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Foreword


When I met Gene in the spring of 2016, he was embarking on the journey that culminated in this book. He had been hired as the CEO of Carolinas HealthCare System and asked me to be his thought partner through his transition. I recall fondly the time we spent in his backyard, charting his first few months in the new role.


Fast-forward seven years, and he is leading one of the largest nonprofit healthcare systems in the United States. He is a nationally recognized healthcare executive, driver of innovation in the industry, and tireless advocate for health equity.


Early in his time leading the Carolinas organization, Gene worked with his board to develop the “Health, Hope, and Healing for All” mission statement, which is also the title of this book. I vividly remember him saying at the time, “It must be ‘For All’” and thinking, “Wow, that’s ambitious.” Because Health, Hope, and Healing is a mission many healthcare systems could sign up for. But “For All” is a promise, and it was clear that he meant it.


Gene’s journey took him and his organization into the fiery crucible of COVID-19. Inspired by his leadership, the renamed Atrium Health mobilized, innovated, persevered, and saved many lives. In the process, Gene got a deeper and broader view of how healthcare works (and doesn’t) in America. He saw firsthand the inequities and inadequacies that are built into the system and resolved to take the lead in resolving them.


This book tells the story of Atrium Health and the COVID-19 crisis. It also puts forward eight powerful prescriptions that, if adopted, would change the U.S. healthcare system in fundamental and highly beneficial ways. Beyond much-needed improvements in overall efficiency and effectiveness, Gene’s recommendations would address the profound challenges we face with health equity, not just for minorities but also for the working poor and people living in underserved rural communities.


On a personal note, Gene is one of the finest leaders I have had the privilege to work with as a coach and advisor. He is a consummate business strategist and a “cloud-to-ground” thinker. He’s a visionary who foresaw the seismic shifts that have rocked the healthcare industry. He’s a builder who has mobilized his team and organization to meet those challenges head-on.


He’s also one of the finest people I know. Gene’s devotion to realizing the promise of “For All” is real, deep, and enduring. Few business leaders have both the business savvy and the passionate commitment to doing what is right that he has. Like his music (and it’s very unusual for a CEO also to be an accomplished songwriter and musician), Gene has true soul.


—Michael Watkins


July 2023









Author’s Note


“I’m Hungry”


A distinguished-looking elderly man walked into the parking lot of Our Lady of Consolation Catholic Church in Charlotte’s Double Oaks neighborhood. His clothes were rumpled from sleeping in them, and he badly needed a bath. He looked confused as he joined the line of folks wearing masks and waiting to be tested for COVID-19 at our Atrium Health Mobile Unit.


The man said he was looking for a soup kitchen, adding, “I’m hungry.”


Double Oaks is located in what is known as “the crescent,” a span of neighborhoods in Mecklenburg County characterized by a lack of economic development, educational resources, access to grocery stores, green space, and even sidewalks. The crescent arcs like an umbrella over top of “the wedge,” where Charlotte’s affluent have historically lived.


According to a report from the Robert Wood Johnson Foundation to the Commission to Build a Healthier America, adults living in poverty are more than five times as likely to report fair or poor health as those with incomes at least four times the Federal Poverty Line.1 In Mecklenburg County overall, 22 percent of adults say they do not have a regular source of healthcare. Nearly as many admit they’ve not seen a doctor in years because they don’t have enough money.


As president and CEO of one of the largest health systems in that nation and a person of color, I have devoted my career to helping to address the chasmic gaps that exist in health equity. In fact, that is the reason why one of our medical health vans was parked in one of the poorest neighborhoods in Charlotte outside Our Lady of Consolation on April 29, 2020.


The elderly man waited patiently in line until it was his turn. He said he was looking for food. He told us he had been homeless for the past three weeks. He had been living for a time with his sons in subsidized housing, but he could stay with them no longer. “If your name is not on the lease, they will kick out everyone from the house,” he said. “And even though my boys wanted me to stay, I couldn’t risk that for them … so I left.”


He told us he had been sleeping in new construction sites and on the porches of vacant homes, leaving at first light before the workers arrived. And he was really hungry.


“One of our teammates immediately gave the man her boxed lunch,” said Katy, our on-site social worker. “We found additional snacks in the RV for him, cleaned him up, and gave him a toothbrush and other supplies.”


Nurse practitioner Stacy had freshly washed clothes in the trunk of her car that her husband had wanted to donate to Goodwill, so she made up a package of shirts, trousers, and shoes that fit him.


“He was so appreciative,” said Stacy. “He kept saying, ‘Thank you, thank you. God bless you.’ He had tears in his eyes. And so did I.”


Meanwhile, though the man was asymptomatic, our rapid test detected COVID-19. So Katy arranged transport for him to an isolation motel. North Carolina’s Mecklenburg County had arranged to house homeless people there who tested positive but were not sick enough to be admitted to the hospital. There, community paramedics, part of our virtual hospital program, checked in on him daily. And Katy worked with the county to help the man find temporary housing.


