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			To my wife, Lacey, and my kids, Caden, Eli, and Millie—thank you for your love and support.

			To all who lost their lives or health to COVID-19 and to all who did their best to protect others during this once-in-a-century pandemic, this book was written in the hopes that your suffering can help prevent the future suffering of others.

		

	
		
			Preface

			Mention Washington, DC, and many people think of out-of-touch insiders focused only on building their power and advancing their own agendas—or they think of a place where their representatives fight for them against those “other people” who are determined to destroy America. Maybe some think of DC as a place where good people do their best to make America live up to its ideals. Growing up in rural, Southern Maryland, I gave little thought to Washington, DC, until my first time there when I was eight years old. Most kids who grew up in the “DMV” (the DC, Maryland, Virginia area) went to the nation’s capital on field trips to drive past the White House and see the monuments or to visit the Air and Space Museum. My first visit was for a very different reason. I went there because I was dying. Literally. I was in status asthmaticus, a state where I couldn’t breathe. My local hospital—a rural, critical-access hospital forty-five minutes from my house—couldn’t reverse the severe asthma attack I was having, so a helicopter airlifted me to the children’s hospital, two hours away. Other than confusion, fear, and wondering if I was ever going to see my parents or my dog, Bruno, again, I don’t remember much about that day. The idea of a first helicopter ride would normally be exciting for any child, but all I could focus on was not dying, channeling all the energy in my scrawny eight-year-old body into taking each successive breath.

			Despite experiencing what many would describe as a traumatic experience, I realize now how lucky I was. Far too many children don’t make it to adulthood after such an episode, particularly if they are poor, Black, or living in a rural area (all three describe me as a kid). Black boys die from asthma at three times the rate of White children. Too many live in environments that lead to or worsen their asthma. Too many have the misfortune of growing up in a place that lacks resources, so they don’t have access to the high-quality medical care my own children now enjoy. Sometimes, the lack of access isn’t because there are no nearby specialist doctors and hospitals. Sometimes, it’s due to a lack of insurance coverage or an inability to pay for medical supplies and treatments. Often, families have overlapping problems, which are further exacerbated by bias and structural racism in health care—something you’ll learn more about in this book.

			Recently, we’ve learned that both pulse oximeters (monitors that measure the oxygen level in your blood) and medications for asthma can work differently in White people than in those who are darker skinned. This potentially life-saving information would have been discovered earlier if people of color had been included in research studies at a level commensurate with the disease burden they bear. I’m left wondering if, at least part of, the problem with controlling my asthma as a child was that too often, I was identified as being in distress too late and given treatments that were designed for someone else. You now understand I’m not being hyperbolic when I say I nearly died because of a lack of representation in clinical research. Hence, it’s no coincidence that I now chair the board of an organization devoted to increasing diversity in clinical trials.

			Racial disparities became painfully obvious during COVID-19, which hit communities of color harder than White communities. (You’ll learn about the many reasons for that later.) The health status and opportunities of too many Americans have far more to do with zip codes—where you and the people like you live, learn, play, pray, and exist—than genetic codes. Under-resourced communities and individuals—Hispanics, Blacks, American Indians, Alaska Natives, those in rural populations, differently abled people, and members of the LGBTQ+ community to name but a few—are socially predisposed to have poorer health in America for a variety of reasons.

			When I was appointed US surgeon general in 2017 and unanimously confirmed by the United States Senate, I was determined to focus on public health—protecting and promoting the health and safety of families and communities across America. I was just as determined to promote health equity: ensuring everyone had the opportunity to be their healthiest self. I was eager to bring this up in any media exchange or public speaking I would do. The topic was and is personal to me. I know far too many people, family and friends, who suffer from high blood pressure, diabetes or prediabetes, and asthma. I can easily empathize with people who have the conditions I mentioned because I have all three myself and am on eight different medications to treat them.

			Too often, politics complicated an already extremely difficult situation of dealing with an unprecedented, once-in-a-century pandemic. This undoubtably made my work as the Nation’s Doctor much harder. We need to clear away the BS and the bias that’s dividing, confusing, and preventing us from achieving the health outcomes we want and are failing to achieve. Reflecting on how that happened, how that affected you and the people you care about, and what lessons can be learned will help us turn this ship around so that we no longer have to let politics stand in the way of our health.

			Regardless of who is at the helm—who is president or which political party is in power—this ship, the wealthiest and most scientifically advanced on the planet, continually steers itself towards infectious disease icebergs. Why do we keep repeating the same mistakes, whether it’s Bush and H1N1, Obama and Ebola, Trump (and Biden) with COVID-19, or Biden and mpox? Just as importantly, why can’t we acknowledge that rearranging the deck chairs—or changing the captain—on the Titanic does nothing if we continually pursue the exact same course?

