressin 2017.
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Then came November 8, 2016. Virtually no one
picked Trump to win. FiveThirtyEight collected 1,106
national polls in the year leading up to the election.
Only 71 showed Trump ahead at any point during
the year. Even the Fox News polls and the Trump
campaign’s internal pollsters expected a Clinton
victory. One of the few polls that did show Trump
ahead was the USC Dornsife/Los Angeles Times poll,
and that one got the winner right but the vote count

wrong. The academic responsible, Arie Kapteyn, di-
rector of USC’s Center for Economic and Social Re-

search, said he’'d actually expected Clinton to win.
Partisans on both sides were angry. Republicans
believed Trump’s victory validated their concern
that polls were biased. Shocked Democrats felt set
up. Much of the anger was directed at pollsters.
Some wondered if the polls might somehow have
even changed the result, sort of like the observer
effect in physics. Did the polls make Democrats
overconfident? Did they let their foot off the gas

in states like Wisconsin? Did disaffected Bernie vot-

ers cast their votes for Jill Stein or even Trump in
protest, thinking it wouldn’t matter? Was the low

POLLING

turnout from some groups—for example, African
American voters—because they thought Clinton
had already won? Courtney Kennedy of the Pew
Research Center says, “I used to brush off the ob-
server effect question. I think about it differently
after 2016. I think about the people who stayed
home. I no longer dismiss that idea.”

Academics who studied the election believe that’s
exactly what happened. One of the authors of a 2019
study, Yphtach Lelkes, assistant professor of commu-
nication and political science at the University of
Pennsylvania, says, “Even though a traditional poll
may say that a candidate is going to win only by a few
points, let’s say 52-48, the equivalent probabilistic
outcome may be a 70 percent chance that the candi-
date will win. People perceive this as a sure thing. They

NOT IN THE PREDICTION BUSINESS ARE AS DISINGENUOUS
CLAIM THAT READINGS ARE

‘FOR ENTERTAINMENT PURPOSES ONLY.””

even conflate percent chance with margin-of-victory
and think that the candidate is going to win 70-30.
When people perceive the outcome to be a sure thing,
they think their vote won’t matter. They become com-
placent, and, our experiments show, fail to vote.... We
also found that Democrats were more likely to con-
sume probabilistic polls and that the effect is bigger
when a person’s favored candidate is ahead.”

For pollsters, 2016 posed an existential question:
If polls can miss badly and maybe even change the
result, can they be trusted? That question was an
icy dagger to the heart of an industry that takes
itself very seriously. It led the industry association,
American Association for Public Opinion Research
or AAPOR, to conduct an extensive analysis of 2016
election polling to find out what went wrong. The
result was a defense of the industry and polling.

It says, in essence: We didn’t really get it wrong.
The national vote estimate said Clinton was ahead
by about 3 percent, and in the final tally she won
the national popular vote by 2 percent. That’s one of
the most accurate since 1936. And if we did miss, it
wasn’t our fault. A lot of people made up their minds
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at the very last minute. And if it was our fault, we’re
not in the prediction business anyway, so you can’t
hold us accountable. And it won’t happen again. We
will tweak our methodology, and it’ll be fine.

That’s hooey. They did get it wrong. Getting the
national vote right doesn’t matter because that’s
not how we elect presidents. That’s about as useful
as dreaming last week’s winning lottery number.
Because of the electoral college system, the ones
that matter are the state polls. They were bad in
2016. Also, protestations by pollsters that they’re
not in the prediction business are as disingenuous
as the Psychic Power Network’s claim that readings
are “for entertainment purposes only.” Opinion
polls and election forecasts are joined at the hip.
Even if pollsters themselves refrain from making
predictions, polling data is a primary input for

POLLING

those who do. But the most important question is:
Can pollsters fix it so it doesn’t happen again?
The answer is a resounding “Maybe.”

