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5. Continue to address the usual mix of healthcare needs for patients
(from outpatient care to acute care to mental health care to long
term care)

a. Outpatient clinics and providers focus on wellness to
minimize ER visits/hospitalization to unburden the acute
care system—Ileverage telehealth

b. Continue to provide acute care and inpatient mental health
care (continuum of ER-inpatient care-intensive care) for non-
COVID conditions

c. Protect high-risk patients in residential/long term care
(nursing homes, hospice, long term psychiatry, etc.)

The notional conops divides the healthcare system into hot and safe
areas. The hot area is only acute care: ER-acute inpatient care-ICU
care. The safe areas include a separate acute care area (ER-acute
inpatient care-ICU care), all the outpatient clinics/care, other inpatient
care areas such as mental health, as well as long term/residential care
(nursing home, hospice, long term psychiatry, etc.).

Triage will not be easy (between hot and safe). Best [ could come up
with would be: (1) anyone already on home isolation or home
quarantine (may need a medical record flag); (2) anyone with ILI (could
narrow that down with a negative rapid flu test); (3) anyone with a sick
household member with suspected COVID. Could be very difficult for
an unconscious/confused, or trauma patient etc., but would probably err
on the side of hot and think of additional layered strategies to minimize
patient risk within that area (private rooms, patient PPE?). Triage
would need to err on the side of keeping the safe area safe.

The mitigation measures are our best tools to reduce community
transmission and reduce the probability of an infectious patient getting
into a safe area. If we have a breach in a safe inpatient area, it pretty
much converts that inpatient area into a hot area. That also means that
we have the staff in that area exposed (because of limited availability of
PPE, the staff in the safe area would not be PPE—PPE would have been
directed to the staff in the hot area). Those staff would likely need to be
placed on quarantine. The effect is we now have a much larger hot area
with even fewer staff. That would really be a mess.
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279 confirmed cases (89%) were asymptomatic. Seems a little odd.

Also, read reports that all passengers and crew have beem tested (but

reports only note that 3,066 of the 3,711 have been tested).

Date

Event

Cumulative

Number of

Confirmed
Cases

Cumulativ
e Number
of Deaths

Notes

20-Jan

Cruise ship departs from Yokohama
Japan

25-Jan

80 year old passenger disembarks in
Hong Kong

1-Feb

80 year old passenger confirmed to
have COVID-19

When results known, certificate of
landing canceled and ship under
quarantine. Tests for the virus would
be administered to three groups: those
with symptoms, those who got off in
Hong Kong, and those who had close
contact with the infected passenger.

3-Feb

Ship arrives in port of Yokohama
Japan

5-Feb

10 passengers and crew confirmed +

10

6-Feb

31 more passengers and crew
confirmed +

41

7-Feb

30 more passenger and crew
confirmed +

61

8-Feb

9 more passenger and crew confirmed
+

70

10-Feb

66 more passenger and crew
confirmed +

136

439 tested

11-Feb

39 more passenger and crew
confirmed +

123

492 tested

12-Feb

28 more passenger and crew
confirmed +

203

4 in ICU

13-Feb

15 more passenger and crew
confirmed +

218

713 tested

14-Feb

67 more passenger and crew
confirmed +

285

927 tested

15-Feb

70 more passenger and crew
confirmed +

555

1,219
tested; 73
asymptomatic
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then hurriedly put in place will be any better than what they did on that
cruise ship. As a consequence, would expect much the same results.

[ listened to the discussion yesterday. After listening to James and
Michael describe the conditions on and around the cruise ship, I
wondered whether anyone 1n healthcare leadership (outside the
expertise at our biocontainment facilities) is thinking about infection
control practices for any staff entering areas of a hospital caring for
COVID patients (like changing clothes before entering and perhaps
wearing scrubs, not bringing personal items into the area like iphones,
1pads, stethoscopes, white coats, purses, briefcases, etc.)? And
instituting policies that require all patients to phone for clearance to
enter prior to presenting at safe acute and non-acute areas including
community based clinics? Are we confident of the infection control
practices of acute care staff (that they know the basics of how to don
and doff PPE and behavior while in PPE?) Would HCWs in outpatient
clinics or long term care facilities be any better prepared than the crew
on board the cruise ship or the responders in Japan? ['m no expert in
infection control and would defer to the expertise in this group. | was
just a little surprised how little this seemed to be a concern for the
healthcare leaders gathered yesterday.