			Despite the World Health Organization (WHO) saying COVID-19 no longer qualifies as a global emergency, and the Biden Administration ending US pandemic emergency declarations, many countries and communities have seen periodic surges in COVID-19–related hospitalizations and deaths—surges that haven’t been contained even when travel restrictions are implemented. Not only are we not done with COVID-19, we also continue to see the flu and other infectious diseases like RSV (respiratory syncytial virus) affect too many Americans—often the most vulnerable of us—for several reasons.

			First, we still don’t have enough options for or availability of vaccines and treatments for current and emerging infectious diseases, including emerging variants of COVID-19. Second, we have high rates of mental health challenges, which further complicate physical health concerns. Mental health challenges intensified due to the stress and losses and economic pressures from the pandemic, and the volatile mood of the country, and we’re still dealing with that fallout. Third, we’ll continue to see infectious diseases harming us because we aren’t adequately equipped, educated, or willing to protect ourselves as individuals or as a society. Shutting down schools and the economy, especially without clear and targeted outcome measures, can harm our health in many ways. However, not responding appropriately and aggressively, including shutting down when an infectious disease is overwhelming communities and hospitals, takes a huge toll on health and the future of our great nation—we’ve lost over one million Americans—including over 100,000 caregivers to COVID-19. The answer to how we can thrive economically while enjoying better health isn’t to choose one over the other. Both are entangled in a complicated and messy way, and we must be willing to lean into that mess. The more that people are able to recognize and willing to set aside misinformation and disinformation, their biases, and their anger and fear, the better job we can all do in protecting ourselves from COVID-19, and whatever comes next.

			To return to my Titanic metaphor, acknowledging that different people have different perspectives on what went wrong on the ship has been the source of multiple versions of the tale—and, consequently, different lessons learned. Some of those lessons have been about equity: rich people were far more likely to survive the Titanic than poor people. Some lessons were about the infrastructure and design of the ship, some were about hubris and how it can blind us to danger, and some were about safety protocols and crisis communication. A passenger on the ship will have a different perspective than a loved one (or member of the media) observing from the shore—especially if the passenger is in first class versus coach. The perspective of a someone who is public facing or “frontline”—a waiter or someone loading people onto lifeboats for instance—will differ from that of someone in the engine room or advising the captain at the helm. I served in all of those roles at various times while I was the surgeon general, so I have a both unique and comprehensive perspective on the situation. My goal isn’t to convince you that I (or anyone else on the “ship”) am without blame and couldn’t have done things differently. My hope is that by sharing my perspective, I can convince you that many decisions, actions, and reactions may not have been as simple as they appeared from your vantage point.

			I want to increase our understanding of the many complicated factors that lead us to continue charting a course towards that same iceberg—no matter how many times we’ve already hit it. My hope is that by sharing my version of this story, and by you reading it, we’ll cause someone on the next journey to see beyond their limited view of the problem, and we’ll be able to play a role in preventing another disaster. I believe this can happen despite our political divisiveness. I’m not giving up on our ability to come together—not yet.

			I also will say upfront that I’d always prefer (and try) to leave politics out of the discussion. It’s an obstacle to doing my job. I often tell this story to make my point: On the afternoon of May 15, 2018, I was on Delta flight 1827, scheduled to leave from Atlanta, Georgia, for Jackson, Mississippi. We’d not yet taxied onto the runway when the crew declared a medical emergency. A passenger had lost consciousness, and they asked if a doctor was aboard. Fortunately, I was there with two nurses, and we were able to respond, helping the man regain consciousness and escorting him to waiting medics. I did not first ask that man about his politics: Did he vote for Trump? Was he in favor of police reform? Was he uncomfortable with people of color? And fortunately for me and that man, no one asked me to declare my loyalties or pass a political litmus test before they let me intervene as a physician. They didn’t ask me to opine on how Trump or Biden would’ve chosen to handle the situation. All that mattered was whether I could assist in a crisis and perhaps help save a life. If any of those other questions were more important to me, I would not—and should not—be a doctor or public health policymaker.

			Joining the Trump administration, I knew I would be steeped in politics for four years, regardless of my desire to remain politically neutral. I continue to believe that people’s willingness to let themselves become caught up in the political drama cost us hundreds of thousands of lives. That frustration was a primary driver behind my choice to write this book. I don’t care where you are on the political spectrum or whether you have no interest in politics whatsoever. We must remember that we’re all Americans, and, in the words of Benjamin Franklin, “We either all hang together, or we shall all hang separately.” We have to check our biases and recognize where they led us astray, or we’ll all continue to hang our ability to protect ourselves.

			In this book, I challenge you to recognize where you might have over- or underreacted, communicated ineffectively, or misunderstood others because you had a narrative (maybe planted by someone else) running through your head. Perhaps at times, you weren’t willing or able to listen carefully, especially to objective health advice. We’re all human, but getting stuck in anger, judgment, and blame will not prevent another pandemic or another life lost. We can’t force other people to change, but we can change ourselves and make different choices going forward. Choices that contribute to greater health and well-being in our homes, communities, and nation. Choices that are necessary if we are to avoid hitting that iceberg again.

