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Preface

More than two years ago, I first learned of a viral illness originating in China. Since then, the Covid-19 pandemic has greatly occupied our thoughts, has altered to one degree or another our way of life, and most regrettably, might have even cost the lives of people we cared about deeply. Whatever your experience has been, I’m sorry for your loss and the catastrophic loss of life around the world. 

Globally, humans have suffered great pandemics before. In some cases, we’ve learned the lessons from the previous one to reduce the damage in the future and bring about public health reforms. More often though, either we haven’t learned those lessons, or those lessons faded quickly with time, leaving us vulnerable to the next pandemic—because as human history tells us, there will always be a next one. That’s the reason why I wrote this book. 

In it, I share with you my insights while serving at the highest level of the Trump administration’s response to the SARS-CoV-2 virus pandemic, and as a private citizen still working in the background as the Biden administration has overseen our public health efforts. As the White House Coronavirus Task Force Coordinator, it was my responsibility, as the job title says, to coordinate efforts across a broad range of federal agencies to deal with the enormously complex problems this pandemic brought about. This pandemic has presented greater challenges than any other in my lifetime, in your lifetime, and maybe even in all of human history. As society has evolved, as technology and medicine have advanced, we’ve done wonders. Yet, in the face of what some scientists refer to as “organisms at the edge of life,” many of us, as well as all of our advances, have been pushed to the edge.

It’s tempting when faced with something as complex as a viral pandemic to find comfort in simplicity. By nature and by discipline, I don’t do that. I’m not tempted to do that here in this book, either, because that reductive approach doesn’t reflect reality and will make it too easy to dismiss what’s happened these past two years. That approach will not help us learn the lessons we need to, and would allow us to go into the next one as equally unprepared as we were for this one. I can’t let that happen.

Pandemics don’t lend themselves to simplicity. There are too many interwoven layers: the politics are too intrinsic, the science sometimes seems too difficult to convey, and the cost of mistakes is so high that determining who is accountable is cast in doubt. In short, pandemics are hard to get right, and more than two years into this one, we can safely say that no one got this one right—not the Trump administration and not the Biden administration. Yet we are not alone in this track record. As you look around the globe, this imperfection has been replicated everywhere during the Covid-19 pandemic. No country has been completely right in its handling, and the few that have come close have only done so with extreme measures that are hard to implement in most places. The reality is that countries everywhere have experienced victories and also defeats against this virus. There have been moments of celebration as well as horror in equal measure as the virus has appeared to retreat and then returned with a whole new extreme of savagery. 

This is not a book about Donald Trump alone. It is not a book that portrays the failures that occurred solely through the complexities of his character. In our imagination and our politics, Donald Trump looms large to be sure, but the scale of what occurred in 2020 was far greater than even him. Of course, he is a part of this story, but he is just that—a part. There is no one scapegoat for the greater than 950,000 Americans dead—as much as we might want there to be. That number is too vast, the damage far too great. To point the finger exclusively at any one group or individual misses the larger point: There is plenty of blame to go around. There have been lots of errors made by many people and institutions that have gotten us to this point. It may make you feel better to think of this as the result of one man, but you’ll still be infected with another figurative pathogen that will make it more difficult for all of us collectively to see, to understand, to evaluate, and to do better next time. 

Conversely, this is also a story with heroes and victories, with people who, through their attempts to save the lives of those around them, ushered in a broader sense of what was possible, of what we need to do differently now and into the future. People quietly doing their own part in their corner of the country, changing their behaviors and caring for their neighbors and families. People who recognized this pandemic for what it was: an opportunity to provide help in all the ways it was needed—help that continues to reverberate today. 

The truth is, this is a story where multiple levels of behavior and decisions—both good and bad—compound one another. Here in 2022, we have seen how this virus has evolved, and our understanding of this pandemic’s history must evolve as well. As a people, we’ve made errors and we’ve made good choices. Our leaders have done the same. We must learn from all of these choices, so that in the future we can make different ones. 

I believe that we have to continue to learn from what has worked and what hasn’t. I believe that we should appreciate the successes and acknowledge the people and organizations who contributed to them. I also believe that we should hold accountable those groups and individuals who contributed to the problems that plagued the response and ensure corrective actions. Sometimes they exist on both sides of that ledger. In a rush to judgment, it’s too easy to forget this is frequently the case in all of life. That it is true in this situation, one of such historical significance, demands that we thoroughly examine both right and wrong, good and bad, and all the points in between those extremes. 