I think we are getting close to the point where we need to drop those
things that are not critical and focus on the most important things.

We are going to have a devil of time with lab confirmation—it is just
too slow (they had a 2 day turnaround on the cruise ship) and we just
don’t have the capacity for the volume of tests we would anticipate.
Charity has stressed this point again and again. That means we are
going to have to fly blind early on. Perhaps the best we are going to be
able to do in the near term if things begin to accelerate is screen all
suspect cases (pretty much anyone with ILI symptoms) with a quick flu
test and assume anyone who tests negative is suspected COVID until
proven otherwise; and treat everyone who tests positive with Tamiflu.
It will prove problematic early on, but as the epidemic barrels along,
COVID will displace everything (at that point we will just assume that
anyone with a fever or ILI has COVID). The problem is in the
beginning. It is going to be so hard to sort things out. Matt, James and
others are pushing for more rapid screening—but we just aren’t there
yet. The consequence is that we will be placing patients with resp
illness (that is not flu and presumed to be COVID) in areas with actual
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confirmed +
R-Feb J9r more passenger and crew confirmed 70
66 more passenger and crew
10-Feb 136 439 tested
confirmed +
11-Feb 39 more passenger and crew 175 497 tasted
confirmed +
12-Feb 28 more passenger and crew 203 4in ICU
confirmed +
13-Feb 15 more passenger and crew 18 713 tested
confirmed +
14-Feb 67 more passenger and crew 785 927 tested
confirmed +
70 more passenger and crew 73
15-Feb |, . ﬁrmel()i . & ' 355 asymptomatic;
1,219 tested
329 American evacuated from cruise
ship (14 of the evacuees
found to be +)
16-Feb . 61 Americans 369
remained on
board
44 Americans remained hospitalized
in Japan
85 more passenger and crew 1750
17-Feb passeng 454 tested;
confirmed + ; :
19 seriously ill
18-Feb 167 more passenger and crew 621 3.011 tested
confirmed +
19-Feb 2 deaths 621 2
Data by country is a bit sketchy
Total ICU
Country Passengers Confirmed [Admissions| Deaths
Cases
us 434 58 1
Hong Kong 330
Canada 256 32
Australia 241 46
UK 78 6
Italy 35
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can be leveraged to create safer compartments or spaces by shunting
disease toward the home. By implementing these interventions, one
could reduce the likelihood of disease in workplaces (by home isolation
and home quarantine-- keeping sick employees at home and keeping
employees who are well but potentially infected because someone is
sick in their household, at home). Adding in other social distancing
measures including social distancing at work, helps to reduce
community transmission (adds additional protection to the workplace).
The consequence is shunting disease to the home--120 M different
compartments in the US, and making the workplace the safe place.
That is potentially very important for critical infrastructure. The
answer is not PPE for these employees. And why would we expect that
employees in these sectors would have any better IPC with the use of
PPE than we saw with staff on the Diamond Princess?

Healthcare is a key critical infrastructure. It is different from the other
sectors in that it will be attracting patients with COVID like a magnet.
It is hard to imagine how one could makes healthcare a safe
workplace. But it is only hard to imagine how one could do that unless
you begin to look a little closer at the different components of the
healthcare system and the roles each component might play during this
pandemic.

To illustrate this, I took a stab at developing a conops or roadmap to
look at the various pieces of the healthcare system. The shunting of
disease 1s really fractal. Just as we can look at shunting disease across a
community into one compartment (the home) to make other
compartments safer, we can do the same within our healthcare system—
shunt disease to the acute care area where COVID patients will be
concentrated. What are the strategies to do that?