One of the problems identified in the AAPOR re-

port is something pollsters call weighting. Pollsters
use arithmetic to adjust their samples to reflect what

they believe the relevant population looks like. In oth-
er words, although most of us think of polling as sci-

ence, there’s subjectivity involved. According to Pew’s
Kennedy, who also led the AAPOR review, weighting
is tricky business. “We try to find those factors that
most explain human behavior. Age. Sex. Race. Rural
vs. urban. In 2016, most of us had education on the
list. But not everyone did. In red states that might not
have mattered, but it did in the Midwest.”

In hindsight, the miss with regard to better-edu-

cated vs. less-educated voters was, if not an excusable

COMEY EFFECT
The debate continues
around the impact of
then-FBI Director James
Comey's (right) last-
minute announcement to
review new evidence in
the Clinton (above) email
probe. Will candidate
Biden (left) also face a
November surprise?

“WHEN PEOPLE PERCEIVE THE OUTCOME TO BE A SURE THING,
THEY THINK THEIR VOTE WON'T MATTER. THEY BECOME
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COMPLACENT.”

error, at least an understandable one. The report
found that in 2012, the less educated and the highly
educated voted similarly, so in 2016 some pollsters

didn’t split them out. Nathaniel Rakich, elections an-

alyst at FiveThirtyEight says, “A really big gap opened
up between educated and non-educated and some
polls didn’t weight by education.” The AAPOR report
said the Democratic advantage among those with
only a high school degree or who did not graduate
from high school was around 20 percent in 2012.

That group went for Trump in 2016. Because high-

ly-educated people are more willing to take polls,
the agglomeration made Clinton appear stronger
than she was.But what was most interesting was
what AAPOR didn’t find. Many pollsters, including
the highly regarded Robert Cahaly of the Trafalgar
Group—the only pollster to show Trump with a lead
in Michigan and Pennsylvania in 2016, according to
RealClearPolitics—Dbelieve that some supporters are
reluctant to admit they’re for Trump. AAPOR found
no evidence of “shy Trump” voters.
Even more controversially, AAPOR dismissed the
“Comey Effect.” AAPOR found that 13 percent of the

voters in Florida, Pennsylvania and Wisconsin decid-

ed in the final week and broke heavily for Trump, just

after FBI Director James Comey announced a review
of new evidence in the Clinton email probe. But they
argued that the impact dissipated before the election.
It found an “... immediate negative impact for Clinton
on the order of two percentage points. The apparent
impact did not last...” It concludes that the erosion of
support for Clinton began around the 24th or 25th,
before the release of the letter.

Pew’s Kennedy says, “I spent a year looking at
those data six ways to Sunday. I didn’t see strong ev-
idence. I think those headed to Trump were headed
that way anyway. But we don’t know.”

Jill Darling, survey director of the USC Dornsife/
Los Angeles Times poll, disagrees, “We absolutely
saw the Comey Effect.” Because her group uses a
panel, that is they survey the same people over and
over instead of new people each time, they can see
when people change their minds and ask them why.
Nate Silver, founder of FiveThirtyEight, analyzed

the data after the election and concluded the “Clin-

ton lead cratered after the Comey Letter.”
A year after the election, Sean McElwee (then,
a policy analyst at the think tank Demos; now,

