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To Debbie






You superpowers spend billions on preparing for war and on fighting terrorism… and pennies on disease. That makes no sense. You can negotiate with your enemies to avoid war. You can change the behavior that makes you a terrorist target. But you cannot negotiate with a virus. And viruses kill more people than those ever will.

—Dr. Michael J. Ryan, World Health Organization coordinator of epidemic response, to the author, circa 2000








Part One INITIAL REFLECTIONS ON PANDEMICS







Chapter One COVID AS A NERVOUS CONDITION


It began innocuously.

On December 31, 2019, I saw a notice on the disease-alert service ProMED-Mail about unexplained pneumonia cases linked to a seafood market in Wuhan, China. I remember thinking, Huh—that sounds like the way SARS began: mystery pneumonia in a Chinese city, no more information. But I was busy with a story for The New York Times about the bad flu season then shaping up in the United States. Also, some ProMED alerts turn out to be false alarms. I filed it away mentally as something to keep an eye on.

In the earliest days, as more news came out of China, it didn’t seem too serious. We speculated and made jokes about it. One colleague in China asked on an email chain if it could be a fish virus, since it was from a seafood market. I said I doubted it; I’d never heard of humans catching a fish virus, and besides, it caused pneumonia—and fish didn’t have lungs. “Aquaman has lungs and gills,” a foreign desk editor injected.

On January 8, China announced that, in 15 of the 59 pneumonia cases, it had detected a coronavirus that had never been seen before. I helped our Beijing and Hong Kong bureaus write that story. There were conflicting reports about how many of the known cases were connected to the market, which by then we knew also sold meat and wild game. There were also conflicting reports about whether there was any human-to-human transmission.

I suggested to my colleague Sui-Lee Wee that she keep an ear out for reports of “sustained” human-to-human transmission. Some limited human transmission was to be expected, since it had occurred in both SARS and MERS. Those coronaviruses—Severe Acute Respiratory Syndrome, which emerged in southern China in 2003, and Middle East Respiratory Syndrome, which emerged in Saudi Arabia in 2012—were highly lethal but ultimately containable because they did not transmit easily. Sustained transmission would be a much bigger threat.

We didn’t know it at the time, but a week earlier, as soon as the first reports of pneumonia arose, Wuhan’s mayor, Zhou Xianwang, had ordered a cover-up. An ambitious politician, he had a local party congress scheduled for mid-January that would advance his career. He was also planning a January 19 potluck dinner for 40,000 families that he hoped would put him in the Guinness World Records book. Police officers visited the doctors who had first reported the mysterious infections and told them to keep quiet or else face arrest. The market was shuttered on January 1. The sellers dispersed, their meat and live animals went elsewhere or into the trash, and the venue was hosed down. Even if that was a sensible decision for safety’s sake, it amounted to trampling a crime scene, obscuring the origins of the pandemic to come.

On January 16, the CDC—the U.S. Centers for Disease Control and Prevention, based in Atlanta—said it would screen passengers arriving from Wuhan. However, it did only temperature checks, and we did not yet know that asymptomatic transmission existed. Unbeknownst to anyone, an infected passenger had arrived in Seattle on January 15.

On January 17, I went on vacation—a long-planned trout-fishing trip to Argentina. In retrospect, I clearly guessed wrong about how long it would take the virus to exit China. My editor in science news later told me that a foreign desk editor said: “He’s on vacation? If he worked for us, he wouldn’t be.” (On the other hand, the paper was constantly pressuring us to take our vacation days because it disliked paying out our unused ones, as our union contract required.)

When I can’t stay asleep—which is most nights—I listen to the BBC World Service, hoping it will lull me back under. In Argentina, I lay awake for long stretches listening to news from China. The old friends I was fishing with said, “You came to breakfast looking more worried each day.”

In mid-January, Beijing sent an investigative team to Wuhan headed by eighty-three-year-old Dr. Zhong Nanshan, a hero of the 2003 SARS outbreak and nicknamed “China’s Dr. Fauci.” On January 20, Dr. Zhong said on national TV that there was clearly human-to-human transmission, including to medical personnel, and that Wuhan should be avoided. (He also said it was not as contagious as SARS, which later proved very wrong.) Three days later, Beijing shut down all travel to and from the city and the surrounding Hubei Province. At the time, there were only 500 confirmed cases and 17 deaths. The enormity of that decision would not become clear until later.

That same day, as I was leaving Argentina, the World Health Organization convened an expert panel to debate whether China’s outbreak was a PHEIC, a “public health emergency of international concern.” (I have heard PHEIC pronounced as “fake,” “fike,” “pike,” and even “pick.” As far as I can tell, there is no official pronunciation.) It concluded that it was not. My editor called to ask what I thought. I said that, given what we knew, the WHO decision made sense—on technical grounds. It was clearly a growing emergency inside China, but only a handful of cases and no deaths had occurred outside, so it wasn’t really yet an emergency “of international concern.” The expert committee, we learned later, was sharply split, and China had lobbied hard against declaring an emergency.

One week later, on January 30, even with fewer than 100 confirmed cases outside China, the WHO did declare one. The writing was on the wall.

Inside China, on January 27, Mayor Zhou apologized on national TV for reacting too slowly. He offered to resign but was allowed to keep his job. (I found that strange, since some mayors had been summarily dismissed during the SARS epidemic and Hubei’s officials were replaced. But Mr. Zhou is a prominent member of China’s large Tujia ethnic group and perhaps Beijing was reluctant to humiliate him.)

On the evening of the 30th, China reported having nearly 10,000 cases with about 200 deaths. On the subway, mulling over the day’s news, I realized with shock what that meant: this was not the return of SARS. A virus that could rocket from 500 cases to 10,000 in one week and that had had a fatality rate of 2 percent was very close to what the world had seen in 1918. That pandemic—the Spanish flu—had lasted two years, infected most of the world’s population, and killed over 50 million.

I came in to work the next day very jittery. “This is it,” I told my editor. “This is the Big One. This is going to be 1918 all over again.”

She balked: “You have to talk to a lot of scientists before we can say that in The New York Times.” I called a dozen of my regular sources—doctors who had played major roles in fighting smallpox, AIDS, Ebola, and other epidemics. They were divided: eight said yes, two said no, two were undecided. But one of the eight yeses was Dr. Anthony S. Fauci, whom I caught just as he was walking into the White House for a meeting about the outbreak. That helped convince my editor I wasn’t crazy.

On February 2, the Times published my piece saying many experts felt a pandemic was inevitable.

By then there were 17,000 cases and 360 deaths and the virus was in 23 countries. Even so, I faced a mountain of disbelief. The article did not make page 1 or even get a “reefer”—a front-page one-sentence reference; it ran on page 12. The front page did have a well-written analysis of China’s reflexive secrecy about disease, along with stories about impeaching President Donald Trump, Brexit, bullying inside Victoria’s Secret, and the Super Bowl.

Only a few Americans were alarmed, but clearly some were. I went out to buy some masks and gloves and found none left at every pharmacy I tried. I wrote an article about the possibility of shortages as the disease spread. When I called the CDC for comment, they seemed only mildly concerned; a midlevel official told me she had asked the big pharmacy chains to hold back supplies. When I called the chains, however, they professed to know nothing about any such request and were selling everything they could.

On January 31, after President Trump issued his executive order barring entry to noncitizens leaving China, I was asked to sit in on a meeting about what it would do to China-U.S. trade. After about half an hour of editors discussing story ideas, I interrupted to say, with some exasperation, “You don’t understand. This isn’t going to stop at China. Japan has cases. South Korea has cases. It’s on the move.” A deputy business editor looked at me condescendingly. “Are you saying flights to other countries will stop?” he asked. “Yes,” I said. “This is going to affect the whole world.” He made a blatant scoffing noise in my face and turned away.

Soon I found myself getting into email arguments, especially with foreign desk editors, and occasionally being reprimanded for my tone. That desk—whose correspondents in Beijing, Shanghai, and Hong Kong were regularly harassed and denied visas by the government—seemed to assume that everything emanating from Beijing was a lie. On February 12, when the case numbers in Wuhan doubled overnight, they assumed the books were cooked. I explained that, with tests for the virus in short supply, the government had permitted doctors to confirm diagnoses on the basis of X-rays alone, so case numbers had to jump. When China forced people into quarantine, the desk saw it as outrageous and believed rumors that the sick and the healthy were being quarantined together; I argued that mixing the two would make no sense, so I doubted there was any such policy. But isolating just the infected, harsh as it was, I said, could dramatically slow the spread.

All February, too much reporting focused on one passenger ship, the Diamond Princess, because it was full of Americans. Then a single passenger from the Westerdam—a second cruise ship that had been ordered away from port after port until it was finally allowed to disgorge its passengers in Cambodia—tested positive as she passed through Malaysia on her way home. The foreign desk dispatched half a dozen reporters to chase down Westerdam passengers, assuming they constituted a viral wave headed for America. I argued that, since the ship’s captain said there had been no outbreak aboard, and since only one passenger had tested positive—and at a lab that did not meet WHO standards—it must have been a false positive. I wasn’t believed; the reporters were kept chasing passengers. The CDC later confirmed my supposition that she’d never been infected. (In those days, the idea that a medical test could give a wrong answer was unfamiliar—except to medical professionals and science reporters.)