		

	
		
			• Chapter 1 •

			Not a Surgeon or a General, but the US Surgeon General

			Most people know about the US surgeon general because of the warning labels on packages of cigarettes and the sides of wine bottles, but if asked what the job entails, they would draw a blank. I can fill that in: created back in 1817, the position of top doctor in the land was intended to be filled by a physician who would be the country’s leading spokesperson on, and advocate for, public health. Being surgeon general means being the operational head of the US Public Health Service (USPHS) Commissioned Corps. Since the 1800s, when the USPHS was known as the Marine Hospital Service, we’ve used naval rankings, and as US surgeon general, I was commissioned as a three-star admiral. In other words, surgeons general are admirals and not generals. And while they are doctors, they usually aren’t surgeons. I’m an anesthesiologist (the first anesthesiologist surgeon general ever). I know—it’s confusing.

			Like many of the twenty confirmed surgeons general who have served this country (though unlike most over the last several decades), I came into the job with both formal training and a specific, professional background in public health—a discipline that views problems from a different perspective than that of most people with a traditional medical background. I served as health commissioner for the State of Indiana from 2014–2017, having been appointed by then-governor Mike Pence. But despite my attempts to be known and referred to as the “Nation’s Doctor” and the leading spokesperson on public health, the media continues to define me not as the twentieth US surgeon general but as “Trump’s surgeon general.” This attachment to the person who appointed them, especially for negative or sensationalistic purposes, is something the media has subjected no other surgeon general to (the current surgeon general is almost always referred to by the media as the “U.S. surgeon general,” and the fact that he was appointed by Joe Biden is rarely mentioned in headlines or articles). It is dehumanizing, especially as Black people have fought for most of this country’s history to be defined by their own hard work and not by the White men whom they work for or “belong” to. It also indicates a politicizing of the office and health policy, which I tried my best to avoid, and has serious consequences for all of us. The need to recognize and address this politicization, especially when we are perpetuating or falling victim to it, is one of the core lessons of the COVID-19 pandemic that inspired me to write this book.

			As a child and even as a young medical student, I could not have foreseen becoming US surgeon general. My parents, schoolteachers from rural, southern Maryland, were worried that their severely asthmatic son might not live to adulthood at all—and certainly didn’t consider I would one day end up in the White House as the second Black man to ever be confirmed as US surgeon general. And none of us could’ve further predicted I’d be serving in what was arguably the most controversial presidential administration in all our lifetimes. But that’s where I landed in 2017.

			First, You Have to See It

			I grew up in the largely agricultural community of Mechanicsville, Maryland. My parents were educated and worked hard (my father served in the military and was the first in his family to get a college degree—from from the historically Black University of Maryland Eastern Shore), but we still often struggled to make ends meet. When I wasn’t in the hospital due to my asthma, I was often outside working in the “fields,” or the “woods,” helping pick tobacco, load hay, or harvest firewood to make a few extra dollars. One of my worst asthma attacks ever—the one that caused me to be transported by helicopter to Washington, DC, for treatment—occurred after being exposed to allergens from working outside.

			My parents were schoolteachers and taught their sons and daughter the value of the Catholic faith, doing well in school, an honest day’s work, and respecting others—especially your elders. My family was close, both emotionally and geographically, as I literally lived within yelling distance of my grandparents, whose house was in front of ours, and my uncle and cousins, who lived next door. However, unlike my own kids today, I didn’t grow up around doctors, lawyers, or even business owners. I had plenty of role models on how to be a good person and to work hard, but few to none who could advise me on pursuing a career that required an advanced degree.

			I was an excellent student and in my school’s gifted and talented program. I emphasize that because even after all I’ve accomplished, detractors will still attack my credentials, though in many ways, my training and professional experience made me far more qualified than even most doctors to serve as surgeon general. Detractors will also quickly resort to tired and racist accusations of affirmative action as the reason for my success. I graduated with a 3.94 GPA while in top-level and AP classes throughout my schooling. I was interested in science and math, and I’d participated in summer enrichment programs focused on engineering, so I had a clear sense of what I wanted to study at college. I was fortunate to receive a prestigious Meyerhoff scholarship (which serves as a pipeline for new PhDs and MDs) to attend the University of Maryland, Baltimore County, and to be mentored by the renowned Dr. Freeman Hrabowski.

			Thanks to opportunities that came my way via the Meyerhoff Scholars Program, I had some formative internships that included working in the lab of a Nobel Prize–winner, studying hypertension in Zimbabwe, and spending a summer researching reactive airway disease in the Netherlands. During the latter, I worked with an MD, PhD, who was the first to expose me to what life was like as a physician.