This simple story of caring is not unique to Atrium Health. It was repeated countless times, in one form or another, by compassionate healthcare heroes throughout the nation during the most severe health emergency in our lifetimes. But for every heroic act performed, the pandemic has also exposed many deep, cataclysmic cracks in our healthcare system.


In fact, COVID-19 shone a harsh spotlight on the ugly reality of health disparities among communities of color. Black and Brown people have been far more likely to contract the coronavirus and be hospitalized, and they have been up to three times more likely to die than white Americans, according to the Centers for Disease Control and Prevention. We saw similar disparities in access to screening and vaccines—thus our efforts to use our community health mobile unit to work with grassroots organizations like Our Lady of Consolation to bring care directly to at-risk communities.


But, of course, racial disparities in healthcare existed long before the COVID-19 pandemic. Consider: A Black woman is three to four times more likely to die from pregnancy complications than a white woman. A Latino man is more likely to be diagnosed with colorectal cancer at later stages than a white man. A Native American teen is 50 percent more likely to commit suicide than those in the majority population. And, just recently, the Journal of the American Medical Association published research showing that 74,000 African Americans die annually because of pervasive health disparities.2


As the richest nation on earth, we can do better. Scratch that. We must do better. And we can. Our people are counting on us. And while the pandemic has tested our grit and resilience, we have demonstrated our ability to adapt, to be creative, and to act quickly and decisively together to overcome these types of challenges.


I wrote this book to document those changes and to illuminate a path forward based on what we’ve learned. I want to invite a dialogue for reforms on a national level and encourage other healthcare leaders to follow our lead or partner with us. We need to come together now. But our efforts must extend beyond the sobering realities of the pandemic.


What I hear from many well-intentioned people is that the problems feel so overwhelmingly big and complex that one doesn’t even know where to begin or whether a real, measurable impact is even possible. My goal in this book is to challenge that fatalistic notion.


As I stated in my testimony to the U.S. Senate Health, Education, Labor, and Pensions Committee, on March 25, 2021:


The COVID-19 pandemic has come at a great cost to the world. We should view this reality as an investment that allows us to emerge stronger. Through unity and collaboration, government and industry are capable of great things. This has been, and still is, a core tenet of American exceptionalism. Much like when NASA was formed, and the power of partnership through technology landed Neil Armstrong on the moon, the possibilities of caring for and leading better lives—especially in the realm of health equity—are endless. Atrium Health’s experiences this past year proves just that, whereby the value of bringing together the resources of government and industry have greatly supported the well-being of our population. So much so that, much like President Joe Biden’s “Cancer Moonshot Initiative,” we firmly believe a health equity moonshot is also not out of reach.


What our Atrium teammates did that day for an elderly homeless man illustrates the true heart of this nation’s citizens. And the task before us is to systemize that type of care and intervention on a macro level in order to achieve our vision of helping people reach their highest potential for health. And that also requires that we address the fundamental determinants of health before people end up in a hospital—a safe home, a job, access to healthy, affordable food, and green spaces for exercise and recreation. And given the trauma and lessons of the pandemic, Dr. Martin Luther King’s words have never rung so true: “We are now faced with the fact that tomorrow is today. We are confronted with the fierce urgency of now. In this unfolding conundrum of life and history, there is such a thing as being too late.”3


A Call for Collaboration


I wrote this book as a fierce call to action now, based on lessons I’ve learned from leading health systems in this nation over the past thirty years—from rural to urban, regional to national, and government to nonprofit health systems.


Here is the thing … nearly twenty years ago, the Institute of Medicine (now the National Academy of Medicine) published a seminal work called Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare. Commissioned by Congress, the study conducted by a panel of fifteen experts explored how people of color experience the healthcare environment and documented evidence of disparities in treatment that arise out of those clinical encounters. The 764-page report was unequivocal in finding that “Racial and ethnic minorities experience a lower quality of health services and are less likely to receive even routine medical procedures than are white Americans.”4 Two decades later, sadly, the gaps remain.


But I’m undaunted. Today we have an incredible opportunity to work together to revolutionize healthcare for the good of the country and our citizens.


Healthcare systems, though, cannot tackle this ambitious task list alone. We need to do it with government officials and business leaders working together in close partnership with community organizers and religious and civic organizations. And we need to do it now, amid our struggle to emerge from the grip of the pandemic and heal a deeply divided nation. I hold onto the firm conviction that with courage, compassion, and civility we can come together to improve health, elevate hope, and advance healing—for all.


—Eugene A. Woods


July 15, 2023









CHAPTER 1


“This Is for Real”


March 11, 2020


Twenty-one passengers on a cruise ship off the California coast test positive for SARS-CoV2. Five days later, the World Health Organization declares the novel coronavirus a global pandemic. Four days after the WHO announcement, COVID-19 claims its first lives in New York City.


It was coming our way.


We didn’t know how long it would be until the virus would show up in hospitals in North Carolina, but, no doubt, it would be soon.