To be fair, at that time, most of the nation had trouble believing the threat was real. New York’s mayor rebuffed suggestions that the St. Patrick’s Day parade be canceled. A player for the Utah Jazz mocked reporters’ questions about ending the basketball season by wiping his hands on all their microphones.

The stock market was initially slow to react. Then on February 24, the Dow Jones Industrial Average dropped 1,000 points, the first lurch in what would ultimately be a 30 percent drop. President Trump responded with a tweet: “The Coronavirus is very much under control in the USA. We are in contact with everyone and all relevant countries. CDC & World Health have been working hard and very smart. Stock market starting to look very good to me!”

The next day, in a phone call with reporters, Dr. Nancy Messonnier, the CDC’s chief of respiratory diseases, effectively contradicted him, saying a major outbreak in the United States was “not so much a question of if this will happen anymore, but rather a question of exactly when this will happen, and how many people in this country will have severe illness.” She suggested that Americans “start thinking about” how they would cope if their schools and businesses closed, gatherings were canceled, and travel was limited.

The markets tumbled further, enraging the president.

On February 27, prompted by Dr. Messonnier’s words and the shaky markets, Michael Barbaro invited me onto his podcast, The Daily. He began by asking how many epidemics I had covered and how bad I thought this one could be.

I answered that I always spent a lot of time thinking about whether what I wrote was too alarmist—or perhaps not alarmist enough. Although this sounded alarmist, I said, the new epidemic looked to me like an echo of the Spanish flu. China’s study of the first 45,000 cases had found a fatality rate of 2.3 percent—similar to estimates for 1918. We would not all die, of course, but 2 percent mortality meant we would all know someone who died. I mentioned a friend whose grandmother had died in 1918.

We talked about how spooky I found the reports from China. Despite the availability of lifesaving measures that had not existed a century ago—piped oxygen, ventilators, antiviral drugs, steroids for lung inflammation, antibiotics for bacterial pneumonia—large numbers of people were still dying. We talked about our own domestic shortage of ventilators. We talked about the Wuhan lockdown during Chinese New Year, which I compared to locking down Chicago at Christmastime. Most experts felt that making a vaccine would take more than a year, since the record was four years, set by mumps vaccine in 1967. I doubted that any of the drugs then being tested in China would prove effective. (If one had really been a miracle cure, I said, word would have already leaked out.) Therefore, I said, we might have to enforce our own China-style shutdown to stop the virus when it arrived. But I worried that we couldn’t because Americans don’t like to be told what to do, and many would resist.

Michael asked me what I was doing personally to stay safe. I told him I had bought a box of masks—I’d finally found some—but felt guilty because hospital workers needed them more. I worried about supply chains drying up, so I had ordered more of my blood pressure medicine. Also, I always had a month’s worth of food in my basement “because that’s the kind of guy I am.” (I had stocked up after Hurricane Sandy in 2012.)

Later many Daily listeners, especially younger ones, told me that episode was what first made them take the threat seriously. Some Trump supporters, on the other hand, still accuse me of spreading panic, spooking the stock market, and triggering runs on grocery stores.

I was also meeting skepticism in my personal life. I played in a weekly softball game and a squash round-robin, and one of the squash players said he had heard me on The Daily but wasn’t convinced. “I’ve got tickets for Greece in July,” he said, “and I’m going.” “I don’t think your trip will happen,” I said. “You should get your deposit back.” “No,” he insisted. “I am going. I don’t care what you say.” “OK, so don’t get it back,” I said with a shrug. “But I wouldn’t be in a hurry to pay the rest.”

One of my coworkers, a security guard, stopped me in the lobby to ask, “This disease doesn’t affect black people, right?” “What?” I replied. “Where did you get that idea?” “Because it’s not in Africa,” he said. “That’s because there aren’t many flights there from China,” I said. “It’ll get to Africa. Don’t kid yourself—you’re not immune. Be careful.”

In the paint store where my girlfriend worked as a color consultant, one of her coworkers assured her that he was safe because he never ate Chinese food or drank Corona beer. He wasn’t joking.

Even one of my oldest friends at the paper was skeptical. He was an obituaries editor. I sent him an email saying his life would probably soon get very hectic because lots of Americans would die. But sports events would probably be canceled, so some great sportswriters would be idle. Why not, I asked, recruit them as obit writers?

He answered with a quasi-science-based argument: China had suffered fewer than 5,000 deaths, and the United States had only a third of China’s population, so we should have only 1,500 or so. Of 1,500 random deaths across America, it wasn’t likely that many would merit New York Times obituaries, so he wasn’t worried.

“We’re not going to have just 1,500 dead,” I wrote back. “We’re not China. We’re not going to be able to control this.” He wasn’t convinced. (Ultimately, the whole staff and many freelancers wrote hundreds of mini obituaries under the rubric “Those We’ve Lost.”)

The first time I got nervous for myself, however, was not until early March, when the CDC, after a disastrous two-month delay, finally rolled out large numbers of PCR tests—polymerase chain reaction tests that can detect the tiniest amounts of a virus’s genes in a nasal swab. Up till then, New York’s testing had been spotty. We knew about a big outbreak in a Westchester County synagogue and one at a New Jersey family dinner that killed four relatives. Now, suddenly, positives were pinging up all around me: a work colleague already hospitalized with pneumonia, another colleague’s husband, a parent in a friend’s child’s school, five patients in the hospital where my girlfriend was a volunteer. I wrote a long email to my extended family, my friends, and all the squash and softball players I knew. New York was probably hot with virus right now, it said. Any subway pole or door handle could be contaminated. Any restaurant or party or meeting might be a superspreader event. So please be careful.

Most thanked me. Some thought I was being ridiculous.

On March 9, the Times began encouraging us to stop coming into the office. I kept going in until the 11th, to do one last Daily episode in the recording studio. By then my nights were only three hours long—I would basically drink myself to sleep at 11 p.m. with four glasses of wine at dinner. Nightmares would jolt me awake at 2 a.m., and I’d feel compelled to get up and keep reporting. I scanned Hong Kong and European news sites for what had happened the previous day, trying to guess how their crises would play out in the United States. I felt like Cassandra, the prophetess condemned to see the future but never be believed.

I could see Troy burning—in our case, thousands of Americans dying—so I couldn’t stop, hoping something I said or wrote might blunt the blow.

By the third week of March, some of the crazy-sounding stuff I’d been spouting came true. The St. Patrick’s Day parade was canceled; so was the basketball season. Schools closed, as did bars, restaurants, movie theaters, and Broadway. Most of us were asked to stay indoors and work remotely. We were divided into “essential” and “nonessential” workers. Masks were nowhere to be found, so YouTube videos appeared showing how to cut one from an old T-shirt or wrap your boxer briefs around your head. Hand sanitizer disappeared, so prisoners were ordered to make it. Stores saw shoving matches over toilet paper. We started washing down our groceries with bleach.

Day by day, the city’s intensive care units filled up. Ventilators and personal protective equipment (PPE) ran short. Exhausted nurses were forced to protect themselves with garbage bags and wear the same masks day after day.

Soon New Yorkers began dying—first in drips, then in gouts, then in cataracts. Some nursing homes lost dozens of residents. Seniors and people with cardiac problems or diabetes died. So did frontline personnel: nurses, doctors, paramedics, police officers, transit workers, grocery clerks.

Mount Sinai Hospital became so crowded that tents were erected in Central Park to take the overflow. Hospitals forbade visitors, so thousands of New Yorkers died alone or said goodbye on cell phones. Hospitals stacked bodies in refrigerated trucks. Funeral homes ran short of caskets; Jewish burial societies ran out of shrouds. A photographer flew a drone over Hart Island, the city’s pauper cemetery, and captured a deep mass grave with coffins stacked inside it.

At seven o’clock each night, we unglued ourselves from the news and stepped onto our stoops or leaned out windows to bang on pots and cheer for the emergency workers. In my girlfriend’s U-shaped apartment building, we got to know the neighbors by waving at each other as we clapped. If a police car or ambulance turned into the driveway, we cheered until the crew got out and waved.

Everyone in the country was deeply frustrated and suffering—from the loss of jobs, from loneliness or grief, from the fear of death. By contrast, I felt more fulfilled than I ever had before, even as I worked harder than I ever had in my life. It was as if I had trained for twenty-five years for a story like this, and it had dropped in my lap just as I was contemplating retirement. I hadn’t wished for it, but it made me useful, which was exhilarating.

The nature of my job also changed. Like all reporters, I was used to covering the past: something happens—a fire, a murder, an election, a coup—and you write it up. Suddenly the masthead, the paper’s top editors, were assigning me to cover the future. Each month I would interview dozens of experts—epidemiologists, virologists, vaccinologists, medical historians, economists—and write long multichapter pieces synthesizing their thoughts and trying to envision what would happen next.