			I was intrigued, but it still didn’t occur to me that I could have a job like his. He was White and from Europe. I was Black and from farmland USA. And regardless of seeing Bill Cosby play a physician on The Cosby Show, I didn’t believe that people like me could be physicians. It may sound irrational, but for many young people, especially people of color, if you don’t see it, it’s hard to believe you can be it. Then, at a lecture in Baltimore that I attended through my scholarship program, I was able to hear Dr. Ben Carson, the famous Johns Hopkins neurosurgeon, speak. I sat there, gaping at him. Someone who looked like me was a doctor? I got to shake Dr. Carson’s hand after his presentation, and I walked out of that auditorium with a new goal for my life. (Little could I have suspected at the time that Dr. Carson and I would both one day be the only black physicians advising our nation’s leaders through a pandemic.)

			 I switched from engineering to biochemistry, knowing it would better prepare me for the Medical College Assessment Test and medical school. Since I had also always been interested in learning what motivates people to behave in the ways they do, I started taking classes in psychology, eventually double majoring in psychology and biochemistry. Again, I finished with a 3.9 GPA, and that, along with my MCAT scores, earned me not only entrance to places like Harvard and Washington University in St. Louis, but also a full scholarship to Indiana University (IU), sponsored by the pharmaceutical company Eli Lilly. Through an accompanying summer internship at Eli Lilly during the summer before starting medical school, I met other Black medical doctors who would be mentors to me, and first learned about the difficulties companies like Eli Lilly faced in recruiting minorities to participate in clinical trials. I also learned about the many steps (and decades) it takes to get a drug from the idea stage to a thumbs up from the FDA. You see, even back then, I feel God was giving me opportunities to gain important perspectives (ones that would turn out to serve me well during a once-in-a-century pandemic).

			While at IU, I became involved in professional societies like the American Medical Association, the Indiana State Medical Association, and the Indiana Society of Anesthesiologists. I was also elected to serve as vice president of my class’s governing council. These roles allowed me to learn how to be a leader and an effective public speaker and had me meeting with legislators, including then-congressman Mike Pence. I came to see that through legislative and regulatory advocacy, you could help shape policies that influence how and whether people receive quality health care—or any health care at all. Though I loved research and had been contemplating pursuing both an MD and a PhD, that’s when I recognized that life in a lab wasn’t what I was destined for.

			I ended up getting a master’s degree in public health at the University of California–Berkeley with a focus on chronic disease prevention and worked for the City of Berkeley Public Health Division, helping develop a city plan to address nutrition and physical activity in underserved Black and Brown communities in the Oakland, California, area. I considered going into primary care medicine but was facing what we in the African American community call “the Black tax.” That’s when we make decisions about careers not just because of personal preference, but because many of us don’t have the privilege of wealth—intergenerational or otherwise—that so many others take for granted. You feel the pressure to make enough money to not only secure your own future but to support your entire family. My parents had modest salaries and both of my brothers to look out for. My older brother is disabled, and my younger brother, Phillip, has substance use disorder (SUD) and has been in and out of jail and prison. My sister is smarter than all of us, yet that hasn’t prevented her from struggling as a single mother. My parents have faced challenges emotionally, physically, and financially because of our situation. I enjoyed my anesthesia training, but unlike many of my White colleagues who had relatives or family acquaintances who were anesthesiologists, I knew very little about the field when I picked it. What I knew was that anesthesiologists can make twice as much as some primary care doctors do. Such an income would allow me to help out my family back in Maryland (which I still do) and support a wife who could stay home with our kids if that’s what she decided to do. (By this time, I had married Lacey, whom I met during my first semester at IU.)

			I continued to be involved in professional organizations, including the American Society of Anesthesiologists, where I worked my way to becoming chair of the professional diversity committee. I was living proof that outreach to young students of color could lead to greater diversity within the medical community, and I was glad to have the chance to draw more students like me into a field that is still mostly White.

			By the time Congressman Mike Pence became governor, I was such a known entity in advocacy circles that he chose me, despite my young age and youthful appearance, to be in his cabinet and run the Indiana State Department of Health. When Governor Mike Pence then became vice president of the United States, I suspected I might be considered for a high-level position in the administration, but even so, I was deeply humbled, honored, and surprised when the offer came to be only America’s twentieth surgeon general ever. (Statistically speaking, it’s easier to become president than the surgeon general since there have been twice as many presidents in the last 150 years as there have been confirmed US surgeons general.)

			So Much for Glamor

			Lacey and many of my relatives had mixed feelings about my appointment. I understood. After Donald Trump said of the tiki-torch terrorists of Charlottesville that there were “very fine people on both sides,” my parents’ opinion of Trump (especially my mother’s), which was never high, sunk to a new low. “How could you?” some of my family members and friends asked. “How could you work for…that man?” Stephanie, one of my best friends from college, strongly advised me against it. “It’s going to ruin your career,” said others. (Imagine for a second being asked to serve in what most consider the most prestigious role in your entire profession and being told it was going to ruin your career.)