co-founder and executive director of Data for Prog-

ress), Matt McDermott (a senior analyst and now
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vice president at Whitman Insight Strategies) and
Will Jordan (a Democratic pollster) came to the same
conclusion in a piece written for Vox: “The Comey ef-
fect was real, it was big, and it probably cost Clinton
the election.” The Vox analysis found media coverage
shifted radically after the Comey letter, both in tone
and content. Coverage of Clinton became far more
negative and Trump’s more positive, and the email
scandal crowded out the accusations that Trump
had touched multiple women inappropriately.
Those weren’t the only two controversial non-find-
ings to come out of the AAPOR study. The committee
of 13 heavy hitters in the polling field also found no
“polling modality” effect. That is, they concluded that
online polls and automated phone calls were rough-
ly as accurate as in-person calls to a random sample
of landlines and cellphones, what the industry calls
RDD (Random Digit Dialing.) An RDD survey can
cost up to $100,000. By using opt-in internet polls or
robo-calls and automated responses, the cost can be
shaved down to $10,000 or even $5,000. As a result,
there are a lot of cheap polls and few where actual
humans talk to a random sample of the population.
Jon Krosnick, professor of political science, com-
munication and psychology at Stanford University,
independently analyzed 2016 election polling re-
sults and came to a very different conclusion than
AAPOR. His team looked at 325 polls conducted
during the last week of the election. They found
only 21 “gold standard” polls, which is what Kro-
snick calls those that use person-to-person RDD
calls to landlines and cellphones. Only one of those
was in a battleground state, conducted by Quin-
nipiac in Florida from November 3-6. (Although,
ironically, it showed Clinton ahead.) In those that
used automated or non-random methods, his
team found errors of around 5 percentage points,
although some were as high as 17 percentage points.
For the RDD polls, his group found an error of less
than 1 percentage point. His conclusion is that in
2016, “Polls using scientific methods did great.”
What now? Pollsters say they've improved their
methodology so that 2016 won’t happen again. In
2018 Scott Keeter, senior advisor to Pew Research
Center, surveyed a number of prominent pollsters
to ask if they’d changed methodologies in light of
2016. His paper said, “Facing the growing problems
that confront all of survey research as well as pub-
lic skepticism about polling that followed the 2016

“FOR POLLSTERS, 2016 POSED AN EXISTENTIAL

presidential election, polling practitioners have ex- |

amined their methods and many have made changes.”

For most, that means tweaks. The smaller miss
in this year’s Michigan primary could mean they’ve
succeeded. Rakich says, “Hopefully [state-level] poll-
ing will do better this year.” Pollsters have made no
changes to deal with another Comey-like surprise,
but they don’t believe they need to. When asked
about the possibility of future campaigns creating
last-minute events to sway the public, Kennedy says,

“Twenty years ago a manufactured effect might have

made a difference but now, with polarization, peo-
ple are so tied to political tribes and so skeptical
that it would not necessarily have any effect.”

Krosnick is less optimistic that the problems of
2016 will be fixed: “Unless people are willing to spend
money on better public polls in 2020, we’re not going
to be any better off. There’s no statistical manipula-
tion by aggregators like FiveThirtyEight that can turn
asow’s ear into a silk purse.” In other words, although
some forecasters like FiveThirtyEight give what they
consider better polls more weight, Krosnick believes
there just aren’t enough good polls out there.

PROBLEMS FIXED?
“We asked polisters to
predict heads or tails
and got angry when they
couldn’t.” Trump fans
at arally in Houston and
the President at a trade
show in Washington.
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It’s not likely that additional spending will hap-
pen, because the kinds of polls Krosnick is talking
about are getting ever more expensive due to declin-
ing response rates. According to Pew, in 1997 one
in three people would take a phone survey. Now a
surveyor has to call 15 phones or 15 times to find a
person that will talk. Many people won’t even answer
their cellphones from a number they don’t recognize.

Pollsters and those who use polling data have an
obvious motive to argue that the problems can be
fixed. But here’s the reality. Even if pollsters had cor-
rected for all of these possible issues—under-sam-
pling of less educated and young voters, more polls
after the Comey letter, an adjustment for “shy Trump”
voters and had they used “gold standard” polls,
there’s still no guarantee they would have gotten it
right. Some elections are simply too close to call. It’s

QUESTION: IF POLLS CAN MISS BADLY
AND MAYBE EVEN CHANGE THE RESULT, CAN THEY BE TRUSTED?”