I had tremendous confidence in the talented leadership team at Atrium Health, as well as in our frontline doctors, nurses, and support staff—but having been through several major hurricanes, I knew one thing for sure: No matter what the meteorologist predicts, you can really never know the severity of a hurricane until it reaches your doorstep. And I recalled a military saying I once heard: no plan remains intact upon first contact with the enemy.


In early February, emergency department doctor David Callaway, MD, Atrium Health’s chief of crisis operations, was flying back to Charlotte from Geneva, Switzerland, where he had attended a World Health Organization meeting of international disaster response leaders. He had a knot in his stomach, and it wasn’t from the airline food. A former navy combat physician, Dr. Callaway is chief medical officer for Team Rubicon, an organization of U.S. military veterans that deploys WHO-backed emergency medical units to natural disasters and humanitarian crises around the world. Dr. Callaway had been invited to the WHO meeting to help craft new standards of medical care in conflict zones. But the underlying buzz at the conference was the outbreak in Wuhan. The U.S. State Department had just evacuated staff from China.


Wedged into the middle seat of a Boeing 757 for the thirteen-hour flight home, Dr. Callaway couldn’t shake his uneasy feeling.


“I didn’t get it at first,” he told me a few days later. “At the conference, everybody was freaking out about Wuhan, but I thought, ‘There’s just one paper out of China about this novel coronavirus, and it described it as being like the flu, with a one and a half percent mortality.’ I’m like, ‘Is this really going to be that big of a deal?’”


Dr. Callaway had been chatting at the meeting with a team of Australian doctors, the first ones to bring up the notion that the virus had originated in a biolab.


“The Aussies told me that they felt this was going to be very big and very bad,” he said.


What worried Dr. Callaway most, however, was the lack of information coming from reliable scientific sources. Everyone seemed to be guessing at what we were dealing with. Dr. Callaway had served as a field physician with the 3rd Marines for three years in Iraq, El Salvador, and Burma. He was used to working with limited and ever-changing data. But this looming crisis seemed different to him somehow, simply because of its potential scale.


Back in Charlotte, Dr. Callaway quickly called meetings with other physicians and colleagues in what was then a forty-four-hospital system, to share what he had learned and to begin preparing for the unknown.


* * *


Days later, on a brisk afternoon in Charlotte, with a cloudless sky and bright sunshine streaming through my office window, I looked at the beautiful skyline and reflected on how proud I was of the work the team was doing on so many fronts. In recent years, we had changed our name from Carolinas HealthCare System to Atrium Health, to better reflect our growth trajectory and aspirations to grow beyond North Carolina and build a national system. (Not long before the publication of this book, we changed again, combining with Advocate Aurora Health.)


Our new mission statement, “To improve health, elevate hope, and advance healing—for all,” had taken firm root in our culture. And we were delivering on that promise.


Our community investment effort had never been more ambitious. We partnered with community organizations to create food pantries in physicians’ offices, to prescribe fresh and nutritious foods to patients in need. We trained local barbers and hairstylists and other community members—12,000 in all—to recognize signs of mental illness and guide clients to behavioral health services. And we had committed $10 million to affordable housing, because we know that a safe place to live, healthy foods, and access to quality healthcare are critical to one’s overall health.


We had also recently celebrated a milestone at Atrium Health: our eightieth birthday since first opening doors as Charlotte Memorial Hospital in 1940. The founders could not have possibly imagined that from that single hospital would arise a system of over forty hospitals and nearly 1,000 care sites. And now we were embarking on the most ambitious building project in our history. With a $2 billion investment in our facilities, we would modernize the system and infuse it with the latest technology and designs, to create healing environments that would serve communities for decades to come. In addition, in the past three years, we had added three tremendous new partners. We brought Navicent Health in Macon, Georgia, into our system, as well as Georgia’s Floyd Health, and were preparing to bring Wake Forest Baptist Health with its Wake Forest University School of Medicine into the family. The latter would include building a new medical school campus in Charlotte, one of the largest cities in the nation without one.


And yet, despite all of the positive momentum, I had a deep feeling of unease after receiving a call from Jim Hunter, MD, our senior vice president and chief medical officer. “Gene, we need to brief you on this virus ASAP,” he said. Dr. Hunter also headed up our Incident Command Emergency Response, and Dr. Callaway reported to him in that structure. Hunter had been with the system for a couple decades and always had a steady-at-the-wheel, never-get-rattled demeanor about him. But I detected something in his voice I hadn’t heard before. Whatever it was we were about to face, it felt menacing.


I placed a call to Dena Diorio, the Mecklenburg County manager. “Hey, Dena, I am hearing on the ground that this thing could be really bad,” I said. “I’m thinking we should start mobilizing all the community agencies and begin preparing for worst-case contingency scenarios.”


On March 10, six days before the WHO pandemic announcement, I was watching the president’s nightly press conference for updates from doctors Birx and Fauci. President Trump took the podium: “We’re prepared and we’re doing a great job with it,” he said. “And it will go away. Just stay calm. It will go away.”


