RCE COMMENTS FOR CLASS OF 1971 COVID MEETING

SNAPSHOT OF COVID IN MA

 As of today (May 19, 2020), there were a total of 87,925 confirmed cases, 877 new cases and a total of 5938 deaths (76 new), representing a significant downward trend over the past 5 days.  As of last Saturday, MGH had 381 patients, Beth Israel Deaconess Medical Center had 248, and Boston Medical Center (the “safety net” hospital in Boston) had 238 hospitalized with lab-confirmed COVID. A minority of these patients are in the ICU or on ventilators.  A startling statistic is that about 80% of patients requiring a ventilator do not survive, so many other modalities to improve oxygenation are tried before a decision to place on a ventilator.  It is unclear at this time what, if any, impact the long-term ventilation has on brain function.

As the pandemic begins to slowly abate in MA, hospitals are confronting the full breadth of the devastation it has wreaked not only on their patients, but their finances.  Hospitals in MA are currently losing $1.4 billion in revenue per month and are projected to lose $5 billion in revenue through July.  Normally, they generate $30 billion in gross revenue annually.

In the past eight weeks, 100,000 health and human services providers have been furloughed or terminated, especially in smaller hospitals, with additional cuts to follow.  Nationally, 1.4 million health care workers lost their jobs last month.

At Beth Israel – Lahey:  revenues and patient volume were less than ½ of what they were before the pandemic. Compared to pre-pandemic levels, hospital visits for breast cancer and hematologic cancers were off 65 and 61% respectively, while ER visits for heart attacks and strokes were down 33 and 58%.  The mortality rate for heart attacks in the ER was up significantly, probably about 35% (patients delayed going to ER until later in their event). They received more than $100 million from the federal coronavirus relief package, but that covers only two weeks of losses. It seems counterintuitive when hospital are swamped with COVID patients, but to manage the surge, hospitals had to:

Retrain and rehire staff
Purchase more PPE and testing equipment
Erect clinics and field hospitals
Empty hospital beds and clinics of all patients except those with the most pressing needs

At Partners:   Several scenarios have been designed from returning to normal levels of operation as soon as this summer or as late as the summer of 2021.  Don’t know which is more likely. Unknowns include how patients will respond to coming back in for appointments or procedures and also they need to plan for the likelihood of flareups of COVID cases in the fall. 

Operating losses for the quarter ending in March before COVID hit its peak were $178 million compared to a profit of $107 million the year before.  They expect to lose about $400 million in patient revenue per month.  Expenses climbed 9.5%.  They have 78,000 employees and they have guaranteed job security only through June.

Spent about $14 million to build temporary hospital at Boston Convention Center.




General Comments re: Toll on Health Care Workers:

	Committees to Discuss rationing of care if necessary:  ICU beds, ventilators, staff.  Use of ethics committees to provide transparent guidelines.  Toll on staff to make hard decisions and communicate them to family members.  AMA:  Decisions should be based upon urgency or medical need, likelihood and anticipated duration of benefit, change in quality of life.

Health care workers feel a duty to work for several reasons:  investment made in them for training, they can’t be replaced, society looks to them to serve this function, they went into this profession to serve.

 ER docs and nurses now assigned one N-95 mask and face shield per shift where two months ago they would be severely reprimanded or dismissed if they didn’t change masks in between every patient.  

In some cases, health care workers may have turned into a disease vector and exacerbated the problem, particularly in nursing homes, where staff is not adequately trained. In some facilities, 100% of the residents have tested positive for COVID. Staff have returned to work less than 2 weeks after diagnosis and quarantine.

Early medical school graduation:  voluntary basis for high-risk patient care, minimize exposure, only provide care within limits of training and with appropriate supervision.  May help more “mature” clinicians with computer-related and EMR concerns.