FROM TOP: SAUL LOEB/AFP/GETTY; OLIVIER DOULIERY/POOL/GETTY

possible the problem wasn’t with
how pollsters poll, but rather with
what we expected from them.
Roughly 129 million votes
were cast in the 2016 election,
but the election was decided by
78,000 voters in three states—
Michigan, Wisconsin and Penn-
sylvania. That’s 0.6 percent of the
votes cast in those states. Even
the best polls typically have an
average absolute margin of error
of one percentage point. In other
words, we asked pollsters to pre-
dict heads or tails and got angry when they couldn’t.
Pollsters and forecasters understand the lim-
itations of what they can and can’t do. That’s why
forecasters couch their predictions in terms of
probabilities or odds. But humans don’t think in
those terms. Sean Westwood, assistant professor
of government at Dartmouth College and lead au-
thor on the study cited above, says, “....the research
shows it is nearly impossible to convey polls in a way

POLLING

that does not confuse the audience.” Rakich says,
“We told people that Clinton had about a 70 percent
chance to win. If we’d run the election three times,
she’d have won twice.” We ran it once and she lost.
The company he works for, FiveThirtyEight, was
one of the few forecasters to even give Trump a
chance. To compensate for the uneven quality of
individual polls, they used sophisticated models in-
corporating polling with other data. But even they
miss sometimes. In the 2018 midterms, FiveThir-
tyEight predicted 506 races. Their best model pre-
dicted 97 percent of races correctly—and roughly
90 percent of the really competitive ones. But that’s
still 16 contests that it got wrong. Going forward, is
97 percent good enough? Probably. Unless the miss
is the presidency.
After 2018, pollsters are feeling pretty good about

themselves. Courtney Kennedy says, “The public re-
action in 2016—that polls are garbage—was under-
standable but wrong. National polls in 2016 and the
2018 midterms showed it was an anomaly. Polls are
still valuable.”

Maybe, but pollsters shouldn’t relax too much.
Because more big misses are coming. Even if 2020
is better, there’s no guarantee 2022 or 2024 won’t
serve up a shocker. Dr. Natalie Jackson, director of
research at PRRI says, “We are going into this cycle
with an unprecedented level of uncertainty, espe-
cially with coronavirus. Predicting the outcome
is going to be perilous and fraught with compli-
cations. We might not know the answer until we
have the election.”

Maybe the real lesson of 2016 isn’t for pollsters
or forecasters, but for the public: Avoid putting too
much credence into polls in tight races, even if they
say what you want them to. You have to, no matter
what, vote. @

-> Sam Hill is a NEWSWEEK contributor, consultant
and bestselling author.
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How much Stubhub says it will give back to customers who bought
tickets on its site to sporting events (or other live experiences)
cancelled due to the pandemic, via a coupon for future orders

$8.5 billion » How much -44%
money Americans—47 mil-
lion in all—intended to bet

on March Madness this year

How much Formula One
Group's stock price
has fallen since peak-

ing in January amid the
cancellation or de-
lay of various Grand
Prix events, the Indy
@ @ @ 500 and other races
|
&1 .

BY THE NUMBERS

Sports & Coronavirus

The COVID-19 outbreak has left the six in 10 Americans who consider themselves
sports fans with a lot of extra time, not to mention money, on their hands. How much has
the pandemic cost professional sports and related industries in terms of lost revenue,
viewership and missed opportunities? Here’'s a sampling.—Sarah Dreher

SOURCES: STUBHUB, AMERICAN GAMING ASSOCIATION, NASDAQ, TEAM MARKETING REPORT/FAN COST INDEX, CHURCHILL DOWNS, NATIONAL HOT DOG AND SAUSAGE
COUNCIL, FIVE THIRTY EIGHT, ESPN, INTERNATIONAL OLYMPIC COMMITTEE
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360,237

The number of attendees
over the five days of Derby
Week last year, including
150,729 at the Kentucky
Derby itself. This year’s race
has been rescheduled from

May 2 to September 5.

The number of times the Kentucky Derby had
been postponed before this year. In 1945, it
was moved to June because of World War II.

18.3 million

The estimated number 5
of hot dogs that major
league baseball fans ate
during the 2019 season.