In my brain I was trying to reconcile that statement with scenes from New York City I’d seen on the news and what I was increasingly hearing from my CEO colleagues there: ED doctors and nurses sitting exhausted on the floors of hallways crowded with patients; ICU nurses shedding their scrubs in their garages and sleeping on basement couches, for fear of infecting their families; shortages of personal protective equipment. (The nation quickly learned new hospital jargon—“PPE.”)


The next day, March 11, I walked into the boardroom of our corporate headquarters for the briefing that Dr. Hunter had called. Seated at the table were Atrium Health’s medical director for infection prevention, Katie Passaretti, MD; Shelley Kester, RN, head of infection prevention; Pam Beckwick, RN, who ran quality and patient safety; and Dr. Hunter.


Until that day, I’d only had a few interactions with Dr. Passaretti, a Johns Hopkins–trained physician with a stellar reputation throughout the system, regarded as much for her smarts as her personable approach. She has a way of instantly creating trust and credibility, as well as the ability to explain the dizzying science of infectious disease in terms that anyone, even a CEO, could understand.


After explaining what we knew and mostly what we didn’t know about this novel virus, she didn’t mince words. “This could be,” she said, “one of the most significant challenges we have ever faced, and we will need to take immediate action on everything from protective equipment, to whether we let people travel, to how many people could be in a room.” We all glanced at each other. She went on: “Perhaps most importantly, our people are frightened; they’re seeing what’s happening in New York and wondering, ‘Do we need full body protection? Will we have patients in the hallways, too? What if we bring the virus home to our families?’ So, we are going to have to launch an aggressive communication strategy as well.”


Dr. Passaretti was somber but poised. I knew she had helped lead through big infectious disease challenges before. In 2009, the system battled the H1N1 virus, which primarily affected children, young people, and middle-aged adults, and we were able to save many lives. So, I had confidence in our battle-tested team. But this was sounding a heck of a lot more severe than H1N1. And I was also already thinking that, in addition to keeping people safe, we would be battling fear itself.


“This looks like something none of us have ever faced, Gene,” Dr. Hunter said. “I recommend immediately implementing our Incident Command Emergency Response structure”—and after a pause, he added, “across the entire enterprise. It’ll be all hands on deck, around the clock.”


ICER is an emergency protocol for managing disasters. It was first developed in the 1970s, following a series of catastrophic fires in California. It’s designed to streamline decision-making in times of crisis, facilitate interdepartmental interfaces by bringing together all key stakeholders and decision-makers, and escalate response according to the severity of the crises. I approved, knowing it would immediately shift organizational priorities, work flows, and focus.


We then talked about the nuts and bolts of preparing for the first cases, which we believed we’d start seeing in a matter of days. The team had already begun thinking through the next chess moves. One of the first tasks would be voluntarily canceling non-emergent surgeries, to create capacity, including converting operating rooms into intensive-care units, as needed. Plans were also launched to explore building a tent hospital for overflow patients. We talked through other critical decisions that would need to be made over the next week, including staffing.


That evening, I called my former wife, Ramona, who was living in Reading, Pennsylvania. “This doesn’t look good,” I said. “We should tell the boys and your mother to avoid crowds.”


Then I phoned my mother and sister in Warminster, Pennsylvania. “Mamá, tienes que tener cuidado (Mom, you have to be careful),” I said in Spanish, her first language. “The virus is tough on older folk. Wash your hands a lot. I’m going to send you up some masks. Make sure you wear them whenever you go out.”


I also prepared a message to our Atrium Health teammates, to let them know that I, together with the entire senior team, had their backs, that we were in this together, and that I felt and heard the deep concerns they had for their families, friends, neighbors, and each other.


Over the next few days, I started making rounds in the hospitals, speaking to frontline staff, hearing their concerns directly, trying in whatever way I could to project a sense of calm and that we got this. I conveyed the same message in my video address to teammates, although internally the pit in my stomach was becoming a constant companion. We also quickly circulated staff surveys to get a temperature check. We knew people were scared, so we asked: “What are you worried about? What do you need? What are your concerns?”


If there’s one thing I’ve learned about leading in my thirty years of hospital work, it’s that there is tremendous power in just listening and then acting on what you hear, whenever you can, as that builds trust in leadership.


The survey responses were consistent: “I’m worried about bringing this home to my family.” So, we immediately planned with local hotels to have our staff quarantine there after shifts if they had concerns. “Who will take care of my kids when I am at work?” That concern led us to work with the local YMCA on COVID-19-safe daycare protocols, and we expanded our benefits by waiving the copay on center-based and in-home childcare, offering up to $100 a day in subsidy for people who wanted to hire their own childcare providers. And lastly: “I am exhausted when I come home and barely have the strength to make food.” The entire Charlotte community seemed to respond with food drives for our teams … the pizza kept coming and coming.