My purpose isn’t simply to condemn or commend, but to recommend. I am most frequently an optimist, sometimes a pessimist, but most consistently I’m a data-driven realist and that is the perspective that is most reflected in the pages that follow. We have solutions to the problems this pandemic presents. I have recommendations for how we can be better prepared for the next one. In both cases, we have to break the cycle of dysfunction that has produced so much devastation. If there was one thread that ran through my experiences in the White House and in many of our states, it was that where a spirit of community and cooperation thrived, we achieved the most gains. Where and when this spirit did not exist, we lost the most ground. When minds and hearts worked together, we were better.

We have to do better. We can do better. So much depends on it, as we continue to face this crisis and, I hope, as we plan better for the next one.

—Dr. Deborah Birx, February 2022





Prologue

My back is against the wall. Literally.

I’ve just been ushered into the president’s private dining room. A too large table and a credenza are crammed into the tiny twelve-by-twelve space. Seated at the head of a table, the president dominates this space. His head and chest are visible above stacks and stacks of newspapers. It’s as if he’s behind sandbags in the trenches.

The president barely acknowledges my presence. Staffers hover around him, taking turns leaning in to speak to him. His eyes briefly dart from side to side, then are drawn again to the large TV screen opposite him. My eyes follow his and take in flashes from the four major cable news networks packaged into smaller viewing areas on the screen. He regards them briefly and then picks up his phone to speak with someone. He ends a phone call mid-sentence, asking to be connected to someone else. Not sure where to look, I scan the room for the next few minutes. Oddly, the sound of ice swirling in a glass cuts through the cacophony and draws me back to the president.

It is March 2, 2020. I’ve just flown in overnight from South Africa to take on the role of response coordinator for the White House Coronavirus Task Force, a job I didn’t seek but felt compelled to accept. I’m physically tired but mentally alert. After weeks of urging from Matthew Pottinger—President Trump’s deputy national security advisor, a task force member himself, and the husband of a former colleague and friend of mine—I finally gave in to Matt’s request that I come on board to help with the response to the coronavirus outbreak. I trusted his inside assessment that the administration’s response to date had been meandering and flawed, putting the American people at potential risk.

It wasn’t easy for me to leave my full-time position as the U.S. global AIDS coordinator. I am now dual-hatted, working for both the State Department, continuing my oversight of the President’s Emergency Plan for AIDS Relief (PEPFAR) program, and the White House. Stepping away from the daily execution of PEPFAR at a critical juncture was extremely difficult. Still, I had to go where I was most needed, and this looming public health crisis requires my attention.

I’m not anxious about meeting the president. In my forty years as a civil servant in various capacities in public health and the military, I’ve met and worked with other U.S. presidents, heads of state across the globe, generals, and chief executive officers. I am used to working behind the scenes with critical decision makers. I know how important policies are to public health, and seated across from me is the most important policy maker of the moment.

For more than a month, I’ve been sending back-channel communications to the task force through Matt. In doing so, I hoped to incite a course correction—but those efforts have produced few immediate results. Matt has become increasingly frustrated by the lack of action across the federal government. But I don’t know where the individual members of the task force are compared to where I am. From thousands of miles away, I thought the task force and coordinating agencies were like a duck on water, calm on the surface but paddling furiously underneath—building testing capacity and ensuring that PPE, ventilators, and other equipment were adequately stockpiled. Most important, I believed they were creating the essential data streams to determine where the virus was and where it was going. Matt’s urgent tone made me less certain.

Today I have two primary goals: I want to gauge the president’s sense of urgency and convey to him how strong mine is. I can wait patiently in this meeting, but in a larger sense, none of us can waste one more second. This isn’t PEPFAR, where we have had months, and sometimes years, to move political leaders to enact the policies needed to save lives. Now days, even hours, matter.