This conops is notional. It is purposely designed for a severe outbreak
with severe disease and assumes that the healthcare system must
somehow continue to limp along and continue to care for the
background disease we see during normal times (strokes, AMIs,
fractures and trauma, appendicitis, other serious infections, CHF,
diabetic emergencies, psychotic episodes, preeclampsia, complicated
deliveries, end stage renal disease and dialysis, etc.) as well as sustain
outpatients with chronic conditions that require monitoring and care to
keep them well and out of the ER and out of the hospital.
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TOKYO

Prime Minister Shinzo Abe on Tuesday advised people
across the country not to go to work or school if they
develop cold-like symptoms, as the country grapples with
the spread of a new coronavirus originating in China.

Workplaces in the country, known for their long hours,
need to encourage people to take days off without
hesitation if they do not feel well, Abe said.

"The first thing that I want the people of Japan to keep in
mind is to take time off school or work and refrain from
leaving the house if they develop cold-like symptoms such
as fever," Abe told a meeting of a government task force on
the viral outbreak.

Teleworking is an "effective alternative" to help prevent the
virus from spreading further, Abe said.

He made the remarks as the government is scrambling to
contain the virus that originated in Wuhan, with more
people with no obvious link to China getting infected in
Japan.

The global outbreak of the disease called COVID-19 has
prompted some event organizers in Japan to rethink their
plans for hosting mass gatherings.

The number of confirmed cases in Japan has topped 600,
including over 500 passengers and crew on the Diamond
Princess, a quarantined cruise ship docked at Yokohama
near Tokyo with more than 3,000 confined.

The steady rise in infections in various parts of Japan has
raised public concern, prompting the health ministry to ask
people who develop symptoms such as a temperature of
37.5 C or higher for at least four days to consult local
health care centers and go to designated hospitals. The
period is set shorter for the elderly, those with underlying
conditions and pregnant women.

As Tokyo and other major cities in the country are
notorious for packed rush-hour trains, commuters have
been encouraged by a government panel of medical experts
to go to work earlier or later than usual as the risk of
infection is increased in crowds.
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Hello all - Clearly, the most important
thing of all 1s a reliable, real-time
diagnostic test that can differentiate
between flu and COVID-19. CDCs test
kits were recalled because states said
they were not working. Now they have
to remanufacture the faulty reagent.
How long will that take? If and when
more kits are available, will they be
available in sufficient quantity that all
health care providers will have access?

In all of this, I have not heard anyone
talk about the Nanopore MinlON
technology that has been used for
Ebola. What gives??? It is field
deployable and can be run in-house.
Hospital labs can run thousands of
samples at once. It gives results of all
viruses, bacteria, protozoa, fungi, in 2
hours. We all know this technology is
quite promising. Why aren’t we going
gangbusters to validate this rapid
technology and get it to all
diagnosticians? If ever there was a time
to invest in a diagnostic technology,
this 1s it!

Tracey
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My thinking is evolving in terms
of healthcare system response.
Initially I described how I would
refocus the outpatient clinics away
from COVID care and leverage
the NPIs of isolation and
quarantine to help keep the
workplace safe (for the clinic staff
and other patients) rather than a
strategy that employs PPE. 1
would only use the outpatient
clinic staff to help with
telephone/home care support of
those patients under home
isolation or home quarantine--to
help with compliance/adherence to
isolation and quarantine,
monitoring their health, and
optimizing the care of their other
chronic medical conditions (to
keep them out of the ER and the
hospital). But as I thought more
about this, it occurs to me that this
can be generalized beyond
outpatient clinics.

I would think about dividing our
healthcare system into two big
pieces: (1) acute care (EDs, acute
inpatient care, critical care); and
(2) non-acute care including
outpatient clinics (PC/Family
Practice, pediatrics, OB/GYN,
medical specialty, surgical
specialty, dental, mental health,
rehab, etc.), as well as other
inpatient areas (inpatient mental
health, substance abuse, nursing
homes, hospice care, memory
care, assisted living, etc.).
Inpatient surgery (and I suppose
labor and delivery) is part of acute
care, but for this outbreak, it
probably best belongs bundled
with the other non-acute inpatient
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Subject: RE: Red Dawn
Breaking, COVID-19
Collaborative, Feb 16 start

More things to keep an eye on
(attached links of stories and
translations of news reports):

Yesterday a 5 flight of evacuees

from Hubei arrived in Japan.
There were 65 on board and 7
people were symptomatic (11%).
Watch for the number of
confirmed—it will provide a point
estimate of prevalence of COVID-
19 in Hubei as of yesterday.
Sounds like this is the last flight
japan will accept.