After reviewing this feedback at one of my CEO council meetings, I said, “Despite the turbulence, we will need to continue to navigate through. Let’s remember to keep the main thing in mind: protect our patients, protect our teammates, protect our community.” It was a simple way to bring clarity to our key mission, and it ended up being a powerful unifying message. Those three goals got people moving in the right direction. It filled the vacuum of uncertainty, so we wouldn’t get distracted by the chaos.


And we knew there would be chaos. We saw it play out through our TVs and laptop screens in our living rooms every night. Most disturbing were the refrigerated semitrailers parked on New York City streets as makeshift morgues.


But I also shared that my hope for us as a team was that, many years from now, when we looked back on these times, we could tell our grandchildren that when our community needed us most, the best of who we were showed up. I did everything I could to keep people positive. As a high school athlete, I knew the power of an upbeat halftime pep talk from the head coach, though I was well aware we were likely still very much in the first quarter of this game.


The main thing keeping us up at night was getting our hands on real-time useful data. And that was really hard to come by. We absorbed everything the CDC was putting out there, but this was new to them, too, and it felt like they were playing catch-up.


I called Derek Raghavan, MD, PhD, president of our Levine Cancer Institute at Atrium Health, because I recalled that he had recruited physicians on his team with connections to China. Sure enough, two doctors on his staff had been born in mainland China, one he had recruited from MD Anderson Cancer Center and another from the Cleveland Clinic. Dr. Raghavan said one of the doctors actually went to medical school in Wuhan. I asked if they could arrange a call directly with their friends and colleagues in Wuhan, to find out what were they doing that was working, what wasn’t, and anything else they could tell us about the spread of the virus.


Another Levine oncologist, Jubilee Brown, MD, who was president of an international gynecologic laparoscopy society, started talking with her members, which led to the creation of a full symposium on COVID-19 and cancer, involving doctors from France, Germany, Spain, the UK, and other countries. Yet another Levine colleague had connections with the Ministry of Health in Taiwan.


“We have data directly from the field, from people internationally, with frontline experience with the virus,” Dr. Raghavan told me. “My conclusion is we’ll have to do pretty draconian stuff: mask everyone, stop visitors, and lock down the cancer center immediately.”


So, we began to implement actions I could never have contemplated in my thirty years of hospital work, starting with shutting down everything that wasn’t emergent or critical, including elective surgeries, in order to open beds wherever we could, even in hallways if necessary. It felt like we were a big MASH (mobile army surgical hospital) unit, just behind the front lines, preparing for a wave of casualties to arrive.


Maureen Swick, PhD, who was our senior vice president and system nurse executive, told me she felt fortunate that we had a little bit of time to learn from the hardest-hit areas before the virus reached North Carolina. “We were given a very small gift of time to plan,” she said. “We will use that time wisely.”


Swick, who represented more than 15,000 nurses throughout the Atrium Health system, redeployed thousands of nurses to emergency departments and critical care units from ambulatory sites that had been closed due to COVID-19. A few weeks’ warning gave her the window to put together learning modules, to train those nurses who hadn’t been in acute care settings, so they could be an extra pair of hands in the hospital under the direction of a critical care registered nurse.


Overnight, we also converted our back-office support teams, over 10,000 employees, to work at their home offices. That included everyone who had secure computer stations. Nonhospital clinical teammates began working remotely to support frontline staff and limit exposure and spread of the virus.


By June 2020, U.S. healthcare lost more than 1.4 million jobs, and many hospitals had to lay off workers to remain financially stable. We decided neither to furlough nor lay anyone off. It was part of our core commitment to have teammates’ backs on something that wasn’t anyone’s fault. And the last thing we wanted was to have people worried about not just their lives, but their incomes.


Fortunately, we had the balance sheet strength to keep paying wages and benefits. But something else played into the decision not to furlough. I knew we already had a shortage of staff coming into the pandemic, and we’d certainly need people to get us out. If you deconstruct your labor force and then try to rehire, you’ll find yourself in a very tenuous situation. So, instead, we focused on retaining our teammates.


Notwithstanding, our operating finances were taking a severe hit. By the end of 2020, we had lost $300 million. Some of that was mitigated by CARES Act funding to keep our cash flow going so we could pay for PPE, ventilators, and other needed supplies. But I told my team, “Listen, we will worry about our finances later. For now, we stay focused on patients, teammates, and community.”


Regarding teammates, we beefed up plans to support staff facing hardships by adding to our Caregiver Heroes Teammate Emergency Care Fund. I committed $1 million as seed money into the fund, which was matched by Atrium Health’s senior team. That $2 million led to other matching philanthropic funds. Ultimately, it led to a $5 million fund that was made available to teammates who were experiencing hardships beyond their control.


Dr. Hunter was giving me several updates each day on our situation throughout the enterprise. He also crafted a newsletter called the Daily Brief that was sent to all physicians with assessments on our current capabilities, supplies, and a bed census, as well as the latest news on the spread of the virus nationally and intel on treatments. We included how many days’ supply we had on hand for gloves, sanitizer, gowns, etc. There were many times when supplies were running in the red, with less than a week of availability. I sometimes felt like the chief supply officer, versus the chief executive officer, because I was calling everyone I knew for PPE, ventilators, and more.