The number of times
the Olympics have
been cancelled (three
times, during world

How much
was left of the
regular NHL
season—189
games in all—
when play was
suspended

in March

<

wars), suspended
(for 34 hours during
the 1972 Munich
Olympics, when a
Palestinian terrorist
group took hostages
in the Israeli housing
compound, killing
11) or postponed

(a first, this year)
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Withsschools closed due to the pandemic, celebrities
have gone online to help teach young kids
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MARVELOUS FREAKS

Inspirationfrom some of nature’soddest places. » P.46
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WITH KINDERGARTEN TEACHERS UNABLE TO
read to their pupils in classrooms due to
coronavirus quarantines, some parents are allow-
ing celebrities to handle a portion of that task.

Head to Jennifer Garner’s Instagram page, for
example, and you’ll hear the Alias actress whinny
like a horse and snort like a pig as she reads Big Red
Barn by Margaret Wise Brown. More than 210,000
have watched the five-minute video. Likewise, Amy
Adams’ reading of The Dinosaur Princess by her
daughter, Aviana Olea Le Gallo and illustrated by
her husband, Darren Le Gallo, has been watched
540,000 times. Garner and Adams launched their
reading campaign “Save With Stories,” on March 16
and are using it to raise money for charities Save
the Children and No Kid Hungry.

Aside from “Save With Stories” there is also Josh
Gad, who has a 13-minute rendition of Dr. Seuss’
Happy Birthday to You! that might be of particular
interest to young fans of Disney’s Fro-

Australia Zoo, followed by a video showing how
to draw a panda bear and finally a reading and
writing exercise about bees and hummingbirds.

Sam Sorbo is fluent in five languages and studied
biomedical engineering at Duke University, but she
says parents need not be overachievers to home-
school their children.“Many feel inadequate to
the task even though they went all through high
school,” she told Newsweek. “They’re not inadequate,
and now a whole bunch of people came together to
create this website with myriad solutions.”

The actress says her work with Coronavirus-
Homeschooling.com and her Accidental Home
Schooler vlog came naturally to her, given she’s an
advocate of the practice. The Department of Edu-
cation estimates about 3 percent of children ages
5-17 are home-schooled, and Sam Sorbo wants that
to increase.

“Homeschooling was the furthest thing from the
minds of parents. Yet here they find

zen who will recognize Gad as the voice =~ '-—G———————  (hcmselves because of coronavirus. Try

of Olaf the snowman.
For parents looking for significantly

it on. You have nothing to lose,” she said.
There’s also a host of British celebri-

more help with the education of their PAUL BOND

kids as they remain cooped up, actress
Sam Sorbo has launched a YouTube vlog dubbed
The Accidental Home Schooler. Sorbo has three chil-
dren with her husband, Kevin Sorbo (the two met
when she was cast on his 1990s hit series, Hercules:
The Legendary Journeys), and the couple has been
homeschooling them for more than a decade.
Sam Sorbo is also promoting Coronavirus-
Homeschooling.com, a
new website from the
HOME SCHOOL Texas Home School Coa-
Teachingandentertaining  |itjon that contains cur-

homebound children: .
1 U.K. TV fitness host Joe riculum parents can use

Wicks 2 U.K. TV game for students in a vari-
show host Carol ety of grades. Click on
Vorderman 3 Sam Sorbo . . A
4 Kevin Sorbo 5 Neil the SUb]eCt of “animals
Diamond 6 Amy Adams for fourth graders, for
with daughter Aviana example, and you’u see

7 Jennifer Garner 8 Robert .
Irwin© JoshGad 10 UK. 1V personality Robert

TV historian Dan Snow. Irwin give a tour of the

Photo illustration by GLUEKIT

ties helping out with distance learning.
Carol Vorderman, a U.K. game-show
host for 26 years, created her The Maths Factor
website about a decade ago, but she has made it
free for kids ages 4-11 until schools reopen. Dan
Snow, known as The History Guy in the U.K. after
making several shows on that topic for the BBC and
other outlets, has made his History Hit streaming
service available free for a limited time. And Joe
Wicks, who hosts a U.K. show called The Body Coach,
has launched PE. With Joe, a live and on-demand
YouTube show typically 30 minutes in length. More
than 2.3 million viewers tuned into his fifth show
on March 27.