Personal Observations:  (2 of 3 sons – both Williams grads - are physicians)

Steve  (urologist in BI-Lahey system) -  family moved away for 2 weeks (youngest child was 5 months old) when he was on hospital call. Doing telemedicine visits, urgent office visits and procedures, surgeries, OR next to COVID unit set up in PACU.  Turnover time 2 hours instead of 30 minutes – let droplets settle 30 min. before thorough cleaning. Harvard Medical Faculty Physicians (his employer)  contribution to 403 B eliminated, likely salary cut, fight to get PPE. 

Andrew (Emergency medicine attending at Brigham and assistant residency program director for Brigham/MGH program) -  family moved away for 4 weeks (one was a 2 month-old baby). Hours of phone meetings almost every day while on paternity leave and recovering from back surgery regarding rationing of care if surge exceeded supply of ventilators, etc. Issues regarding resident activity in crisis.  Use of ethics committee to make transparent how decisions are made.  “Swimming” in COVID every shift. Heavy emotional toll telling families that loved one has passed away but that they can’t see them to say goodbye. ER screening - need to test every patient who presents to ER with possible COVID symptoms, provide adequate quarantine for 2 weeks for homeless population.
 Elaborate “decontamination” protocol after every shift – change clothes, skin sanitizer, use plastic container in trunk as “contaminated”, strip when he gets home, wash all clothes.   Some colleagues pitched tents in yards.  Good news is that some restaurants offered take-out food at ½ price to health care workers. 

Among my Winter Study students – one with both parents family practice docs, they are taking care of ventilated patients in ICU at Cape Cod Hospital, worried about malpractice risk

One with dad who is an ENT in Idaho - has dipped into his retirement savings to cover office overhead, planning early retirement at a young age so he doesn’t wipe out his retirement.


Future Issues	

Use of Masks – state mandate, but many refuse, citing infraction of their civil liberties, some violent altercations, $300 fine for not wearing.

Testing:	public health considerations: tracking, contact tracing – balancing individual rights (privacy and confidentiality) with the public health of the community (society at large)

Medication Shortage:	hoarding of meds such as hydroxychloroquine that are needed to treat other medical conditions 

Remdesivir – received emergency use authorization by the FDA, but study prematurely terminated when it appeared that treatment with Remdesivir in critically ill patients reduced length of stay by about 4 days.  It was felt that they couldn’t ethically maintain a control group of non-treated patients with this data, even though the end-point of the study was to be a difference in mortality.  Therefore, the results were not statistically significant. Also, it is not known when the optimum time is to begin treatment.

The distribution of Remdesivir by the federal government has been uneven and opaque.  About 2 dozen hospitals in the US were chosen to receive the drug.  MGH was given enough to treat about 170 patients.  Three other small hospitals in the state also received some, but they have very few patients with COVID.  Many of the medical centers in Boston, such as BIDMC and BMC were given none.  MGH is looking into the federal regulations to see whether they can share their allotment with other institutions. My understanding is that HHS delegated the task to a private entity that distributes other pharmaceuticals to hospitals and that they allotted the drug to hospitals where they already have a contract in place for other business. 

Vaccines:	FDA fast tracking has changed typical criteria for approval of COVID tests, antibody tests, and potential vaccines. Rush to develop may not allow adequate study of side effects, complications, effectiveness, long-term protection.  Rationing:	need input from policy makers, public health officials, health care providers.  Order of priority (per AMA): healthcare providers, healthcare workers, essential workers, high-risk groups
	
Ethical concern: those who refuse vaccination as an individual right

Supply issues –vaccine itself, may need booster dose?
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What will the “new normal” look like for medical care?

Symptom screening
New mask when entering office or hospital /? Gloves
Virtual Pre-registration by phone or text
Areas reconfigured to maintain social distancing
Wait in car until 5 minutes before appt. – called in by office staff or radiology/lab
Maximize telehealth services where appropriate

No visitors to hospital at this time.  Resume surgeries in stepwise fashion, but daily volume will be dramatically reduced because of increased turnover time to prepare rooms.