As the deaths mounted, my work got darker. My April 18 piece titled “The Coronavirus in America: The Year Ahead” was so grim that the photo editor illustrated it in black and white. The photos showed the entrance to one of the Mount Sinai tents, rows of refrigerated trucks on Randall’s Island, an almost-empty Staten Island Ferry, a patient in an ambulance, a nurse checking her PPE, and a charity giving food boxes to families with children.

“It was impossible,” I wrote, “to avoid gloomy forecasts for the next year. The scenario that Mr. Trump has been unrolling at his daily press briefings—that the lockdowns will end soon, that a protective pill is almost at hand, that football stadiums and restaurants will soon be full—is a fantasy, most experts said.

“ ‘We face a doleful future,’ said Dr. Harvey V. Fineberg, a former president of the National Academy of Medicine.”

In retrospect, the story got much right—and much wrong. It took not months but years for society to return to normal. Our social restrictions went on and on, but they were “lockdown lite” and barely enforced. Americans quietly went on dates, held clandestine parties, drove anywhere they wanted. We flattened the curve of hospital admissions but never came close to stopping the virus. China kept its cities clamped tight until each had zero cases for two weeks; we never had fewer than 30,000 a day. Our work lives were so devastated that the government had to pour in billions to keep the economy afloat. Notions that once would have been deemed un-American became realities: Evictions and bank foreclosures were banned. Mortgage and tax payments were delayed. Millions who had recently had good jobs got unemployment checks.

Vaccines arrived far faster than the experts I had interviewed predicted. Convalescent plasma did not work as well as they hoped. Monoclonal antibodies did work, but never gained wide acceptance. “Immune passports” never became routine except in New York State, and even there mostly for entering restaurants. Young people did not deliberately infect themselves in order to rush back to normal life; normal life wasn’t allowed.

To explain how the future would probably work, I cited Tomas Pueyo’s seminal Medium essay “The Hammer and the Dance.” First the “hammer” of lockdown would slow the spread, then we could briefly “dance” out to see how much freedom we could enjoy before deaths ticked up and the hammer fell again. Sadly, we never became organized enough to rationally cycle in and out of lockdowns like that. I also noted a prediction Mr. Pueyo made: the virus would initially kill Democrats because it was spreading in cities, but it would eventually reach rural states where Americans were older, heavier, farther from hospitals, and mostly Republican. He was proven right—but for a different reason, which neither of us foresaw: a year later, when the miraculously effective vaccines arrived, millions of conservatives would reject them. By late 2021, Americans living in counties that had voted for Trump in 2020 were three times as likely to die of Covid as those in counties that had voted for Joe Biden.

At the time I wrote that “Year Ahead” piece, New York had been closed down for less than a month and only 34,000 Americans had died. Nonetheless, it was considered so grim, and so contradictory to the president’s rosy predictions, that orders came down from the masthead to make it more optimistic. When I resisted, saying that none of my sources were anything but gloomy, my editor simply inserted cheerful sentences like “Some felt that American ingenuity, once fully engaged, might well produce advances to ease the burdens.” He insisted it end on an upbeat note. We finally agreed on “If a vaccine saves lives, many Americans may become less suspicious of conventional medicine and more accepting of science in general—including climate change, experts said. The blue skies that have shone above American cities during this lockdown era could even become permanent.”

That was the first time in my career I had been ordered to change the mood of a story.

On The Daily, by contrast, Michael Barbaro let me describe how my sources actually felt and point out that reopening the country in May or June would lead to disaster. “If we all tried to come out at once,” I said, “everything would look cool for about three weeks. And a week or two after that, the emergency rooms would start to fill again, and people would start to die again.”

Now that seems obvious. At the time, however, the notion that you could fine-tune the number of dead with the strictness of your public health measures was not instinctively understood.

The first wave was a disaster because we had spent all January and February in a headless-chicken phase. We had had plenty of warning. But we reacted slowly because of disbelief, especially at the very top. Then we had no tests. Without them, we had no idea where the virus was. If we had, we might have shut down New York sooner. Even a week might have saved thousands of lives. If we’d known how rare the virus was elsewhere, we might have let much of the country stay open, then closed it hotspot by hotspot, not all at once. We might have slowed travel out of the hotspots, closed some school districts but not others, moved medical personnel and goods to where they were most needed, and so on. Everything might have been different. Common sense might have prevailed, instead of frustration and anger.

What no one—me, my sources, my editors, or The Daily producers—perceived back then was how polarized the country would become. In April there still was a feeling that we were all facing a calamity together; even President Trump had seen the projections of 240,000 deaths by midsummer and agreed to the pause he called “15 Days to Slow the Spread.” No one yet imagined that the virus would be declared a Democratic hoax perpetrated to weaken his reelection chances by triggering a recession. No one imagined that so many Americans would reject masks and then vaccines even as their friends and family members died—and then insist they had died of other causes. No one yet imagined that the country would numbly accept the levels of death it ultimately did. When the toll hit 100,000 dead, the Times devoted its entire front page to their names. Two years later, when the toll was more than ten times as high, we were so battered that we could barely keep the right number in our heads.

Grim as my early piece was, the national insanity and the exhausted acceptance that would ultimately descend on us were still beyond contemplation.






Chapter Two HOW I GOT HERE


I spent about twenty-five years covering global health for The New York Times.

My accidental introduction into the beat—and my education—began in 1998, when I visited an orphanage in Johannesburg, South Africa, the Cotlands Baby Sanctuary. The toddlers headed toward me, their arms out to be picked up and hugged. One chubby little guy with a runny nose wrapped himself around my calf as the teacher showed me the kitchen and the playrooms.

I felt terrible because I was at Cotlands for a reason. Except for a few with swollen glands, the children all looked fine—happy and healthy.

I finally detached the little guy and went out into the hall with the head nurse. I knew the answer to my next question—but I didn’t want to ask it.

I nodded back toward the room full of kids. “They’re all… going to die?” I whispered.

The nurse, Kathy Volkwyn, a white Afrikaner, almost burst into tears. “Yes,” she said. “These babies are probably all going to die.”

That Cotlands class was for the HIV-positive children, born to mothers who were themselves infected. All were African or mixed-race. Some of their mothers had already died; all the rest were doomed to.

In Africa in those days, adults with HIV usually lived five or six years after being infected. But babies who picked up the virus in the womb almost always succumbed sooner. Few of these kids would make it even to age four.

By that time, triple-therapy antiretroviral cocktails had been saving the lives of HIV-infected Americans for almost three years. AIDS in America was changing from an inevitably fatal plague into a manageable chronic infection. A triple-therapy pioneer, Dr. David Ho, had been Time magazine’s 1996 Man of the Year. But there was no medicine for these kids.

“We have a hard time raising enough money to pay for milk and nappies,” Reva Goldsmith, Cotlands’s assistant director, told me. “We can barely pay for Ciprobay for their ear infections.”

Back then, triple-therapy cocktails cost up to $15,000 a year. The companies that made them had zero interest in lowering their prices for Africans. Also, there were no pediatric formulations, nothing a child could swallow. The customers they wanted were gay men with health insurance in America, Europe, Japan, and Australia.

Nearly all other modern drugs were equally out of reach. Enough Ciprobay—ciprofloxacin, then a relatively new antibiotic made by Bayer, the aspirin company—to treat an ear infection cost about $40 in South Africa. There were generic versions made in India and elsewhere, but South African law, written to please the country’s powerful pharmaceutical lobby, made importing them illegal.

I was just beginning to understand why.

I was not then a health reporter; I was a Johannesburg-based foreign correspondent covering southern Africa. I was on this particular story because, a few weeks earlier, a commercial attaché at the U.S. embassy in Pretoria had asked to meet me. He suggested I write about something the U.S. government—this was during Bill Clinton’s presidency—strongly opposed. And that he personally considered outrageous.

The South African Parliament, he said, was on the verge of passing a bill that would make it possible for the national health minister to nullify any patent that pharmaceutical companies had registered in South Africa. If it became law and the minister thought a drug was too pricey, he or she could claim patent abuse and assign the right to provide the drug to someone else—even an Indian company.

My first reaction was identical to his: I thought the idea was outrageous. I’d been brought up reading biographies of the Wright brothers, Thomas Edison, and George Washington Carver, and I admired inventors. I thought it was terrible that someone could take a product inspired by genius, copy it, and sell it for less.

Also, in those days, the pharmaceutical industry was still basking in the afterglow of its post–World War II miracles. A torrent of new antibiotics had driven back tuberculosis, scarlet fever, and syphilis. Vaccines had beaten childhood scourges. Drugs that could cure cancer were being invented. Psychoactive drugs were helping victims of depression and schizophrenia lead normal lives instead of being institutionalized. The Pill had given women control over their sexuality. There was even talk of a magic pill that would one day help men get erections.

At the time, most Americans had very favorable views of the industry. It also wielded such power in Washington that, when President Clinton made his “African Renaissance” tour of the continent in 1998, he threatened to impose trade sanctions on South Africa if the patents bill became law.