Yesterday, Japan provided an
update of all cases in Japan:

e 53 people
were
infected in
Japan and
travelers
from China

o 454
passengers
and crew
members on
cruise ships,
and

e 13 people
returned on

NIH-001536



charter
aircraft.

520 people
in total.

23 people
were
determined
to be
seriously ill

Watching for other countries to
evacuate passengers from cruise

ship
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256
Canadians
on the
Diamond
Princess
cruise ship

32 tested +
(as of Feb-
17)

A plane
chartered by
the
Canadian
government
has left for
Japan to
evacuate 1ts
nationals
aboard a
virus-hit
cruise ship
off
Yokohama,
TV Asahi
reported on
Tuesday,
citing a
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One plane carrying American
passengers touched down at Travis
Air Force Base in northern
California just before 11:30 p.m.
Sunday local time. A second flight
arrived at Lackland Air Force
Base in Texas around 2% hours
later, early Monday.

The California flight had 177
people on it, seven of whom tested
positive for coronavirus, Walters
said. An additional three people
were isolated during the flight for
fever. Upon arrival, 171 stayed in

Travis while six traveled to
Omabha.

It's unclear which passengers were
transferred there and whether
initial tests were positive or
whether they were at risk for the
virus.

The Texas flight had 151 people
board and included the other seven
who tested positive for
coronavirus. Two additional
passengers were 1solated on
account of fever. All passengers
who tested positive for

coronavirus then moved on to
Omabha.

The aircraft design allowed
passengers to sit in isolation
thanks to a plastic divider at the
tail of the aircraft.

13 high-risk
passengers await test
results at Nebraska
Medical Center
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Officials from the University of
Nebraska Medical Center and
Nebraska Medicine confirmed that
they are assessing 13 adults at
their quarantine and
biocontainment facility in Omaha.

“Late last night at about 2 or 3
a.m., we were asked to bring some
individuals here who had either
tested positive or had a high
likelihood of testing positive
because of symptoms they were
exhibiting,” said Dr. Chris
Kratochvil, the executive director
at the University of Nebraska
Medical Center’s Global Center
for Health Security.

Twelve of them are housed in the
quarantine center while one man
was transferred to the hospital’s
biocontainment unit for testing
and observation because of
symptoms including cough, fever,
shortness of breath,
lightheadedness and an
undisclosed chronic condition that
would make him particularly
vulnerable to the COVID-19
virus.

"He is doing good and in stable
condition at this time,” reported
Shelly Schwedhelm, Nebraska
Medicine’s executive director of
emergency management and
biopreparedness.

She went on to note that “the folks
in the quarantine center have all
been tested, and we’re waiting for
those results.”

She added that the other 12 are
isolated in “very nice rooms with
WiFi, TV and a small refrigerator
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So estimates of severity looking
only at the American passengers:

~400 total American passengers
58 confirmed to have COVID-19

12 Asymptomatic
(20%)

46 Symptomatic (80%)

~55% of total
cases mildly ill (hospitalized for
isolation only) (31 cases)

~25% of total
cases acutely ill requiring inpatient
care (15 cases)

~2%
of total cases requiring ICU
admission (1 cases)

Exp
ecte

mort
ality
for
patie
nts
with
pneu
mon
ia
admi
tted
to
ICU
(15-
50%
);
assu
min
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Those estimates fit pretty well
with the estimates from Feb-13.
To firm up these numbers it would
be useful to have actual numbers
from Japan on ICU admissions,
number requiring mechanical
ventilation, number in the hospital
because they are acutely ill, and
number in the hospital because of
isolation only (mildly ill or
asymptomatic). Also would be
helpful to have more granular
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