			Interestingly my parents, lifelong Democrats (as most African Americans are), had been, and remain, very fond of former governor and vice president Pence. They met him on a few occasions and came away from those experiences with a deep respect for him despite their political differences. For one thing, he was gracious toward them—something they had not always experienced when dealing with White men in positions of authority. Also, like my parents, who are devout Catholics, Mike Pence and his wife have a strong Christian faith. Both Mike Pence and my parents came from rural communities, which further secured a bond with him (as I’ve always said, when and if you can put aside politics, you’ll often find you share far more in common with someone than you have differences). Momma and Daddy were extremely excited about my being given the opportunity to run the Indiana State Department of Health, a role in which I was the second African American, or person of color, and first in twenty years to serve. They were grateful to then governor Pence for seeing my potential and treating me well. Becoming the state health commissioner was more than they could have hoped for, and the pinnacle of my success—or so they thought.

			When I discussed my new job with my friends and family, I explained that I wanted to have a seat at the table to represent people like us, who are too often ignored by those in power. As I often say to audiences whenever someone asks me, “How could you work for that man?,” my retort then and now remains, “In the Bible, God never put anyone in a position where they’d be comfortable, but where they could make a difference. So, when God gave me an opportunity only one other Black man in history has been offered, how could I not?” My loved ones understood, but their feelings both about Trump and for me were so strong that it was difficult for them emotionally to accept my decision. Again Stephanie said, “I’m just afraid for you and how those people will treat you.” The irony is she was right to be worried about how I would be treated but wrong about which “people” would be the ones most inclined to mistreat me—more on that later.

			A year after I joined the administration, my parents came to the White House to see me give a speech for Black History Month honoring Black veterans alongside the president and first lady. Speaking at this event was one of my proudest personal moments. I was allowed to invite my father, who served in the army, my Uncle Vincent, a Vietnam War veteran, and my Uncle James, a disabled veteran. To go from a humble, rural upbringing to being able to host and honor my family at the White House was something most people can’t even dream of. I told them we could pose for a family photo with the president. Though my mother was cordial during that brief interaction, she could not bring herself to actually speak to the president or even smile as the shutter snapped. Even in a moment when she was so obviously proud of her son, she did not want to convey that she was in any way happy to be standing next to “that man.” That family picture hangs in my office at home, and when I look at it, I feel an intermingling of pride, love, amazement, and sorrow. It was an event that would make any mother burst with pride—the child you raised being honored at the White House by the president! Yet my mother’s joy was so tempered by her feelings for Donald Trump that she could barely suppress a scowl. The emotional complexity of that experience was predictive of, and echoed by, what I experienced from many others during those four years as a Trump-appointee. I must admit I am still processing it all to this day.

			In that photograph, my face expresses my happiness, eagerness, and determination. I wasn’t naïve. I had worked as the top doc in ultraconservative Indiana. In fact, based on my successes in Indiana—among them, promoting syringe service programs and naloxone and securing legislative funding to address disparities in infant mortality—I felt confident I could figure out how to navigate the politics and still do what I came to do. I trusted Mike Pence. I also trusted that others who had worked their way into a position in public service high enough to merit them a White House ID badge would genuinely care about making our country “great” for everyone, even if we might disagree at times on how best to get there. Fostering and promoting public health might not have been at the top of the Trump administration’s agenda (but let’s be honest—polls show it’s almost never at the top of any administration’s agenda). Still, we were all in this together, serving the American people. I believed that and had faith that others did too.

			I moved to DC in September of 2017 without my family as my kids had already started school in Indiana when I was confirmed. My wife and I decided we’d try to do the long-haul commute thing, with me coming home on the weekends. I knew plenty of other DC families who had similar arrangements, and they made it work.

			Dealing with this arrangement as the surgeon general, however, was uniquely hard for me. Many of my speaking responsibilities would be on the weekends. Also, my schedule was far from predictable, and last-minute plane tickets proved to be prohibitively expensive, especially for someone now making a public servant’s salary.

			Seeing my kids and Bella (our dog) had typically been my emotional reward after a long day at work. We couldn’t afford to maintain two separate residences, so I was staying in a garage in Virginia at my friends Chris and Jen’s house. They were gracious hosts and had fixed up the garage nicely, but living alone and preparing meals in a college-dorm-room-sized microwave with food stored in a mini fridge was not how I pictured my life as a forty-five-year-old physician, must less as the US surgeon general. To this day, people imagine I was living a glamorous life with a driver and an entourage and government perks galore. The reality of my public service was that, despite being a three-star admiral, I was living out of a suitcase, separated from my family, and surviving off of apples, bananas, and microwaved ramen noodles while often using Uber to get from place to place.