But for parents looking for the most basic
COVID-19 lesson to impart to their children—how
to avoid it—myriad celebrities are trying to make
the concept of cleanliness fun. Neil Diamond’s new
YouTube version of “Sweet Caroline,” for example.
Sample lyric: “Hands..Washing hands...Reaching
out..Don’t touch me...I won’t touch you!” &
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01 FlyGeyser
= \Washoe County, Nevada
This geyser in northern Nevada,
found amidst fields of grass was
created by accident when—as
the story goes—in 1964, a
geothermal power company
drilled a test well where the
geyser now sits. The combination
of calcium carbonate deposits
and scalding hot water resulted in
" Jthree nearly 6-foot-high, brightly
colored red and green mounds
that shoot hot water into the air.

UNCHARTED

Marvel at
These Freaks
of Nature

0 3 Lake Sgrvagsvatn/ p

= Leitisvatn

Vagar, The Faroe Islands
This freshwater lake

is famous for its
appearance of “floating”
above the ocean. Though
it'’s actually not even
100 feet above sea
level, from various
camera angles, the

lake looks like it is
hundreds of feet above
the ocean because of
its juxtaposition with

a dramatic waterfall

and the cliff to its side.

The world is filled with unique, breathtaking sites—from
boiling craters to caves full of luminescent glowworms.
While a global pandemic or natural disasters and extreme
weather like tsunamis, hurricanes and tornadoes bombard
our psyche, we might be tempted not to appreciate nature.
In fact, relishing the wonder of nature can provide some
respite from too much time indoors. These sites are a great
place to start when looking for hope in some of Mother
Nature’s greatest offerings. —Alexandra Schonfeld
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0 4 KrKaNational
=== Park
Sibenik-Knin, Croatia
This national park T
in southern Croatia

is famous for

having not one, but
seven, gorgeous
waterfalls streaming
with turquoise
waters, including

the picturesque
Skradinski buk
waterfall. The crystal
clear water in its basin
is typically filled with
visitors taking a dip.

(02 The Marble Caves

= Aysén, Chile

These caves—accessible only by boat—sit in
the heart of Patagonia and were formed over
6,000 years as water continued to splash
against the solid rock formations to create these
intricate and unique blue marble formations.

01: ROPELATO PHOTOGRAPHY/GETTY; 02: SIAN SEABROOK/GETTY; 03: JAN EGIL KRISTIANSEN/GETTY; 04: SEBASTIAN CONDREA/GETTY; 05: MAHMUT SERDAR ALAKUS/ANADOLU AGEMNCYGETTY



05 Pamukkale
=== Denizli, Turkey

At Pamukkale—or “cotton castle” in Turkish—
warm thermal water flows down the astounding
limestone deposits that have formed along the
rim of a valley. And while the natural waterfall is
worth a trip in its own right, it also sits among
the ancient Greek-Roman city of Hierapolis that
has been well preserved for visitors to explore.

06 Dead Sea

= |srael/Jordan

The Dead Sea has

the lowest elevation

on earth—at about
1.410 feet, and is also
one of the world’s
saltiest bodies of water
creating a unique
experience; rather than
swim, visitors will find
themselves floating
nearly effortlessly in

the mineral-rich waters.

#

'

0 8 Darvaza Gas Crater
= Derweze, Turkmenistan

0 7 The Danakil Depression

=== Afar Region, Ethiopia

One of the hottest places on the planet—
with average temperatures of 94 degrees
and records reaching above 122 degrees
Fahrenheit—the heat from volcanic
activity creates yellow, green and orange
deposits. The site is replete with sulfur
springs, volcanoes, geysers, acidic

pools, salt pans and mineral-filled lakes.