I’ve got one shot at this; it had better be a direct hit. I’ve been sharing data about the burgeoning epidemic for weeks with the White House, through Matt. The message hasn’t been getting through. I believe that the president, as a businessman, will be persuaded by the figures, will appreciate a bottom-line number. But will he be able to comprehend the numbers I am seeing now? They are at odds with what most others are forecasting. Things are much worse than he likely believes. This administration has been trying to downplay the seriousness of the virus. I wonder what the president has been told.

Has he been briefed on the level of asymptomatic silent spread? Does he understand that the majority of cases can be detected only by testing and not by symptoms? Has it been made clear to him that the virus is undoubtedly already circulating widely, below the radar, in the United States?

I’ve been reading and hearing messages coming out of the White House and the federal health agencies that the virus can be contained, that there are systems in place to isolate it and prevent it from spreading. The bearers of these messages seem adamant that this virus’s spread will be visible, that they will be able to contain the virus by merely identifying those people with symptoms and isolating them and those to whom they’ve been exposed. The belief is that if they do these things, the disease itself will be, in their estimation, no more a threat than the annual version of the flu.

They are wrong.

This virus is not flu-like. It’s not behaving or spreading in ways that mimic the seasonal flu. This virus cannot be tracked and traced only through finding those with symptoms. That may have worked for the seasonal flu or even pandemic flu, but it will not work for this virus, one that is clearly much more deadly than the seasonal flu.

If the Centers for Disease Control and Prevention, our premier public health agency, seemingly hasn’t been able to grasp this concept of silent spread, how can a layman, a real estate developer by trade, be expected to? In part, I get it. I’ve seen this cocktail of confusion, bias, and denial in the public health agencies before. I’ve also seen the devastation that viruses mete out. HIV, SARS-CoV-1, MERS-CoV, Ebolavirus—I’ve been on the front lines and have worked with many other experts in the field as the world navigated these public health crises. Handling infectious diseases ranging from tuberculosis to AIDS has been inherently political, throughout history and now.

As president, you don’t have the luxury of focusing on only one thing at a time. Yet, the presidents I served under before, George W. Bush and Barack Obama, had the ability to shift gears and direct their focused attention in a way President Trump has not.

I’m not going to get him to change.

I have to change my approach.

Experience has taught me that you have to meet people where they are. It helps if they’re willing to greet you, but I’m being held at a distance, even in this small room. I can feel it. It is a palpable presence overcrowding an already crowded, noisy room. What’s the one thing I can say that will span this distance, be heard above the buzz and hum of this private dining room?

Then the president is making a few brief remarks to the room, welcoming me. Finally, I get a chance to speak with him.

“Mr. President. This is not the flu. This is far more serious than the flu. We have to shape our response differently.”

He holds up his hand. He smiles that glib grimace of a smile.

I stop speaking. This is my commander in chief.

“Well, the people I’m talking to say that this isn’t going to be any worse than the flu,” he says.

“Mr. President, I don’t know who you are speaking with, but I have evidence to fully support the conclusion that this outbreak is not going to be like the seasonal flu or even pandemic flu. This virus is very deadly.”

“Well, these are good people. Smart people. I trust these people. They know what they’re saying.”

I reiterate my position. He nods. His eyes return to his television screens. He reaches for a remote control, and the voice of someone at Fox News enters what passed for a conversation between us.

Sources tell us that . . .

I don’t hear the rest. Someone takes a few steps toward me and gestures toward the door. I’ve had less than thirty seconds to speak with the president.

My mind shifts gears to the afternoon meeting ahead, which the president will be attending. I’ll be there with select task force members and, critically, the biotech and pharmaceutical companies. This will be my first opportunity to see where we are in the development of effective treatments and vaccines.

Will they be given short shrift like I was? “Short shrift.” Historically, the expression refers to the time between confession and execution.

It’s as fitting an expression as any for what I’m up against—indeed, what we all are.





Part I





Chapter 1

Tracking a Mystery

I can still see the words splashed across my computer screen in the early morning hours of January 3. Though we were barely into 2020, I was stuck in an old routine, waking well before dawn and scanning news headlines online. On the BBC’s site, one caught my attention: “China Pneumonia Outbreak: Mystery Virus Probed in Wuhan.”