But the more reporting I did—and especially after I talked to drug-access activists at Doctors Without Borders—the clearer it became to me that the real villains of the piece were the pharma companies. Rather than seeking to cure the greatest number of victims, they focused only on protecting their patent monopolies so they could keep charging the enormous markups to which they had become addicted. In public, they emphasized how much they plowed back into research. But the truth was that vast amounts were spent on lobbying, patent battles, and on wining and dining doctors. (Until 1997, it was illegal to advertise drugs to consumers on television, so they had long been spared that huge expense.)

In South Africa, the pharmaceutical lobby ran ads against the bill. The most memorable one featured a crying baby. “Health Warning!” it read. “Remain Silent and the Unsafe Control of Medicine Could Cost You Forever.” The new law, the ads said, would let unscrupulous operators import “counterfeit, fake, expired and harmful medicines.” Generics, they suggested, were shoddy goods made by “pirates.”

The companies coordinated their pressure tactics. Merck, SmithKline-Beecham, Bristol-Myers Squibb, Pharmacia & Upjohn, and Eli Lilly all either closed their South African factories or said they would drop expansion plans if the law passed.

The trade association’s chief executive went even further: she publicly threatened to cut off all new medicines.

In an interview, I asked her if she was serious in saying that South Africans would be denied access—at any price—to the novel drugs then being developed for AIDS, cancer, and other diseases. She said yes.

“Are you literally,” I asked, “threatening to let thousands of your fellow South Africans die if you don’t get your way?”

She hemmed a bit, and then answered: “In so many words, yes. It’s very clear—when countries start tampering with patent rights, the new innovations aren’t released there.”

I was shocked.

“Do you think that’s a winning tactic?”

“Health is a very emotive topic,” she answered. “When one party is totally unreasonable, the other becomes totally unreasonable. It becomes tit-for-tat. It’s playground tactics, I’m afraid.”

Even with such a blatant blackmail threat on the record, my first story about the law had a tone that was still ambivalent. What South Africa wanted to do seemed so radical. It certainly seemed radical to the business editor who handled it. Neither he nor I realized at the time that South Africa was merely granting itself the same absolute powers over patents that many governments—including the United States—already held.

That led me to reporting more stories on Africans dying because they couldn’t afford medicine.

The majors were not keeping prices high only on antiretroviral drugs. For example, an antifungal sold in the United States for $25 a pill to cure vaginal infections and toenail fungus also cured thrush, an oral fungus that afflicted people with advanced AIDS. In a thrush-filled throat, one clinician said, a sip of water was “like swallowing razor blades.” Another drug that eliminated women’s facial hair could also cure sleeping sickness—which, despite its somniferous name, ravages victims like rabies before it kills them. But the companies wanted to make just pills or creams, not the intravenous versions needed to fight thrush and sleeping sickness. And they were uninterested in lowering their prices.

In the past, the U.S. government had not hesitated to employ its own tough patent love. In 1917, when the military wanted hundreds of airplanes for the war, it compelled all the manufacturers, including the Wright brothers’ company, to “pool” all the patents they held on components like rudders and ailerons and accept a 1.25 percent royalty—a few hundred dollars per plane. The alternative, Franklin D. Roosevelt, then secretary of the navy, told them, was to see all their patents revoked.

In 2001, when anthrax-filled letters mailed in the wake of the September 11 terrorist attacks killed five Americans, the George W. Bush administration wanted to greatly expand the national stockpile of ciprofloxacin—which cures anthrax as well as ear infections. To force Bayer to lower its prices from about $5 a pill to less than $1, it threatened to ignore Bayer’s patent and buy generics instead.

Some African countries definitely did have problems with substandard drugs from India, but I asked my Doctors Without Borders contacts which Indian companies had the best reputations. They named three.

I sought interviews and in 2000 went to India for the first time. Only one, Cipla Ltd., really welcomed my inquiries, so I profiled the company and its chairman, Yusuf K. Hamied. He was a Cambridge University–trained chemist and the son of a fierce Indian nationalist whom Gandhi himself had encouraged to start a pharmaceutical company to break the stranglehold that British pharma firms held on the country. Cipla ran spotless modern factories on budgets minuscule by Western standards. It made active ingredients for Western companies, so its factories had passed inspections by the U.S. Food and Drug Administration (FDA) and its European and Japanese counterparts. Dr. Hamied proudly showed me the inspection reports.

He made the $25 antifungal pills for 20 cents each and was turning a modest profit. Everything he did was legal under Indian patent law, and he was furious at being called a pirate.

On December 1, 2000—World AIDS Day—my profile of Cipla and its chairman made the front page of the Times.

Three months later, another drug-access activist told me that Cipla was willing to make a triple-therapy cocktail for $350 a year—less than a dollar a day. I called Dr. Hamied to confirm that, reaching him at midnight at a London dinner party. He said yes, that if he could get enough guaranteed orders to justify the cost of switching over his factories, he would offer that price to Doctors Without Borders and any African nation that could pay for them.

By then many outlets had done pieces about Africans dying because of Big Pharma greed. The story had become far bigger than it had been three years earlier when I had gone to Cotlands.

The drug companies, blind with hubris, had sued not just South Africa to overturn the patents law, but even its president, Nelson Mandela, who was regarded as a living saint. It was a public relations disaster.

More and more activists were joining the crusade, including Act Up Philadelphia, James Love of the Consumer Project on Technology, Bill Haddad of the Generic Pharmaceutical Industry Association, the advocacy group Health GAP, the Yale Law School Global Health Justice Partnership, Oxfam, and others. One HIV-positive South African activist had become famous for putting his own life on the line: Zackie Achmat refused to take antiretrovirals until all his countrymen had access to them. In late 2000, he had been arrested for smuggling generic fluconazole, the thrush-curing drug, in from Thailand. (He eventually took antiretrovirals in 2002 after Mr. Mandela appealed to him as death was closing in and the South African courts were on the verge of forcing the government to provide the drugs in public hospitals.)

As vice president, Al Gore had made his own trip to South Africa, where he reinforced the administration’s displeasure. When he ran for the presidency in 2000, American AIDS activists had begun interrupting his rallies with big banners reading “Gore’s Greed Kills Africans.” Puzzled campaign correspondents asked what they meant and began covering the issue. Since political reporters get far more readers than science reporters do, the story had grown that much bigger.

“Dr. Hamied,” I said, “after tomorrow, your life is going to be different.”

In part because my last story about him had made the front page, this one did also. His offer dropped like a bomb into the battle over global drug pricing.

Once it was accepted, which took months of negotiation, his generic competitors also piled into the market. Other countries in Africa, Asia, and Latin America began writing patent laws like South Africa’s.

Since most poor countries had no equivalent of the FDA, the WHO created a division to assess the safety and efficacy of drugs.

Slowly, the price of AIDS cocktails fell from $15,000 to below $350 a year.

Those low prices allowed the George W. Bush administration to create the President’s Emergency Plan for AIDS Relief (PEPFAR) in 2003 and later the President’s Malaria Initiative. Kofi Annan, the UN secretary-general, led the creation of the Global Fund to Fight AIDS, Tuberculosis and Malaria. A rare bipartisan alliance in Congress between foreign policy liberals and Christian conservatives with links to African missionary hospitals supported all those efforts.

The foundation that President Clinton started in retirement began acting as a “market maker,” bringing donors, developing countries, and all kinds of pharmaceutical companies to the table to work out cost-cutting deals.

Cipla’s success—at one point it was supplying 70 percent of Africa’s AIDS drugs, including pediatric formulations—made Dr. Hamied rich. Over the next twenty years, he gave so generously to Cambridge, his alma mater, that it renamed its chemistry department after him.

Now it’s the norm for Big Pharma companies to offer “tiered pricing,” including midlevel prices to middle-income countries and rock-bottom ones to the poorest. They take many precautions, of course. For example, they may change the name, the shape, and the color of a pill and its packaging to prevent leakage back into lucrative Western markets. They even compete to outrank each other on the Access to Medicine Index, which measures how much effort they make to help the world’s poor: how much they cut prices, what patents they sublicense to generics makers, what neglected diseases they research, and so on.

Since those days, because of affordable drug prices and the generosity of donors—especially American donors—it’s been estimated that the Global Fund, PEPFAR, and the Malaria Initiative have saved at least 30 million lives.

As I watched and reported, the world was changing its attitude toward the dying poor.