			This vagabond life lasted through Christmas, but it was hard on me. I lost ten pounds, which doesn’t sound like much, but I started at 5’11” and 175, so I now looked almost skeletal (so said my mother at any rate). The situation was even harder on my wife. Our daughter was seven, but our boys were thirteen and eleven—challenging ages for boys even with a father around and even harder for a mother to deal with alone. Lacey and I made the difficult decision to put our dream home in Indiana—the house our kids had grown up in—on the market and rent a place near DC. The challenges of finding an affordable place for a family of five plus a dog in a good school district in the DC area while your wife is in a different state could be a book (or HGTV show) on its own. Frankly, doing so while trying to learn the ropes as US surgeon general, helping to raise three kids (who are all livid at you for making them move across the country), and preparing your house in a different state for showing and sale in a down market is an experience I’ve mostly tried to block out. But by the grace of God and the patience and fortitude of my wife, we found a place in northern Virginia. The rent was more than our mortgage in Indiana, and the house was far smaller, far older, and in the words of our kids, far “stinkier.” But we were together again.

			I had my own ideas for what issues I wanted to prioritize as the “Nation’s Doctor.” Among my most important goals were to promote chronic disease prevention and to address the mental health and the opioid epidemics. However, what many people don’t realize about the role of US surgeon general is that as the operational head of the Public Health Service—a six thousand-person organization—you spend a lot of your time dealing with oversight, management, and HR issues. There were hirings, firings, promotions, payroll, and IT crises every day. Your government support staff is nowhere near the size industry standards would recommend for an organization that big, so a lot of decision-making that ordinarily shouldn’t and wouldn’t come to the “CEO,” too often did. Add to that the fact that the Trump administration (and the Obama administration before it) didn’t see the value of maintaining and supporting a uniformed Public Health Service Commissioned Corps. (Both Democrats and Republicans have continually tried to cut the Corps.) Literally after a few weeks on the job, I was asked to present a plan to significantly decrease the size of the Corps to help save the government and taxpayers’ money. A good 60–70 percent of my time on any given day was spent not addressing national health issues but trying to manage and save the US Public Health Service.

			I also dealt with the challenge of largely interim (and political) leadership. Tom Price—the first Department of Health and Human Services (HHS) secretary and one who would leave his role amidst a scandal about his use of a private jet instead of a commercial airline—was already in place. Dr. Brett Giroir was appointed to be the assistant secretary for health—a position as that sat above mine and controlled both my budget and staffing as surgeon general. However, the job was filled by an interim caretaker for six months while Dr. Giroir was waiting to be confirmed by the Senate. The “acting” appointees in HHS were all told not to spend any unnecessary money, allow any new hires, or make any big decisions until the new team was in place. In other words, I had a bare-bones staff, no budget, and both hands tied behind my back as I tried to stand up a new office, learn a new role, address a deadly opioid epidemic (and responses to three category 5 hurricanes), save a two-hundred-year-old uniformed service, and oh, be the nation’s top health spokesperson.

			Many people think the surgeon general hangs out in the White House and regularly interacts with the president, but that’s not true. Beyond an initial interview for the job held in Trump Tower in 2016 and the aforementioned Black History Month event, I didn’t encounter the president prior to 2020 and the pandemic. Public health is rarely a concern of any president unless, and until, there’s a crisis. Despite the belief of many that I could just “tell” Donald Trump to take a particular action or say (or not say) a particular thing, there were no lunches in the White House Mess, no invites to the Oval Office, and no moments when the leader of the free world popped his head into my office to ask my opinion about health policy. Further, the surgeon general actually sits several layers down in the HHS organizational chart, so you must secure permission from (and often compete with) others who sit above you in the quest for White House attention for your own priorities.

			Again, it’s important to understand that that’s the norm in every administration. I had been warned of this by prior surgeons general under both political parties who reached out to advise me. Those in public health don’t get a lot of appreciation or respect despite our important roles. It’s up to us to sound alarms and remind people repeatedly about topics that are mostly are out of sight, out of mind for them. And ironically if we do our job well and actually prevent a problem, we end up being seen as the boy who cried “wolf,” because the disaster we warned about didn’t unfold.

			Further, more people die from smoking or obesity each year than from COVID-19, but the media is reactive to new, shocking, and acutely scary health information, not standard health advice about chronic disease prevention or mental health. Most people are too busy with other life concerns to focus on their own health, so they don’t have the bandwidth or the desire to focus on what public health officials or health experts in the media have to say about often abstract or future threats. It’s easy to change the channel to find a “sexier” topic than the latest study on stroke prevention, why you should drink less and lay off the sweets, what to do to avoid contracting the flu this season, or why you’re not putting on enough sunscreen. Offering the public health information about “unsexy” topics is vitally important, however. As I highlighted in a Surgeon General’s Advisory,1 more people died from uncontrolled blood pressure in 2020 than from COVID-19.