Anytime I see a phrase like “mystery virus” my antennae go up. Anytime that mystery virus is in China, I am even more concerned. I’ve worked my entire life, in one capacity or another, in the fields of immunology, infectious diseases, and public health. My medical specialty is in immunology, and epidemics and pandemics have played a large role in shaping my career—from HIV to avian flu. I was doing work in Asia back in 2002 when the sudden acute respiratory syndrome (SARS) outbreak began. Visceral recollections of the fear that gripped the region and the public health community still haunt me. The numbers of those infected with the virus SARS-CoV-1 weren’t extraordinarily high, as pandemics go, but the rate at which it killed those infected was.

Numbers alone don’t tell the story of a virus. Every viral outbreak is unique and requires some variation of measures in the handbook to overcome it. When it came to SARS-CoV-1 and China, I recalled the outrage the medical and public health fields felt, and continued to feel. China violated one of the most fundamental principles of managing any infectious disease: to share information early and to share everything you know about a new pathogen. China did neither. With SARS-CoV-1, China may have taken the right actions locally, but it certainly did not do so regionally or globally. Even back then, the world was too small for parochial interests to have outweighed our common interest.

During that outbreak, I sat in coach class on one of my frequent flights to Asia. I had empty row after empty row on which to stretch out and sleep. That I had that choice did more to prevent me from resting well than being crammed shoulder to shoulder would have. Nature abhors a vacuum, and those empty seats were, for me, filled with the specter of the virus and its victims. The flight attendants, airport staff, and the few Asians on my flight all wore masks, adding to the ghostly effect.

The phrase “mystery virus” goes back even further for me. In the early 1980s, as an active-duty Reserve officer in the U.S. Army while serving as a medical doctor at Walter Reed Army Medical Center, I treated U.S. soldiers suffering from another mysterious illness. Early on, we knew it as adult respiratory distress syndrome (ARDS). As was the case for SARS, we didn’t know what was causing patients to die from what started as an atypical respiratory infection. We could see their immune systems were being destroyed, but we still didn’t understand why or by what.

We faced a heartrending set of circumstances, seeing previously vibrant, healthy young men being killed by inexplicable, unrelenting immune system deficiencies. With ARDS, too many soldiers died the most terrifying deaths. Their eyes would grow wide as they struggled to breathe. Later, with the soldiers unconscious and medicated to minimize their pain, we could only sit beside them holding their hands and watch as their faces twisted into a rictus of suffering and, despite all our efforts, they essentially drowned in their beds as pneumonia filled their lungs with fluid and starved them of oxygen.

Normally, we could have treated the root cause of the immune deficiency, but for these young men, we had no answers. We saw the evidence of an invasion crippling their body’s immune system with one rare infection after another, but we didn’t know its cause. We were desperate, and we were humbled. Our patients went from one bad moment to the next. Our interventions were temporary. We lived in a world of so many unknowns but one—that these young men were going to die and we couldn’t do anything to prevent that.

Returning to the BBC article about this latest “mystery virus,” I noted that the piece focused on two areas: what little was known about the spectrum of the disease (that is, the progression of its symptoms) and how the Chinese citizens and public health officials were responding to it. It was already the annual influenza season in the northern latitudes. If the Chinese had started tracking this outbreak based solely on symptoms and not on a definitive laboratory diagnosis, their initial presumption was that the virus was a seasonal flu variety. That it was now a “mystery virus” meant it could have been circulating for quite some time already. Were we seeing only the tip of the iceberg?

Using Google Translate, I read Chinese social media entries expressing fear that the new illness could be linked to a SARS outbreak. It was easy to see why some online chatter had made the SARS connection both in China and across Asia. Likely, many of those posting had lived through or lost someone to that earlier SARS and Middle East respiratory syndrome (MERS) crisis. Government officials and citizens across Asia knew both the pervasive fear and the personal response that had worked before to mitigate the loss of life and the economic damage wrought by SARS and MERS. They wore masks. They decreased the frequency and size of social gatherings. Crucially, based on their recent experience, the entire citizenry and local doctors were ringing alarm bells loudly and early. Lives were on the line—lots of them. They knew what had worked before, and they would do it again.

To that end, my heart sank a bit as I read on. The BBC article reported that Wuhan police had already cracked down on those who were “publishing or forwarding false information on the Internet without verification.” Would data be withheld again as it was in 2003? Certainly, I recognized the possibility that some of those reporting could be alarmists. But many of them were equally, if not more likely, truth tellers. People risking jail to share information likely meant one thing: the situation was worse than Chinese authorities were reporting.