A call to my friend Darius Adamczyk, the CEO of Honeywell, scored a week’s supply of masks. It was definitely an all-hands-on-deck effort, with no job too big or small for anyone.


The War Room


I first came to know our emergency department leader, Dr. David Callaway, through my former chief of staff, Debra Plousha Moore, who was one of his mentors. Debra described Dr. Callaway as “the grenade I throw into the room when I want to shake things up.” He’s the kind of person you want leading crisis operations. He gets things done and asks for forgiveness later.


A few weeks into the pandemic, I wanted to see how things were going in the emergency department, so I met Dr. Callaway outside the ED entrance of our flagship Atrium Health Carolinas Medical Center in downtown Charlotte. He was wearing a baseball cap backward with the words Audentis fortuna iuvat embroidered on the back.


“What’s that on your hat?” I asked.


He pronounced it in Latin. “It means ‘fortune favors the bold.’ I think it’s Virgil. Some army friends who work in hostage rescue gave it to me.”


“Love that,” I said. “Great message for what we are dealing with.”


Dr. Callaway led me into a large triage tent in the parking lot, staffed by active-duty military personnel and Team Rubicon members.


“We’re screening patients here before they get to the physical structure,” he explained. “If they think they’ve got COVID-19, or they’re scared, or if they’re here for some other health problem, they get screened in the tent, sometimes without even getting out of their car, before going home or going inside.”


“Cool. Who authorized this so quickly?” I asked.


“Um, we did.”


“Fortune favors the bold,” I laughed.


When you’re a hospital system as large and complex as ours, it takes some time to turn the ship. That’s why we deploy an incident command system (ICS), to respond quickly and scale it to fit the magnitude of the emergency. COVID-19 taught us that even proven emergency management planning like ICS needs to be flexible. But we also took a page out of General Stanley McChrystal’s “team of teams” approach. As leader of the Joint Special Operations Task Force fighting al-Qaeda in Iraq, Gen. McChrystal quickly concluded that conventional warfare tactics weren’t working. The operation had to become more agile and make faster decisions. So, he transformed the massive military organization in Iraq into a team of teams—smaller groups that were given the freedom to experiment, respond more quickly, and share what they learned more freely. It gave frontline leaders in the field the authority to make decisions on the spot, without slogging through the normal chain of command based on what they knew was the commander’s intent. In this case, again, our mission was to protect our people, patients, and community.


And that kind of team-of-teams approach to streamline decision-making was essential for departments like our emergency department, which was like a war zone, with staff improvising for each new challenge they faced.


Dr. Callaway and his colleagues commandeered a large conference room in the medical center and rearranged the tables in a large square so the team could socially distance eight feet apart. They set up computers, dry-erase boards, and two large video monitors, to track national news and the emerging data from Johns Hopkins. They called it the War Room.


Dr. Callaway took me inside. On the walls were American flags and motivational quotes from Teddy Roosevelt, Winston Churchill, and other leaders.


“You must never be fearful of what you are doing when it is right,” read a Rosa Parks poster.


A large sheet of paper taped to a wall listed “8 Rules of the War Room.” Number 3, “Be Kind.” Number 6, “Think 5 Steps Ahead.” But Number 5 threw me. It read, “Change Your Socks.” Dr. Callaway explained that it’s a military expression, meaning: make sure team members take care of themselves, stop for rest breaks, and never forget to eat. They were working sixteen-hour shifts. These were motivated, selfless professionals; they needed to be reminded that they must take care of themselves to be able to care for others.


From the War Room, the team coordinated with groups across the Atrium Health system, monitoring the number of intensive-care beds in case of a surge in coronavirus patients. When they realized they had only four days’ worth of N95 masks, they worked the phones, calling vendors in search of supplies. Dr. Callaway told me that one ED doctor had a contact at 3M with a supply of “elastomeric respirators” with electrostatically charged particulate filters that were reusable. He could get fifty at $4.79 apiece.


“Buy them now before they disappear,” Dr. Callaway told the doctor. “The hospital will reimburse you.” So, three ED doctors and a paramedic put the order on their personal credit cards.


Atrium Health staff reordered the reusable masks numerous times, saving 15,000 N95s over the course of 2020.


A Voice of Calm amid Chaos


We often hear in the news about the psychological stress of frontline clinical staff tirelessly battling the pandemic. It is real. It is not often that you also hear about the heavy emotional burden borne by committed management teams who needed to make critical decisions with a dearth of reliable data and guidance that was often conflicting—while knowing thousands of lives hung in the balance. Staff were scared. People were seeing more death than they had in their whole professional careers. And on top of all that, we are a large health system, full of scientists and doctors who are trained to have the right answers. Recommendations were coming to Dr. Passaretti from all corners.


And the stress she felt during the early days of the pandemic was monumental.