I changed, too. In 2002, at the end of seven years overseas, I was called back to New York. I was at loose ends. The last stint I had worked in New York was in culture news, covering Broadway—not as a critic, but writing about the theater business and its gossip. The executive editor asked me if I wanted to go back to the culture department. I said no. I didn’t say so, but by then it seemed like something out of a half-forgotten previous life, and silly. (I realize this insults Broadway lovers, and I’m sorry—but it’s how I felt after years in Africa.) He suggested science news. That sounded like a challenge, so I said yes. The science editor, Cornelia Dean, said she needed a health writer. I said I’d be happy to do that, but she had two MDs on her staff, Larry Altman and Libby Rosenthal, who were much better qualified than I was. They covered mostly the chronic diseases that Americans died of, such as cancer and heart disease, though Larry was also a pioneer in covering AIDS in America. I asked if I could instead specialize in global health, diseases of the poor. Cory first said, “We don’t have a mandate for that”—there was no such beat. I argued that more than a billion people faced death from infectious diseases. We covered their deaths from wars or floods or famines—or even “bus plunges,” a staple of short items in those days. So why not the ills they also faced? She said she’d make it an experiment—which became the rest of my career.






Chapter Three WHAT I LEARNED ON THE WAY


I should also explain something else that changed in me over twenty-five years, because it deeply colored how I see pandemics, including—perhaps especially—Covid.

On February 28, 2020, I wrote a news analysis that, three years later, I am still occasionally attacked for. Mostly by the far right, but not always. It was under the headline “To Take On the Coronavirus, Go Medieval on It.” It was prompted by two events that had happened in quick succession.

China had cracked down on Wuhan with startling ferocity. Eight million people had been frozen in place. Residents were ordered to stay inside, unable to even walk their dogs. Every three days, one family member could come out to shop for food. Some who broke the rules were pushed back in and saw their doors welded shut. Migrant workers with nowhere to go slept in parking garages.

A week later, on January 31, President Trump made a decision that had previously been almost unthinkable. Declaring the virus a public health threat to the United States, he barred entry to all foreign nationals who had recently been in China.

I was stunned. Tactics like closing borders and erecting a cordon sanitaire around a province were long out of favor in public health circles. Penning citizens up inside poisoned cities to either die or stagger out weeks later as survivors was a fourteenth-century measure adopted to counter the Black Death.

For decades, the WHO had vigorously opposed border closures during Ebola outbreaks in Africa, arguing that they created stigma and halted trade, including vital medical supplies. It also opposed internal travel restrictions because they threw people out of work.

But both Chinese president Xi Jinping and Donald Trump had ignored modern liberal public health orthodoxy. For the first time in decades, I wrote that “the world has chosen to confront a new and terrifying virus with the iron fist instead of the latex glove.”

Officially, the WHO was still leery of such ideas. But I’d been having long conversations with Dr. Bruce Aylward, whom I’d known for years. He had headed the small WHO fact-finding team that visited Wuhan in late January. It was becoming clear, he said, that the tactics were actually working.

What Americans did not understand—and still do not—was that China was not simply imposing a lockdown to create paralysis for its own sake. Freezing everyone in place was the precondition to taking the real steps to eliminate the virus. First, the flow of patients into overwhelmed local hospitals had to stop—death rates in the first two weeks were close to 5 percent. The city erected dozens of fever clinics, sometimes just tents in hospital parking lots, where PCR tests and CT scans could be done in a few hours. Every apartment building had to take residents’ temperatures and report all who were ill. Everyone testing positive, even without symptoms, had to enter one of many “fangcang shelter hospitals”—quarantine wards set up in empty public buildings, hotels, schools, or gyms. Contact-tracers interviewed everyone who tested positive and then tried to hunt down everyone they had spent time with in the last few days—a mammoth task since, in a city with crowded markets, schools, and office and apartment buildings, each case could have dozens of contacts. Local hospitals were staffed by more than 30,000 doctors and nurses drafted from other cities. Almost no one except emergency workers and couriers delivering groceries or medical supplies was allowed on the streets. Beijing’s goal was to crush the outbreak so harshly that the return to normal would be rapid, reviving its temporarily paralyzed economy as fast as possible.

“If China can do this,” said Michael T. Osterholm, the prescient epidemiologist who headed the University of Minnesota’s Center for Infectious Disease Research and Policy, “it will be something amazing—like catching the wind in a butterfly net. No one’s ever stopped a disease as transmissible as flu before.”

It worked. A full year before vaccines existed, China’s epidemic vanished. By April 2020, when the new-case count reached zero, fewer than 4,000 Chinese had died. The country reopened, but now with its cordon sanitaire moved out to its borders, blocking out the world. Almost no one got permission to enter, and those who did were locked in quarantine hotels for two weeks. Their doors were opened once a day to hand in a bag of food and remove a bag of garbage. Before coming out, they had to test negative twice, twenty-four hours apart.

The WHO eventually conceded that China’s harsh measures had probably saved more than a million lives.

My news analysis said Trump was probably the only president who would have opted to shut the borders. It was in his xenophobic nature. Years earlier, he had opined that the heroic American doctors who got infected with Ebola while fighting it in West Africa should not be brought home for treatment but left overseas to die. He had been elected on a promise to build a border wall paid for by Mexico. As soon as he was in office, he had declared a ban on all immigrants from Muslim countries. His instincts were ugly. But harsh measures imposed early enough could save lives.

(In retrospect, of course, we now know that the virus had already been seeded in this country multiple times by February 28. We also know that China’s viral suppression could not hold forever—but it did hold for almost three years.)

In my article, to illustrate how a government using iron-fisted tactics could save thousands of lives, I described something I had covered years before: Cuba’s response to its AIDS epidemic.

In the 1980s, HIV reached Cuba and the United States almost simultaneously. Fidel Castro immediately saw the threat. Two years before President Ronald Reagan even uttered the word “AIDS,” Castro predicted to his tropical disease specialists in the Pedro Khouri Institute that AIDS would be the “epidemic of the century.” He charged them with stopping it.

Their methods, adopted with his approval, were coercive. As soon as kits were available, testing became mandatory for all Cubans returning from the multiple military missions he supported in Africa. Then it became mandatory for anyone who had been abroad, and then for anyone whose doctor suspected they were gay or even heterosexually promiscuous. (Cuban doctors are de facto public health officers with more power over their patients than American doctors have; every Cuban was expected to visit his doctor at least once a year.) Ultimately, testing became obligatory for all adults, even grandmothers who had never traveled. When I visited in 2012, Cuba’s population of 11 million had been tested 43 million times.

Everyone testing positive was required to name all their sexual contacts, who would be tested in turn. Although Cuban law could not jail anyone who refused, heavy pressure was brought to bear. Anyone who balked at telling a nurse had to see a doctor. If they refused again, they saw the district psychologist. If they still held back, a committee from Cubans Living with HIV would drop by their home and ask them to cooperate for the sake of the nation’s health. As a last resort, the local Committee for the Defense of the Revolution—neighbors who acted as government spies and enforcers—would come over to remind the uncooperative that their housing and their food coupons were granted at the pleasure of the state.

The pressure worked. Dr. Arachu Castro (no relation), a Harvard doctor who worked in Cuba, told me she knew of only one woman who had refused every request, insisting she had never had sex with anyone but her husband, who was HIV-negative. The doctors finally gave up, she said. “We called her the Immaculate Infection.”

Far more controversial was what happened next: in those days, everyone infected was forced to move into a quarantine camp. It was then assumed to be a life sentence because most people lived only six months or so. (As in the United States, that was often true early on because sufferers were diagnosed only when they were emaciated and near death.) If you could get a pass for a brief family visit, an escort went along to make sure you did not have sex.

The camps were gilded prisons but, despite rumors spread by anti-Castro forces, were not hellholes. The nicer ones had bungalows, gardens, theater troupes, medical care, and more food than people living outside often had, especially after the Soviet Union disintegrated and Cuba’s heavily subsidized economy collapsed. Some desperate homeless youths in Havana actually injected themselves with blood from other patients in order to get in, Dr. Jorge Pérez Ávila, the country’s chief HIV doctor for many years, told me. (Two former camp residents confirmed that. “They died fast,” one said.)

Initially, only a minority of camp residents were gay. Most were former soldiers, engineers, nurses, teachers, and others who had worked in Africa and were infected through heterosexual sex or medical needle accidents. Inside, couples met and married. Those who were gay sometimes faced less discrimination than they had outside in macho rural Cuba. In the revolution’s early days in the 1960s, homosexuals had been fired from jobs, beaten, and sentenced to hard labor. (Late in life, Castro said he regretted his homophobia.)

The amount of sex that had taken place in the camps became evident in 2015, when scientists identified a new dangerous crossover HIV strain thought to have emerged in them. While the American epidemic was almost all of one Zairian strain, Cuban infections included strains from Angola, Ethiopia, and other countries where Cubans fought.

In the 1990s, most of the camps closed. Initially, about 40 percent of residents chose to stay, Dr. Pérez said. After triple therapy arrived, most left. In 2012, I was allowed to visit two of the three last remaining camps. The few residents in each said they were there voluntarily. They were from poor families and had more space, food, and medical care than they would have outside.

“At home, we have seven in my family’s apartment,” said Carlos Emilio García, an HIV-infected nurse who both lived in and worked at the Santiago de las Vegas sanitorium just outside Havana. “Here, well, you can see what I have.” The camp was on the grounds of Los Cocos, an estate that once belonged to a relative of Fulgencio Batista, the dictator ousted by the revolution. Its buildings were run-down, but the grounds were lush, with towering palm trees, broad lawns, and fountains. Mr. García had his own bungalow with a kitchen, a TV, an air conditioner, and a garden for flowers or vegetables. He got his state salary, and a cafeteria served basic meals. “I’d like to let my nephews move in with me,” he said. “But it’s against the rules.”