I hoped this wasn’t the case. In the two decades since SARS, officials around the world, including in China, had agreed to focus on global health security and ensure transparency and information sharing early, even when the data points were incomplete. Based on what I was reading, though, the outbreak in China was not just worse than Chinese officials said, but it had likely started earlier. This meant that the virus had already had the opportunity to spread widely before they enacted any measures to contain it. This had implications for the rest of the world.

When it comes to handling emerging pathogens, the Chinese government is not alone in being motivated by self-interest. Economic and reputational concerns lead to a pattern of denial and downplaying. I saw this happen during other outbreaks, ranging from Ebola in West Africa in 2014/16; to the 2014 MERS, which originated in Saudi Arabia; to the latest instance of the Zika virus’s spread in the Americas in 2017. Governments always believe they can contain a virus and prevent it from spreading widely in their country and to others. But viruses can change rapidly, viruses move rapidly across borders, and humans are by nature slow and often too arrogant to act when they should, convinced they have the power to control and contain viruses with technology and win.

THE NEXT FEW DAYS after that first BBC story, my early morning internet-browsing sessions quickly turned into my taking a few moments regularly throughout the day—some might say excessively—to check where this new virus was and where it was going. Viral outbreaks evolve quickly, so I’d scour the internet between meetings. I’d use different search terms. I’d integrate data points in my head, turning single-source reports into a two-dimensional picture of the new virus on the move.

Much of my career has been shaped by the desire to be of service in the most effective way possible. In college, I chose medicine over my first loves, physical chemistry and math, for precisely this reason. Helping a company like Kodak develop a new and better green dye that didn’t turn photo paper yellow over time certainly would have made me money, but it wouldn’t have helped change the world.

I switched to medicine when medical research and understanding of our immune system were expanding at an explosive rate. The immune system fascinated me because I saw it as a very sophisticated mathematical equation. It has to strike a very delicate balance and stay within a critical window where it can fight off pathogens while not going too far and destroying the very body it’s meant to defend. That the same system contained both the ability to kill us and to save us enthralled and challenged me.

Throughout my medical/research career—which has taken me from the dawn of broad immunological study to places and organizations like Walter Reed, the National Institutes of Health (NIH), and the CDC; to my role as ambassador-at-large and global AIDS coordinator as part of PEPFAR, at the State Department—the immune system and its role in fighting disease has been at the forefront of my work to mitigate the effects of infectious spread. For many years, this meant the AIDS pandemic, but also other diseases, like tuberculosis.

It has been enormously rewarding work, and I was looking forward to ending my tenure in 2021. I had decided that four decades in public service was a good, round number, and I planned to move on to a second career. I wasn’t quite there yet, and had entered into a very busy time with PEPFAR, when I began to read those first accounts coming out of Wuhan, China. I had no special access to other inside information, just a long-held need to keep informed.

Along with monitoring publicly available sources and journalism, I also watched the information coming from the World Health Organization’s situation reports. As the mystery evolved, I dug deeper, moving beyond mainstream news organizations to new websites and online posts tracking the virus across the globe. Clearly, and as I expected, others saw the need to probe more fully into this developing story. Many in the field of public health began to mobilize, putting together what little data we had to create a more complete picture of what was happening.

On January 6, I read a New York Times story about the same clusters of illnesses the BBC had reported on. It confirmed much of the earlier reporting on them, but also included details about a suspected source. The Huanan Seafood Market in Wuhan had been shut down and decontaminated. The virus that caused SARS and the H7N9 strain of bird flu, which had caused five epidemics of avian flu between 2013 and 2017, had been traced back to similar markets. Close interactions between humans and animals can lead to a virus jumping from one species to another. When animal-to-human transference takes place, and the virus adapts to infect human hosts, we call the resulting virus “zoonotic.”