I knew she was feeling the weight of the barrage of differing views—and so I called her late one evening.


“How are you doing?” I said.


“Well, I could be much better. I am doing everything I can to navigate through this, but I can’t lie, it is wearing on me. Plus I get that everyone has an opinion on how to manage through this, but I need space to process and need to know that you have confidence in me to do so.”


“I have one hundred percent confidence,” I replied. “I completely have your back.”


I knew that our decision structure couldn’t fracture amid interprofessional tensions, which were understandable given the circumstances. And I needed to provide a buffer for Dr. Passaretti. After all, she was also the face of our pandemic response in the press and on TV. As our pandemic “emcee,” she had the ideal style. She is a professional, a scientist who knows what she’s talking about, and she gives people a feeling of comfort in uncertain times. She was exactly who we needed to instill confidence and calm.


So, I called our chief physician executive, Scott Rissmiller, MD, a can-do leader you would want in any foxhole with you. He set up weekly calls with all the key physician leaders to provide a clearinghouse for the best ideas and to funnel and filter clinical information while maintaining an organized systemwide approach. All these dynamics of organizational behavior are the little nuances of the pandemic that few people have visibility into, but they speak to the complexity of a crisis like this when the stakes are so high for every single decision made.


Two years after the start of the pandemic, I had a chance to chat with Dr. Hunter before he retired and reflect on what we had been through. “It’s easy for people to forget how scared everyone was at the beginning,” he said, “how little we knew. We didn’t have vaccines. We didn’t have medications. We didn’t know how it spread. We thought we might end up like Italy, with people literally dying in the halls. Could that be us?”


It was a period of intense fear. And everyone felt it. But how we made it through was not a miracle. We improvised, stayed agile, called audibles, pulled together tightly as a team, checked in on one another, and always—always—started with what is the right thing to do if it were our loved ones or friends we were caring for. Many times, it was.


Hospital at Home


As we watched the rapid spread of COVID-19, as it stretched hospital capacity across the country to the brink, we ran numerous scenarios on how to accommodate the overflow we knew was coming, which would stretch every available space we had and then some.


One thing was clear: technology would have to play a key role. Working with Microsoft, we developed online algorithms based on the latest CDC guidance and sent them to more than one million patients with information about COVID-19, including how to get care from home. We instructed all ambulatory patients with nonemergency COVID-19 symptoms to use virtual or e-visits as their first method of care.


Meanwhile, Dr. Rissmiller assembled a multidisciplinary team of clinicians and administrators to address the looming capacity crisis and sent me a proposal that had been on the drawing board for some time before the pandemic on how to convert a patient’s own bedroom into a hospital room. It was an idea whose time had come. I approved the rapid deployment of a pilot, and in just ten days the team launched a two-unit virtual hospital. We have cared for thousands of patients in their own homes since the start of the pandemic, ensuring hospital beds are available for the sickest patients.


We called it “hospital at home.” Here’s how it worked: Patients who didn’t require the level of care they’d get in, say, an intensive-care unit received a COVID-19 home monitoring kit, which included a blood pressure monitor, pulse oximeter, and thermometer, so our care team could remotely monitor their vital signs twenty-four hours a day. We provided two levels of care—observation care and acute care. The VACU, or virtual acute care unit, is for patients who have more serious symptoms that would normally require admittance to the hospital. We set those patients up with a hospital bed, medical equipment, and videoconferencing tools within twenty-four hours. Then we followed up with oxygen assistance and other medical treatments, if needed, with daily virtual physician rounds, twice-daily nursing assessments, and vital sign monitoring.


We started this program in the very beginning of the pandemic. Between the end of March and early that May, Atrium Health Hospital at Home had treated 1,477 patients, which made up 64 percent of all our COVID-19 patients during that period. And of the 1,293 patients in virtual observation units, only 3 percent required inpatient hospitalization. Ultimately, we became the largest provider of hospital at home care in the entire country.


But here’s the part that really made me think this was a strategy that would be useful beyond the pandemic: Our quality outcomes with patients in the Hospital at Home program appeared to be similar to those with inpatient hospital stays. Initially, though, the government didn’t know how to reimburse hospitals for these services. Alex Azar, who was the U.S. Secretary of Health and Human Services (HHS), heard about the innovative practices we were deploying and did his very first site visit during the COVID-19 pandemic to our health system to learn more. We gathered about twenty-five of our leaders in an oversized conference room, all masked up and each separated by six feet, and walked him through all the creative initiatives we had launched. We shared with him how we were preparing our Med-1 Mobile Hospital as a state-of-the-art emergency room to travel to our hardest-hit areas, and we described to him our hospital at home program.


Secretary Azar and I connected over the number of things we had in common. He is from Pennsylvania, as I am, and he is also a graduate of Yale, where my youngest son was then studying, albeit remotely. He got it immediately, when we shared that the hospital at home program was working, but that we needed to think through a reimbursement pathway, because there was no way to bill for the care.