This burning hole in the ground—known as the
“Door to Hell”—was said to have been created about
four decades ago after the ground under a Soviet
drilling rig gave way and the noxious gases were
y-L then lit on fire to protect the surrounding wildlife,

06: MAX SHEN/GETTY; 07: BERTRAND LINET/GETTY; 08: DANIEL KREHER/GETTY; 09: TOM STODDART/GETTY; 10: MATTEO COLOMBO/GETTY

09 ThePinnacles
=== Cervantes,
Australia

Rising from the
Nambung National
Park in Western
Australia, these
thousands of limestone
formations look like
they came straight
out of a Star Wars
desert scene, and
each is unique—some
visitors have even
said various pillars
resemble animals or
cartoon characters.

10 Waitomo Glowworm Caves
== Otorohanga, New Zealand
Inside this dreamlike cluster

of caves in New Zealand’s
North Island is what looks

like a star-filled night sky,

but is actually thousands of
glowworms. Key to seeing the
glowworms work their magic is
complete silence, as the worms
don’t respond well to noise.
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PARTING SHOT

Uzo Aduba

IF YOU ASK PEOPLE WHO WAS THE FIRST WOMAN TO PARTICIPATE IN A

H presidential debate, or the first black person to run for president, you
might hear names like Hillary Clinton or Jesse Jackson. In fact, the late New
York Congresswoman Shirley Chisholm was the first woman to run for the Dem-
ocratic nomination and the first black presidential candidate of any major party.
“There are a lot of young people who don’t know the name Shirley Chisolm,” says
Uzo Aduba, who plays her in Mrs. America (Hulu, April 15). “There’s a real desire
to make sure that you get it right.” Chisholm’s story is just one part of the tapestry
of stories told in the nine-part series which chronicles the women behind the
various campaigns to help pass the Equal Rights Amendment in the early 1970s,
including that of ERA-opponent Phyllis Schlafly (Cate Blanchett) and feminist
icon Gloria Steinem (Rose Byrne). But Chisholm’s name and legacy has largely
been left out of the narrative of the women’s rights movement, and it’s time for
that to change, says Aduba. “She’s been missing from the historical conversation.” | ——

“There’s areal

desire to make
sure that you

getitright.”

Illustration by BRITT SPENCER

Was it intimidating to play such an
iconic figure from history?

Yes. Even though | didn't know so
much of the ins and outs of her
politics, | knew she was a force for
justice and change mostly because
my mom was a passionate lover of
hers, so that made it duly intimidating.

What do you hope people take from
Chisholm’s legacy?

| hope there’s a real respect for her
innate strength. | also really want
people to understand that there

was someone who came before that
proverbial door was open to people of
colorand women in office. | want her
to hold her rightful place in history.

What was it like working with
performers like Cate Blanchett
and Sarah Paulson?

Awesome. Full stop. It was really
satisfying going into this experience
with deeply accomplished women
who are so seasoned in this industry
to know that the love for the craft is
absolutely still there.

Later this year you’ll co-star with
Lupita Nyong’o in the HBO Max
series Americanah. What can you
tell us about it?

Absolutely nothing. (Laughs) | can
tell you that I'm excited. My family is
Nigerian, and it will be the first time
I'll have ever played a character from
my own place. | know that every single
person involved in this product is
passionate about both its story and
its existence. —H. Alan Scott
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These giants of the animal kingdom need help. Despite their strength and cunning they’re
no match for a poacher’s rifle. For 50 years WWF has been securing protected areas
worldwide, but these aren’t enough to stop the killing. To disrupt the sophisticated criminal
gangs supplying animal parts to lucrative illegal markets, we are working with governments
to toughen law enforcement. We’re also working with consumers to reduce the demand
for unlawful wildlife products. Help us look after the world where you live at panda.org/50

Silverback Western lowland gorilla.
© NaturePL.com / T.J. Rich / WWF