Novel (new) zoonotic viruses are particularly alarming. All zoonotic viruses are worrying, and the fact that Ebola, SARS, MERS, avian flu, and AIDS were all caused by zoonotic viruses is especially worrisome. (Basically, epidemiology is a field that requires a strong stomach for worrying.) Why? With a zoonotic virus, human beings usually don’t have any preexisting immunity to the pathogen that arises in and adapts to a specific animal. The more rapidly it adapts to the human host and can spread from human to human, especially through the air, the more easily the human population can become relatively easy pickings. This is especially true if we are otherwise immunocompromised (as in the case of people who are HIV-positive) or already have other conditions (known as comorbidities) that lessen our ability to produce a fully effective response to pathogens. Airborne pathogens are also particularly dangerous because of the ease with which they are transmitted. As horrific as Ebola and AIDS are, they are not as easily spread, as they are transmitted through the exchange of bodily fluids.

Along with sharing this detail about the market, the Times piece also confirmed two early suspicions I had, both quite troubling. The WHO had received notification from Chinese authorities about a pneumonia-like cluster of infections on December 31, 2019. Yet, by that date, Chinese authorities already had tracking and containment plans in place at airports outside Wuhan to monitor airline passengers arriving from that provincial capital. For the virus to have risen to a level of infection that necessitated these state actions meant it had likely been spreading for weeks, and the Chinese were now aggressively acting to control the spread within their borders while underplaying the outbreak globally. If the virus had in fact been spreading for weeks, it meant the Chinese were also behind in seeing and responding to the outbreak and their containment efforts would fail.

Furthermore, the Chinese were claiming to the WHO that there had been no human-to-human transmission. The only ones infected, they said, had had direct contact with animals at the Huanan wet market. If there was no human-to-human transmission, then the number of victims of the disease would be very small, restricted to those who had been to that single wet market or other wet markets.

Whether the officials in Wuhan or higher up on the chain of command had delayed the release of information by days or weeks was impossible to know at this point. But I did know that any delay could prove deadly. Whatever lessons the Chinese authorities had learned from SARS, they apparently weren’t frightening enough to inspire a change to full transparency.

The Times article also confirmed that the Chinese were on the hunt for those who were already exhibiting signs of infection. To complicate matters, China was in winter, a period when many other respiratory viruses circulate, including influenza. It would be hard to tell, therefore, who had pneumonia-like symptoms that were not related to this novel zoonotic virus—at least, not without a test to detect that particular virus. From past experience with other viral outbreaks, I was dubious about this kind of containment strategy.

In tracking viral outbreaks, it is critical to account for four types of spread. The first is asymptomatic, which applies to people who are infected but, despite not having symptoms such as fever, cough, and nasal discharge, are indeed infectious and able to transmit the virus to others. The second is presymptomatic. Immediately following initial infection and replication of the virus and before exhibiting any signs of the infection, these individuals are infectious and will transmit the virus to others during this window. The third, mildly symptomatic, are those with symptoms so mild and non-febrile that they either ignore them or pass them off as symptoms of allergies or a hangover; nevertheless, these individuals are infectious and can transmit the virus to others. The fourth, the fully symptomatic, are those currently presenting typical signs of the infection and able to transmit the virus to others.

Asymptomatic, presymptomatic, and even mildly symptomatic spread are particularly insidious because, with these, many people don’t know they are infected. They may not take precautions or may not practice good hygiene, and they don’t isolate. As a consequence, they come in contact with more people than someone who is symptomatic. Sick people with high fevers and body aches often can’t physically work and tend to stay at home. As a result, those in the first three categories often infect more people than the fully symptomatic do.

Placing a major emphasis on the fully symptomatic is typical of the containment strategies devised to lessen symptomatic spread. That’s step one, but if it’s the only step you take, if that’s the only type of spread you feel you have to mitigate, then containment will never work. In my experience, from the earliest onset of any cluster of infections, you have to be alert to the possibility of, and account for the first three types of spread. In my mind, this is job one.

Sure, there are other variables that determine the scope of an outbreak. Knowing how the virus is spread—whether it is airborne or passed on by blood or other body fluids—the length of the incubation period after exposure, and how long a person remains infectious to others is also critical information. For example, a person infected with HIV can remain asymptomatic for as many as ten years, which contributes to that virus’s being such a difficult one to control. Some viruses, like the one for measles, are more easily transmitted than others through aerosols (that is, fine particles). Some mutate at a greater rate, becoming more adaptable to their new host’s changing infectiousness and/or virulence.