“Let’s connect our people next week and work on that, because it will help other systems as well,” he said.


Within weeks, and with our input, HHS had developed a waiver program that provided hospitals a diagnosis-related group payment for the duration of the public health emergency period. Ultimately, we published numerous reports, including in Annals of Internal Medicine, one of the most influential specialty medical journals in the world. The study, “Factors Associated with Rising Risk for Care Escalation Among Patients with COVID-19 Receiving Home-Based Hospital Care,” was published May 10, 20211, and was the first to detail the findings that presented oxygen saturation and suggested that other chronic illnesses should be considered appropriate for hospital-level care at home.


The Million Mask Initiative


From day one, we knew that wearing masks was one of the best ways to reduce risk of disease transmission. But it was becoming very political: the debate was being framed as public safety versus personal freedom. Further complicating the issue, by late May and into June, masks were in very short supply.


On the night of June 24, 2020, North Carolina Governor Roy Cooper contacted me, to see if I would join him in two days when he announced his executive order mandating the use of face masks in public. It was clear that a mask mandate would be controversial in a purple state like North Carolina, so Cooper wanted our support as the state’s largest health system. As the chair of the Federal Reserve Bank of Richmond during this time, I also knew how inextricably connected successfully battling COVID-19 was to the economic health of the country. The faster we could get the pandemic under control, the faster business could open up again. So, I decided to call my business colleagues for support and to ask them to donate some of the masks they might have in inventory.


My first call was to Brian Moynihan, CEO of Bank of America. Brian said he was all in. Then I called the CEO of Lowe’s Home Improvement, Marvin Ellison. He was in, too. Within forty-eight hours—after conversations with Ric Elias, the CEO of Red Ventures, David Tepper, owner of the Carolina Panthers, Darius Adamczyk, CEO of Honeywell, and others—I walked onto the stage with the governor and announced we had a commitment of one million masks from the business community, with a commitment to distribute them to the most vulnerable populations. That was the beginning of a public-private partnership that would be foundational to how we managed the pandemic.


I have come to realize that whenever you’re facing complex societal problems and decisions like this, you’ve got to have that trifecta of business leaders, health professionals, and government officials in the game. And this mask initiative, we hoped, could become a national example of how that trifecta can work together to make a significant positive impact on the community while spurring the local economy.


The Million Mask Initiative gelled quickly. After a call to Mecklenburg County Public Health Director Gibbie Harris, she agreed to join our task force. Our goal was to get masks on the faces of everyone in the region and to go where people needed them … like church parking lots, construction sites, and retail stores.


Supply of masks was one challenge. Getting people to wear them was another. We had to make mask-wearing acceptable and also cool. So, on social media, we partnered with athletes and community leaders to reach people on their terms. It was an all-hands-on-deck initiative.


By September 2020, as we were closing in on two million masks distributed in our communities, total COVID-19 cases had dropped 21 percent, and the positivity rate had dropped from 7.7 percent to 6.9 percent. Mecklenburg County, the primary target of the Million Mask Initiative, saw total daily positive rates drop by more than 60 percent and positivity rates drop by over 50 percent.


It was exciting to see the statistical data come in and be able to correlate it with the mask initiative. We noted that the more masks that were distributed, the fewer positive cases were being reported.


We didn’t let up. By June the following year, the initiative had tripled its original goal, providing three million masks to our faith communities, small businesses, daycare centers, local universities, gyms, breweries, and neighborhood associations.


Silver Linings and New Life


Even though Atrium Health shut down noncritical functions throughout our system, during the first months of the pandemic, we still needed to treat the normal emergencies of hospital life—burst appendixes, heart attacks, car accidents, babies who needed to be ushered into the world, and those aberrant situations like heart transplants.


On March 13, the day President Trump declared COVID-19 a national emergency, a South Carolina pastor named Steven Evans was waiting in a hospital bed at Atrium Health Sanger Heart & Vascular Institute with a temporary ventricular assist device supplying his body with blood and oxygen.


Evans had heart failure. He needed a transplant, and his time was running out.


Doctors turned down available hearts twice before they found the right one. Evans had been waiting for two weeks. Fortunately, a new high-tech version of that life-giving heart pump acted as a critical bridge to the transplant, keeping his energy up while he waited. He calculated how many laps around the ICU it would take to walk a mile: sixteen. He started walking. By the time a heart had been found, he was doing twenty laps a day.


On March 20, during the chaos of COVID-19 hospitalizations, Evans received his new heart. It was the nineteenth heart transplant Sanger surgeons had performed during the first four months of 2020. Eight days later, Steven Evans went home to his wife and four daughters—and a new life.


I remember thinking to myself, during those early days of the pandemic, “We’re dealing with a category five hurricane.” But, wow, I was so impressed with and grateful for how the team was battling the storm—and though they were exhausted, they had a “never quit” attitude about them. I picked up the copy of The Art of War that I keep on my desk and read, “If you know the enemy and know yourself, you need not fear the result of a hundred battles.”
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