By contrast, in the United States, the Reagan administration’s reaction as AIDS deaths mounted was indifference. His Christian conservative supporters saw the disease as divine vengeance on homosexuals and drug users. They also opposed teaching teenagers about homosexuality, safe sex, or needle exchange, so interventions that might have slowed the epidemic were not even discussed. When I interviewed students in Cuba, one said she had been shown how to put a condom on a model penis when she was twelve. One of her classmates rolled his eyes, saying, “Sometimes they do so much sex education you get tired of it.”

At the same time, in cities like New York and San Francisco, the gay rights movement was gaining strength. The focus was emphatically on protecting the privacy and civil rights of the infected above all. Not only was testing not compulsory, but it was even illegal in some states to offer a test without first doing a separate counseling session behind closed doors, which scared off many men.

From a human rights point of view, this was correct, of course. In those days, any American who was HIV-positive would be denied both health insurance and life insurance. Even asking for a test would be tantamount to admitting being gay, which could lead to dismissal from many jobs, ostracism by coworkers, and bans from some fields, such as teaching. It would lead to a dishonorable discharge from the military. In many conservative and religious families, it would lead to ejection from the family fold.

Also, during the fifteen years before antiretroviral treatment was invented, having a positive test amounted to a death sentence. Many gay men simply chose to not know. They crossed their fingers and hoped they weren’t infected—or infecting anyone else.

But from a public health point of view, making privacy and individual rights paramount was an utter disaster. The men who did not know, the men who chose to not know, the men who knew and lied, infected other men by the thousands.

In the 1980s, as the United States protected civil liberties at all costs, health officials confidently predicted a vaccine and a cure within three years. It would all be over soon, they promised. The latex glove would save us. Cuba, by contrast, chose the iron fist.

Forty years later, there still is no vaccine and no cure. It took fifteen years to develop drugs that could suppress the virus but not cure it. The first regimens had such harsh or disfiguring side effects that many men avoided them. It took thirty years to come up with something resembling a vaccine: a PrEP pill that protects if taken daily. It took almost forty years to come up with longer-lasting injected versions.

The result? During those forty years, more than 700,000 Americans died of AIDS. Fewer than 5,000 Cubans did. Cuba’s per capita infection rate is still a fraction of that of the U.S. It’s down on a par with Finland and Singapore—and that’s true even though the virus probably arrived in Cuba earlier, and even though Cuba is, to some extent, a sex tourism destination. (It has an underground but thriving sex industry, employing jineteras and jineteros—“jockeys.”)

Cuba has roughly the same population as the New York City metropolitan area. In the epidemic’s first thirty years, fewer than 2,500 Cubans died of AIDS. Over 78,000 New Yorkers did.

My feelings about all of this are complex and make me highly unpopular in some circles. After I cited that example in my essay, I received a furious email from Gregg Gonsalves, a Yale epidemiologist and gay rights activist whom I greatly respect. How dare I, he wrote, speak approvingly of such brutal measures against gay men? How would I have felt if my colleague Jeff Schmalz had been frog-marched out of The New York Times and forced into a concentration camp?

Jeff was a Times reporter who died of AIDS at age thirty-nine after chronicling his own diagnosis and decline. He had collapsed from a seizure in the newsroom when the virus reached his brain. His autobiographical essay “Covering AIDS and Living It,” a landmark in AIDS journalism, appeared in the Times less than a year before his death. He died in 1993, a mere two years before triple therapy became available.

I answered Gregg that I felt torn over that very question. Jeff and I had been friends. Not close friends, but work pals. We were the same age and in the mid-1970s had both come to the Times as copy boys—him while attending Columbia, me soon after graduating from the University of California, Berkeley. We had both worked on the city desk, him as an editor, me as a reporter, and we occasionally went out for drinks or dinner in Times Square. (It was a more dangerous place then: a mugger once slashed Jeff’s head with a razor when he left after finishing a night shift.) He was then still in the closet—everyone gay at the Times was because the executive editor, Abe Rosenthal, was openly homophobic and even ordered the city desk to ignore the annual Gay Pride Parade. Jeff never explicitly told me he was gay but he made enough gender-vague jokes about “liking young blonds” and such to intimate it—presumably because he trusted me.

Since Jeff died in 1993, I told Gregg, he had almost undoubtedly been infected not in the first wave, but sometime in the mid to late 1980s. Had the United States responded as toughly as Cuba had, I said, Jeff might be alive today.

So how do you choose? When you’re one of the lucky living, it’s easy to shriek about your right to personal freedom—whether it’s to dodge a test, refuse a vaccine, not wear a motorcycle helmet, or insist on carrying a gun.

But who speaks for the dead? Was America right to let more than 600,000 gay men die in order to protect the privacy of a few thousand—or perhaps even a few hundred—infected in the first wave?

When does a government finally say “No—this public health order must be obeyed”? When is it right to restrict the liberty of a few citizens to save the lives of the many? And how much and for how long?

There is no easy answer. In this book, I will describe much of what I learned—and what changed in me—between that moment in the Cotlands orphanage in 1998 and the present. Those babies instilled a sense of empathy for the utter helplessness of victims. I hope I still have it. But now that’s tempered by a feeling that we must somehow balance the civil rights of victims against the lives they in turn put at risk.

After decades of watching epidemics and seeing how a few countries beat them while most failed to, I’ve come to feel that the Western focus on personal liberty above all else can kill.

Nothing in our Constitution enshrines my inalienable right to give you a fatal disease.

But we often act as if it does—as if no one else’s life but ours matters.

Like all Americans, I adore life, liberty, and the pursuit of happiness. But I place life first. The dead enjoy neither liberty nor happiness. Once they’re gone, no one speaks for them to say, “I didn’t have to die.” Over the years, I’ve come to feel that speaking for them is part of my job.

I expect my views will provoke some anger.

A few years ago, I said to a friend, “The longer I cover disease, the more of a public health fascist I become.”

“For God’s sake, Donald,” he replied, “don’t ever say that. That is so politically incorrect. Don’t ever write it down.”

No doubt good advice. I have a history of getting in trouble by speaking my mind.

However, I do think the long, awful trauma of Covid has moved some Americans closer to my way of thinking. This was the saddest epidemic I’ve ever covered. Other nations showed us how to control it. We ignored them. We produced the cure—vaccines that were truly miraculous in their combination of safety and efficacy. Tens of millions of Americans rejected them. Ordering anyone to take them, they argued, was fascism.

Many Americans seem to have grown up believing that their rights are paramount, that they trump any national interest. In my brief moments of optimism in the pandemic’s early days, I hoped we would coalesce as a country to beat the virus, as my parents’ generation had to fight World War II. Instead, we divided into warring camps. The flags read “Don’t Tread on Me,” but all I heard was the infuriated screams of the spoiled nine-year-old I once was: “I won’t do it, and you can’t make me.”

Of course, my parents often could make me, and I wondered what America my fellow citizens had grown up in. When I was young, the government could snatch me out of college, force me into the military, inject me with whatever vaccine they liked, and send me to Vietnam to kill or be killed. My only recourse would have been prison or abandoning my citizenship. (I was spared by a high draft number, but friends had less luck.)

I don’t miss those days. But I’m shocked at what’s left—a sense that we have no obligation to protect each other, or even each other’s children and parents. An insistence on following our own whims, “doing our own research,” regardless of the cost.

Covid coarsened something in us as a nation. It wasn’t just the virus. It was the way we reacted, the way we were coached to react—the indifference to each other’s lives, the utter disdain for sensible advice, the demands that science be infallible or shut up. In the wake of the pandemic, I see evidence of that coarsening everywhere: in the January 6, 2021, insurrection, of course, but also in the speeding on the highways, in the turnstile jumping and loud music on the subways, in rising violent crime rates, in plunging vaccination rates. That coarsening cracks our national skin. It makes us more vulnerable to infection.

New pandemics lurk just over the horizon. Once they arrive, they blunder into a fusillade of responses driven by medicine, commerce, politics, diplomacy, bigotry, news judgment, and a dozen other factors. Mistakes are made—including major ones, the equivalent of bungled military assaults that throw away thousands of lives for nothing.

I’ve watched many such battles in many countries. Sometimes human brilliance shines through. Sometimes greed and stupidity prevail. There are moments of great generosity, both in money and in the sweat and tears of doctors and nurses. And moments of utter selfishness and national frustration as the deaths needlessly drag on.

The question I’ve always asked myself is: What saves the most lives? This book, I hope, will be a hard look at some answers.






Part Two THE TANGLED ROOTS OF PANDEMICS







Chapter Four WHAT IF WE’D HANDLED COVID DIFFERENTLY?


What are the consequences of how the United States handled Covid-19?