However, the one variable that stands out most for me is the type of spread/transmission. After years of experience seeing asymptomatic, presymptomatic, and mildly symptomatic cases being ignored in tabulations, anytime I read a number indicating a confirmed case, I multiply that by a factor of between three and ten. Whatever the number of infected the Chinese had put out, 44 in their first report, I read as between 132 and 440.

The only way to accurately account for all four types of spread is to test as many people as possible early and often. The Chinese weren’t doing this—or, if they were, they were far behind where the outbreak actually was. It seemed highly unlikely that they’d developed a test specific to this novel virus yet. If they didn’t believe (or didn’t want to admit) that human-to-human transmission was going on, and if they weren’t accounting for asymptomatic spread, then they wouldn’t prioritize test development.

Often in pandemics, we focus significant effort on the development of treatments and vaccines, and we neglect the development of tests. This is a fundamental error. In Africa, we had spent years moving from testing only those with AIDS symptoms to testing everyone independent of perceived risk. We’d saved countless lives through active community testing to determine if individuals had been infected with the virus, ensure access to lifesaving treatment, and prevent unknowing transmission to others. This approach was working for controlling HIV/AIDS community by community, and even though the novel virus was not being transmitted in the same way as HIV, the same model could apply in the case of this outbreak.

Without widespread testing, the Chinese were providing inaccurate data. They may not have been intentionally underreporting, but their numbers were wrong nonetheless. Whether this was an error of commission or omission doesn’t really matter. Either way, without testing, you could not see the full extent of the virus and number of people infected.

In the case of this novel virus, I believed that significant asymptomatic and presymptomatic spread (which, together, are also known as “silent spread”) was already occurring in China in early January and had likely been happening for weeks. I didn’t have to wait long to find further evidence to support my contention. In the days following the original news reports, other provinces within China began identifying similar pneumonia-like cases. I also knew this: If this novel virus was related to SARS, then it was already spreading more rapidly than the late 2002/3 SARS-CoV-1 version had. The puzzle pieces were being laid down to create a frightening picture. I worried about the HIV-positive people we were supporting throughout Asia and Africa and their potential susceptibility to this new virus.

All zoonotic viruses aren’t created alike, and they don’t act alike, either. They range from extremely and immediately deadly (Ebola) to deadly over time (HIV), with a longer component of silent infections with HIV. SARS and MERS killed many people quickly. Ironically, the more rapidly a person becomes symptomatic and dies from infection, the less community spread there typically is, because there are fewer chances for that person to infect other people. While this may sound counterintuitive, it occurs because those stricken are sick in bed at home or in hospitals and, therefore, not silently and unknowingly spreading the virus in the community.

As deadly as Ebola is, and as large as it looms in our collective imagination, measures to contain it are relatively effective. It spreads through contact with the body fluids of those infected with the virus. You know immediately who has been infected, so tracking and tracing those who have developed, or might develop, the disease are more straightforward. That’s not the case with SARS and its variant MERS. These diseases are produced mainly when an infected person coughs or sneezes, emitting droplets containing the virus that another person comes in contact with. You know when you’ve come in contact with body fluids. You’re not always aware when you’ve come in contact with aerosols and droplets, which remain unseen and are suspended in the air for long periods, allowing us to unknowingly breathe them in. For the medical community, viruses that can spread through aerosols suspended in air (highly infectious) and that are virulent (deadly) are the most concerning.

The SARS-CoV-1 strain of virus that caused the 2003 SARS outbreak is extremely virulent. Its average 10 percent case fatality rate (or CFR, the number of confirmed infected individuals divided by the number of deaths over a specified period of time) is extremely high. Fortunately, the SARS virus is less transmissible, requiring a higher viral exposure for longer periods in order to spread. As a result, even though SARS had a very high CFR, because it wasn’t as “contagious” and because it moved less silently and undetected from host to host, the number of total cases, and thus deaths, for the 2003 outbreak was fairly low. That being said, the SARS outbreak killed indiscriminately across age groups, rapidly taking out healthy twenty-somethings, forty-somethings, all the way up to eighty-somethings, and struck fear throughout Asia from the end of 2002 through 2003.

I understood just how fortunate we all were that SARS wasn’t both easily transmissible and highly fatal. That was the stuff of nightmares.