			Also, no one likes to hear the bad news that there are disparities in health care and treatment. Black moms and babies are dying, and structural racism is to blame? It’s depressing, and people can feel helpless about (or blamed for) such systemic problems. Still, the US surgeon general’s bully pulpit is an incredibly powerful one, and I was determined to do my best to use it effectively.

			My prior role as Indiana health commissioner (Jocelyn Elders and I were the only two surgeons general in history to have run state health departments previous to taking on the role of Nation’s Doctor) meant I had more media experience coming into the job than most, yet I can’t consider myself an expert in communications like, say, a publicist or a journalist. I knew about two of the more notorious surgeons general’s communication efforts. Dr. C. Everett Koop (who actually was a surgeon) served under President Ronald Reagan in the 1980s and was known for mailing information to every US household about exactly how HIV—the virus that causes AIDS—was transmitted. Many found this scandalous. (Interestingly enough, he was able to do this with the assistance of Dr. Anthony Fauci, who was part of the US Public Health Service Commissioned Corps at the time.) Dr. Joycelyn Elders, who served under Bill Clinton in the early 1990s, was forced out of her position after she suggested it might be a good idea to teach children about masturbation in sex education classes. You see, I wasn’t the first to face public backlash for my messaging as surgeon general, and I won’t be the last. Even so, health promotion is largely about communication, so I didn’t have the luxury of fearing political challenges and unfair consequences for my advocacy. Long-faded headlines aside, on the heels of my local and national success advancing the controversial idea of harm reduction while serving as Indiana health commissioner, I took over the official US surgeon general’s Twitter and Facebook accounts and began posting regularly.

			Some were critical of my social media presence, suggesting that it was beneath the dignity of my position as three-star admiral, but the majority of Americans—even doctors—report getting most of their health information online. If I was going to influence health decisions, that’s where I needed to be. Unfortunately, despite being expected to be a national spokesperson on health, I had no dedicated social media support. I was composing and posting 50 to 75 percent of my own social media content on a daily basis. My kids know more about social media than I do. That fact, along with my plainspoken nature, and willingness and desire to engage with anyone who I felt wanted to talk about health matters, would be a recipe for trouble. But you make do with what you’ve got. (I continue to feel social media can be an important forum for “town hall” health discussions.)

			Soon after starting my job, I decided to focus on addressing our national opioid overdose crisis, which was an epidemic that predated the pandemic. I learned that while it hadn’t been done in over a decade, past surgeons general had issued “advisories” to call attention to issues of critical health importance. I convinced HHS leadership to let me put out an advisory calling on more people to carry naloxone—an opioid overdose reversal agent that can save a life. Having it on hand is like teaching people CPR. And, critical to my “bosses,” putting out this advisory was free. All I had to do was work with CDC, NIH, and FDA experts to compose it and use my influence as US surgeon general to promote it. Just as importantly, addressing the opioid epidemic was (and is) a rare bipartisan issue. Democrats and Republicans alike were happy to support and have a surgeon general standing alongside them fighting a public health enemy that didn’t care what political party you belonged to. (And if we’re being honest, this epidemic, which had raged for quite a while, was getting attention now because White kids were dying from it.) The opioid crisis allowed me to stand alongside Steny Hoyer (the Democrats’ number two in the House) and Dick Durbin (Democratic number two in the Senate)—two people who were vehemently opposed to the Trump administration. Despite outreach and offers to visit their states with them, I never was able to work with Democratic Senate leader Chuck Schumer or House Speaker Nancy Pelosi on this issue. People in these positions may feel they have bigger priorities than health matters or that they may have bigger targets on their back if seen to be working with the “enemy.” Perhaps even before COVID-19, crossing the aisle to work on a health issue that was killing Americans was a bridge too far for those in the highest political leadership positions.

			Still, my naloxone advisory is one of the accomplishments I’m most proud of from my three plus years as US surgeon general. The advisory correlated with a 400 percent increase in naloxone dispensing nationwide, meaning tens of thousands of lives may have been saved by it. It felt good to advocate for an issue that is very personal to me, because as I said, one of my brothers suffers from substance use disorder. I hadn’t had much success—even as surgeon general—in altering his trajectory, but maybe I could do something from a policy perspective that could save his life. Despite the obstacles, my tenure was off to a good start, and I was proud to be the Nation’s Doctor and effectively wield the influence that came with the job.

			Throughout my career, I’ve learned that if you aren’t at the table, you will likely find yourself and your priorities on the menu. You have to be present in the “room where it happens,” not only to present relevant information but also to give it important context so that decision-makers understand its weight. Also (and often), it’s not what gets advanced by being in the room, but what you stop from being done that matters most. People often see and identify actions you specifically took, but they don’t recognize the harm you prevented when you were present to say, “Hey, that idea’s a problem because…” or “Did you think about how this might play out in poor/Black/rural areas?”