As I write this, in the late spring of 2023, the pandemic is officially over. The American government and the WHO have ended their health emergencies. The websites tracking infections and deaths have shut down. About 1.1 million Americans have officially died of Covid. Total excess mortality for the pandemic is yet to be finally tabulated, but has been estimated to be as high as 1.7 million. That includes all extra deaths during the three years the pandemic lasted, whether from Covid, cancer, heart disease, suicide, drug overdose, car accident, or any other reason.

If we had taken the threat seriously from the outset, and had reacted more intelligently, how many lives might have been saved?

Various analyses have attempted to measure this. They’ve come up with a range of results, but the numbers are always distressingly large. A study in the Journal of the American Medical Association by researchers from Brown University and the University of Pennsylvania found that the United States, adjusted for its greater population size, had up to 466,000 more deaths than 20 “peer nations.”

But it measured only the Delta and Omicron waves after vaccines became available. It ignored the 2020 spring wave in New York, the summer wave in the Deep South, and the terrible winter of 2020–21, when 3,300 Americans died each day—a peak we never reached again.

A study from Brown, Harvard, and Microsoft’s AI for Health unit found that 318,000 deaths could have been prevented if all adults had been vaccinated. But it looked only at data from January 2021 to April 2022, again ignoring the early days and measuring only the impact of vaccine.

I think a simpler and more reasonable method is to compare our final outcome to those of our closest peers that reacted from the very beginning in ways that we could have replicated—but did not. To me, Germany and Canada are the best candidates.

They roughly match us in per capita income and public health expertise. They also roughly match us in risk factors like obesity and old age. (More of our population is overweight, but because we have a steady flow of young immigrants, less of ours is over sixty-five.) Our cultural norms are similar. We all have open debate and histories of political protest, sometimes violent. Americans, Germans, and Canadians were not previously in the habit of wearing masks.

All three countries got mRNA vaccines soon after they were available. All three ultimately faced serious demonstrations against lockdowns, masks, and vaccine mandates. Canada’s capital, Ottawa, was paralyzed for weeks by angry truckers. But by early 2023, as the pandemic wound down, we in the United States had suffered almost twice the per capita death rate of Germany and almost three times that of Canada.

In a population the size of ours—330 million—that means we could have lost only 560,000 Americans instead of 1.1 million if we had handled ourselves well enough to land somewhere between Germany and Canada.

What cost those 540,000 Americans their lives was poor leadership.

In my eyes, that was the single biggest difference between them and us. German chancellor Angela Merkel and Canadian prime minister Justin Trudeau took the threat seriously from day one and worked hard to get their populations to accept social distancing, business closures, and masks. Their lockdowns were far more restrictive—and effective—than ours. A year later, when vaccines arrived, they strongly backed them. In the United States, we had denialism, finger-pointing, and polarization, much of it coming from the top.

By the pandemic’s end, the per capita death rates in East Asian countries were a mere fraction of those in Western Europe and North America. This was true not just in China—even after its January 2023 wave of deaths—but in Japan, South Korea, Taiwan, Singapore, Vietnam, Thailand, and more. Compared to them, we never had a chance. I’m not going to speculate about the “national characters” of Asian countries versus Western ones—that quickly degenerates into racist nonsense. The numbers are what they are. Low death rates prevailed across both autocracies and democracies. Death rates were also very low in Australia, New Zealand, and Iceland—and apparently across much of Africa, although many governments there lack the capacity to compile accurate national statistics. (Low death rates may or may not have prevailed in India, Indonesia, and some other populous countries; serious doubts have been raised about the numbers those governments released.)

In Asia, much of this was a legacy of SARS and bird flu. In 2003, SARS struck hard there, and since the 1990s there have been small but lethal outbreaks of H5N1 avian flu in humans. When China revealed that its outbreak of mysterious pneumonia in Wuhan was caused by a new coronavirus, Asian countries instantly grasped the threat. Some already had battle plans and activated them.

Soon after China released the virus’s genetic sequence on January 11, 2020, many Asian countries raced to produce their own PCR tests and started hunting for cases. Thailand reported its first confirmed case on January 13, Japan on the 16th, South Korea on the 20th, and Singapore and Vietnam on the 23rd.

When epidemics start, reaction time makes all the difference. If a virus is introduced by just five visitors and doubles every five days, it is far easier to control it in the first month, when those 5 cases become 320, than it is in the second, when those 320 cases become 41,000. This is even more true when the virus is capable of unpredictable superspreader events in which one person infects 10 or even 100 others.

Wuhan clearly had hundreds infected before China even identified the cause. Other Asian countries did not need to be nearly as aggressive because they had more warning. But many did move forcefully anyway. Most canceled all flights from China and required anyone who had recently arrived, especially from the Wuhan area, to spend two weeks in quarantine—not at home but in a hotel or quarantine center. Release from quarantine generally required two negative tests twenty-four hours apart. In countries that did allow foreigners in, new arrivals usually had to turn over their cell phone numbers or download apps that automatically sent their locations to the police. If the phone left the quarantine hotel, the app dialed the police. If the phone even remained stationary too long—suggesting the owner had slipped out without it—it also dialed the police. Violating quarantine could result in fines of thousands of dollars.

Thanks largely to the experience of SARS two decades earlier, mask use in Asia was almost universal and not controversial. That slowed early transmission.

Asian governments quickly trained large cadres of contact-tracers. In Wuhan alone, 9,000 contact-tracers were working by mid-February. It was not until June that New York City had even 3,000. That program—intended to be a model for the United States—quickly fell into chaos. Few New Yorkers cooperated, and it was ultimately judged a failure.

Across much of Asia, anyone who tested positive was immediately isolated away from home. (Early studies suggested that at least 75 percent of all transmission was within families.) Those in isolation were asked to name everyone they had been in contact with. Those contacts were traced and tested, and often their contacts were as well.

As a result, most Asian countries suffered very little in the first spring 2020 wave. By May 27, 2020, when the death toll in the United States had reached 100,000, Japan had suffered only 857 deaths, South Korea a mere 269. China, struck with no warning at all, had fewer than 5,000.

Europe and North America had more time to prepare than Asia did. We could have been more ready.

Germany reported its first case on January 27, 2020, after a young woman from Shanghai whose parents had visited her from Wuhan flew to Stockdorf, near Munich, to visit the auto parts company that employed her. (Her case briefly became famous as the first example of asymptomatic transmission; it later turned out she was not truly asymptomatic. She had felt fatigued in Germany but assumed it was just jet lag; on the flight home, she began running a fever and was more seriously ill.) That German cluster was contained within two weeks and never exceeded 16 cases. That was possible partly because a laboratory at Berlin’s Charity Hospital had produced a PCR test by January 16; it became the WHO’s standard and was mass-produced. Also, the auto parts company quickly shut down its Stockdorf plant to contain the outbreak. Because it used electronic calendars it was relatively easy to trace everyone who had met the employee from China.

Germany did not have a second cluster until February 25, at a winter carnival in Heinsberg. By then the government had rolled out a public information campaign and had a national response plan. Nonetheless, the Heinsberg cluster soon grew too big to contain, so the rapid contact-tracing and isolation that was effective in Asia and in Stockdorf became impossible. In mid-March, Germany closed its borders and shut down all schools from kindergarten to university. Six states imposed curfews; others prohibited contact with anyone outside one’s household. By the end of April, all the states had mandated mask-wearing in stores and on public transit. Germany subsequently went through roughly the same pattern of viral waves that the United States did—including outbreaks in meatpacking plants. Chancellor Merkel, who had been a chemistry researcher before entering politics, took a cautious approach to reopening and to permitting summer travel despite complaints from the premiers of some German states. When the 2020–21 winter wave of infections set in before vaccines were available, Germany imposed two further partial lockdowns to slow the spread.

Like the United States, Germany saw protests against its shutdowns and mask mandates. It even had a fatal shooting by a gas station customer turned away by an attendant for not wearing a mask. Like the United States, Germany has powerful far-right groups, conspiracy theorists, and an anti-vaccine movement.

By the time the United States had 100,000 deaths, Germany had only 8,260. (It has about a quarter of America’s population, so that was the per capita equivalent of about 33,000 dead.)

Italy, just south of Germany, detected its first cases in late February, about the same time that Germany did. Judging by how many Covid deaths ultimately occurred in northern cities like Bergamo and Lodi, it is likely that Italy’s outbreak had begun earlier than Germany’s but went undetected because Italy initially tested no one unless they had been to China. Once the folly of that became clear, it still offered tests only to people who were hospitalized. Also, local authorities there strongly resisted closing restaurants, churches, soccer matches, and such, so there was a long delay until an initial weak lockdown was imposed. Then, as deaths kept mounting, the lockdowns were broadened and tightened until, for a time, Italians could not stray far from their homes without a letter to show to the police explaining why. By April, Italy had six times Germany’s death rate.

By the time the United States had 100,000 deaths, Italy had about 33,000. Given that Italy’s population is less than a fifth of the U.S., that was the equivalent of 182,000 dead. Nonetheless, the United States would later go on to surpass Italy, ending the pandemic with about 10 percent more deaths per million residents.

Canada also had its first known case in late January; it was in a Toronto resident who had visited Wuhan. But that cluster died out, and Canada had no confirmed community transmission until March 5. It closed its borders and ordered everyone who had arrived earlier to isolate for ten days. Later, when the most populous provinces had surges, the government imposed strict lockdowns and curfews until caseloads dropped. In areas with few cases, like the Atlantic Provinces, the lockdowns were rarer and briefer.

The first case in the United States was found on January 20 in a thirty-five-year-old man who had flown into the Seattle-Tacoma airport five days earlier after visiting family in Wuhan. By the time the CDC lab in Atlanta confirmed his test results, he had been sick for several days and was initially told to go home and isolate himself. Assuming no one else with the virus was in Seattle that early in the epidemic, he somehow started a chain of infection that was never contained. By mid-February, it had reached a nursing home where it infected 129 residents and staff, killing 23 of them.

By February, the virus had been introduced into the New York area several times. The first confirmed case was found on March 1 in a woman who had returned from Iran. But genetic testing later revealed that multiple strains had arrived from Europe, possibly starting as early as late January. (In Europe, the virus had picked up a mutation that distinguished it from the Wuhan strain.)

But because it took the CDC until mid-March to distribute a working test to state labs and because the FDA forbade private companies from making them, only about 100 tests a day were done across the whole country in February while other nations did tens of thousands daily. Infighting within the Trump administration over who would lead the White House pandemic task force left a leadership vacuum. During our first two months, we were flying blind.

Once vaccines became available, Canada quickly approved four of them. In October 2021, it imposed vaccine mandates on all federal workers and those in public transportation. It barred domestic air, rail, and ship travel to anyone who was unvaccinated and created vaccine passports to show who had gotten the shots. When the border with the United States reopened, no one unvaccinated was allowed through—including Canadian truckers. As a result, vaccination rates rose much higher in Canada, at 82 percent versus 64 percent here.

Ultimately, Canada had the same patterns of cases and deaths the United States did, but in a much more muted way. It also had peaks in spring 2020, winter 2020–21, in the Delta wave of October 2021, and the Omicron wave of January 2022. But when American peak deaths hovered near 3,000 a day, Canada’s were about 150—one-twentieth as high while its population is one-eighth as big. Canadian hospitals were never as overwhelmed as American ones were.

The United States produced the world’s best vaccines, but they became a pawn in election year politics. Even though President Trump could have gloried in much-deserved credit for ordering them, he instead accused vaccine makers of delaying their clinical trials to hurt his reelection chances. He never endorsed them to his followers. For months, he even kept secret the fact that he and his wife had been vaccinated in January 2021, as soon as they could have been.

In Canada and Germany, with strong backing from the top, vaccine uptake was far higher. By January 2022, at the peak of the Omicron wave, it had become clear that three doses, not two, were needed to prevent hospitalization and death. Only 25 percent of Americans got the third “booster” dose. By contrast, 40 percent of Canadians and 50 percent of Germans did. That third shot made a huge difference in relative death rates.

The toll of 1.1 million dead amounts to a fatality rate of almost 3,500 Americans per 1 million population. The United States did considerably worse than all its Western European peers, worse even than Poland or Brazil.

By contrast, Germany’s per capita death rate was about 2,000 per million and Canada’s less than 1,400. If our death rate had ended up halfway between theirs, at about 1,700 per million, we would have lost about 540,000 fewer dead.

Who speaks for them?

This is not to argue that autocratic leadership cannot backfire—especially if it becomes arrogant and inflexible. In China, Xi Jinping’s draconian “zero Covid” policy was brutally efficient and saved both lives and China’s economy. By the end of the pandemic, in the spring of 2023, Taiwan’s fatality rate was less than 800 per million population, South Korea’s was below 700. Japan, despite its aged population, was below 600. By contrast, as 2022 drew to a close, China’s 5,300 dead amounted to a mere 4 deaths per million. Its economy had reopened when its national caseload reached zero in April 2020—after just seventy-six days of lockdown—and it had functioned at near-full strength for two years while the rest of the world struggled with on-and-off closures. The effectiveness of President Xi’s iron-fisted policies had helped him retain his grip on power for a historic third term in October 2022, making him the most powerful ruler since Mao Zedong.

As we all now know, however, the supremely transmissible Omicron variant that emerged in 2022 finally broke the back of Mr. Xi’s strategy. No matter how quickly factories, universities, neighborhoods, or cities were closed, the virus kept spreading. The repeated closures in attempts to stop it threw people out of work. Citizens used to being obedient in return for being cared for by the state suddenly found themselves going hungry. By mid-November, multiple cities were in revolt. Rioting crowds tore down the metal fences penning them in and fought police with the stanchions. In unprecedented shows of defiance, they gathered in public squares and called for the fall of both President Xi and the Communist Party.

Mr. Xi’s arrogance and bullheadedness had backed him into a corner. Even after it was clear that the Omicron variant was milder, Chinese propaganda portrayed all Covid as deadly. His scientists had made only mediocre vaccines, and he had refused to buy better ones from Pfizer or Moderna. China, he insisted, would develop its own mRNA vaccines. Then it failed to do so. Uptake of the two domestic vaccines, CoronaVac and Sinopharm, was high among workers who could be forced to get them, but low among vulnerable seniors, who heard rumors of harsh side effects. In early December 2022, Mr. Xi tried to ease out of his “zero Covid policy.” Instead it collapsed completely. Infection rates shot up so fast that emergency rooms all over the country filled with elderly patients. Despite the Communist Party’s attempt to suppress the bad news, videos leaked out showing hundreds of patients lying unattended in hospital corridors. Reports emerged of doctors and nurses falling ill and oxygen supplies running out. Long lines of hearses were photographed outside crematoriums. Funeral workers reported processing ten times as many bodies as they normally did. Some epidemiologists predicted that China would see between 1 million and 2.1 million deaths. But there was no way to know: in December, China simply stopped reporting cases and deaths.

To judge from leaked news reports, the deadly explosion ended relatively quickly. By some estimates, the wildly contagious Omicron variant infected 80 percent or more of China’s population in January alone. In mid-February, the Communist Party leadership declared a “major, decisive victory” and said the China CDC had recorded only about 83,000 deaths since December. That was ridiculed as an obvious cover-up of the true toll. The government had ordered doctors to report only deaths of hospitalized patients who had test-confirmed Covid and succumbed to pneumonia. (Chinese cities also stopped publishing cremation data.) Various outside epidemiologists used different methods to estimate deaths; one model was based on Lunar New Year travel data, one on reports about a brief 2022 outbreak in Shanghai, one extrapolated from American death rates. (The New York Times took a novel approach: it tracked published obituaries of prominent elderly Chinese scientists and found that they spiked eight times higher than normal.) Overall, studies estimated that between 1 million and 1.5 million had died. The high end of the most extreme estimate was 2.3 million.

Even 2.3 million dead would still be a fatality rate of only 1,630 per million, about tied with Switzerland and and just above Canada and Israel. One million dead would be 700 per million, in the neighborhood of Taiwan and South Korea. Either result would be an impressive success, but the party was clearly not content with that and chose to instead create a fictional narrative.

Mr. Xi’s policy shifts had effects on the world economy that no one had predicted. China’s initial airtight lockdown lasted only from January to April of 2020. Exports from its factories were cut off—but only briefly. The most immediate impact was that the world was left desperate for masks, gowns, gloves, and medical equipment. After April, China got back in gear in time to supply both that and the “lockdown buying spree” that Americans went on because they were bored at home, collecting government checks and spending nothing on travel. Then the United States economy slowed because of computer chip shortages, clogged ports, and other obstacles. In 2022, China fell out of sync as the rest of the world slowly recovered: Omicron defeated its most extreme prevention measures; “zero Covid” shuttered some factories again. Finally, China restarted its economy only by sacrificing a generation of the elderly—essentially the same choice the United States had made over the previous three years by imposing only “lockdown lite.” The difference was that our elders died off more slowly but in greater numbers.

In 2020, South Korea, Taiwan, and New Zealand and other Asian countries all imposed lockdowns nearly as tight as China’s. But they eased them in 2021 as soon as vaccines rolled out. And, crucially, they convinced most of their populations to accept vaccination. As a consequence, they suffered few deaths and relatively little economic damage. (Of course, the major advantage several of those countries had was isolation—Taiwan and New Zealand are islands and South Korea is effectively one since there is no travel across its land border.)

The takeaway lesson seems obvious: if your goal is to avert both deaths and economic collapse, you have to constantly temper and rebalance your responses. The iron fist can save lives, but it’s not an end in itself. It’s a way to buy time until you can do something smarter, such as roll out a vaccine or find a cure. In the meantime, you must educate your populace, gain their trust, and get as much support as you can for measures that will save lives—even if you ultimately have to impose them by fiat. Finding a way to balance lost freedoms against deaths averted is difficult—but necessary.
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