			Being able to remain in the room and preserve your influence means maintaining a good rapport with the power brokers. I was fortunate to have had a good rapport with Vice President Mike Pence and Second Lady Karen Pence, and throughout my tenure, my seat at the table was often via direct or indirect invite from the Pences. That said, simply having a seat at the table doesn’t guarantee you’ll get the outcome you would like, but if you aren’t there, you are guaranteed not to be heard. You have to be willing to take some losses and, at times, accept a half a loaf (versus no loaf at all). No job is perfect or without guardrails, and my job as surgeon general was no exception, yet few jobs give you access to the top-decision makers on the planet.

			I was glad that being the US surgeon general gave me the platform to do the very difficult work I love. As a psychology major with substantial experience in health advocacy, I’m very familiar with how difficult it can be to get people to change their minds when it comes to health policy issues and to individually or collectively adopt healthier habits and lifestyles. Affecting public health is a long-term project that requires faith and patience. As I always tell audiences, the key word in “public health” is “public”—you need the public’s buy in, so I had to listen, have an open mind, build trust, and take advantage of opportunities to be heard.

			Again, I felt reasonably confident about my ability to communicate effectively, especially based on my past experiences, but even after dealing with three historic hurricanes in my first few months in office, I had no idea that another devastating storm—of a very different type—was coming.

			
			
		

	
		
			• Chapter 2 •

			Rumblings from Afar

			On January 1, 2020, Chinese officials closed the Huanan Wet Market in Wuhan, China, out of concern about an infectious disease outbreak that seemed to have originated there. Within days, the WHO was informed, and within a week, Chinese public health officials identified that a novel coronavirus was the culprit. The CDC announced on January 20 that their lab had confirmed the first case in the US.2 It’s essential to understand how rapidly this situation evolved and that our surveillance and response was very heavily dependent on information from other countries. We also have to remember what else was occurring in our country at that time.

			The presidential election and Democratic primary race were already on people’s minds, but the major political story consuming the media and Congress’s attention was President Trump’s impeachment. This had begun in December—at exactly the same time the strange pneumonia cases began appearing in China. The media was all over that historical political event, so the brewing health story in China did not get the airplay or congressional attention it could or should have. Because of politics and media obsession with all things Trump, we overlooked the first of what would be many missed opportunities that could have helped us mount a more prompt and effective response. Further, China’s refusal to share information or allow us to send in a CDC team to investigate the outbreak was a significant obstacle to our response.

			As the new virus was just starting its spread across the globe, I was coincidentally getting ready to take a trip to American Samoa to get a ground-level view of a terrible measles outbreak that was responsible for 5,700 new cases and 83 deaths. Vaccine hesitancy was a concern in the continental US as well. In 2019, I had taken trips to New York and Washington state in response to measles outbreaks caused by low vaccination rates. Was I concerned about the novel coronavirus I was increasingly hearing about? Yes, but I wasn’t alarmed. Every year, we experience new strains of respiratory viruses, but they usually fizzle out with little fanfare. It’s usually the same old viruses, like flu and measles, and the failure of people to get their shots to prevent those diseases that ends up fueling the most deadly and worrisome annual outbreaks.

			To give you some essential temporal and global perspective, we had fought SARS in 2003 without the need to develop a vaccine. We had survived outbreaks of Zika and H1N1 (swine flu) that were predicted to have a far greater societal impact than they actually did, even as bad as they were. In short, they eventually burned themselves out. The foreshadowing legacy of the Ebola outbreak in the US in 2014 was that far more people were harmed from delayed or denied care for other medical issues due to fear of Ebola than actually died from it. In other words, Americans had heard public health officials cry “wolf” before, so few people were going to pay attention to the latest infectious disease outbreak halfway across the world. Besides, non-stop coverage of a historical impeachment trial was keeping both the people and their elected leaders distracted.

			Thanks to global commerce and travel, it was inevitable that COVID-19 would arrive in the US. The reality was not if, but when. The first actual US COVID-19 patient lived in Washington state, but had recently traveled to Wuhan, China. There was uncertainty about the virus’s origin, but we were hearing that it was most likely transmitted from an animal to a human via a wet market, where people sell and buy exotic animals to eat. (Notably, the public health community had warned of the dangers of infectious disease transmission via wet markets. But, in a story as old as time, human convenience and keeping the economy churning had continued to win out over public health prudence.) Though there are convincing studies that now strongly suggest the origin of the virus to be an incidental wet market transmission, I have to acknowledge it is possible that the virus originated in a lab, and that possibility would capture and still holds the attention of many. Given the secrecy of the Chinese government, if the virus did escape a lab, it is highly improbable we will ever be given that information. In short, it’s my belief that we will never know for certain how the virus originated. China’s not suddenly going to say, “Hey guys, we want to come clean.” But I personally believe the evidence suggesting it came from a wet market is the most compelling and likely to be correct.3
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