WHILE I HAVE LONG been fascinated with the immune system’s response to a pathogen, as a public health official, I’m far more concerned about how governments and health agencies respond to the presence of a potentially new and deadly virus. Alerting the public early and being very aggressive can change the course of an outbreak and prevent it from developing into a full-blown epidemic.

On January 3, the same day the BBC piece ran, the Chinese government officially notified the United States of the outbreak. Bob Redfield, the director of the Centers for Disease Control and Prevention, was contacted by his Chinese counterpart, George F. Gao. At the time, this wasn’t reported, but later, in April 2020, the Washington Post revealed that Alex Azar, the secretary of the U.S. Department of Health and Human Services, directed his chief of staff to notify the National Security Council about the severity of the situation in China. I was unaware of any of these developments.

On January 6, the same day the initial New York Times piece was published, the CDC in Atlanta issued a Level 1 travel advisory, the lowest in its three-tier system. It advised those traveling to a specific region of the world to practice the usual precautions. Unfortunately for many, “the usual precautions” meant traveling nonetheless and doing what they would normally do. During the course of a normal year, the CDC and the WHO offices around the world issue dozens of such advisories. The CDC was following standard operating procedures, indicating that it was monitoring the situation. I continued to follow the WHO status updates, but often, to my dismay, they appeared to be focused on merely tracking the evolving situation rather than taking action or alerting others to take action. It’s like they were passively watching a movie. When it comes to viruses, tracking without action leads to continued spread.

Regardless of the testing status in China, and regardless of the issues with the Chinese numbers, I presumed that China (and other Asian countries) would likely fare better with this first outbreak than they eventually did. From the nature of the symptoms, I thought this was likely a respiratory infection similar to the one caused by the SARS virus. Having been through a viral outbreak of that type before, the governments across Asia had enacted aggressive changes to public health policy and preparedness. They not only had a plan, but they and their populations knew how to implement it when necessary. Their populations would be more compliant because they understood the benefits of behavioral changes. They had lived that frightening nightmare and, as a consequence, had developed a kind of muscle memory that guided their actions. They immediately knew what to do and did what was necessary to protect themselves and their families. They weren’t waiting for guidance from the global health officials.

During the SARS crisis, we in the United States dodged a bullet, mostly because SARS was not as highly transmissible. It also was a fairly “loud” and “visible” disease, meaning it was detectable early, through symptoms that clearly and loudly announced themselves with their severity. This made contact tracing, with isolation (of the infected) and quarantining (of the exposed), more straightforward and possible. Yet, our avoiding that major outbreak also meant that, unlike the Asian populations, we didn’t have a cultural understanding of what the impact of a viral outbreak could do to individuals, families, businesses, and our general way of life. We didn’t have that shared experience that told us that wearing masks and social distancing were effective actions to take.

I felt this acutely because, for as long as I could remember, I understood that the risk of a virus is borne by all. As an eleven-year-old, my grandmother was infected at school during the deadly 1918 Spanish flu epidemic. Her mother, my young, vibrant great-grandmother Leah, from whom I get my middle name, had just given birth to another daughter when my grandmother transmitted the virus to her. When my great-grandmother died from it, the entire trajectory of my grandmother’s life was changed in an instant. For a time, she became the caregiver for her infant sister and the rest of her family. She was racked with guilt until the day she died at age ninety-four.

My grandmother was my touchstone, a woman who believed in me unconditionally. I spent every summer with her growing up, and I have carried her wisdom with me through the years. That one innocent moment of bringing the Spanish flu home changed her life for the next eighty-three years. In a very real way, my life was shaped by a viral outbreak. It was part of my lived experience, and my decision to study immunology and epidemiology was shaped by it. I didn’t want anyone to experience what my grandmother had. I didn’t want any country to reexperience the devastation of the Spanish flu, SARS, or any other pandemic event. Youth, vibrancy—these things do not always protect us, but more important, they don’t protect our families. Nothing about our circumstances can insulate us; only our behavior can.

In the case of the novel virus, on January 13 Thailand reported its first case, then a second case. On January 20, the Korean CDC reported its first case. The infected Korean woman had been in Wuhan but had not visited the suspect market. The medical community knew that it had to have been spread from human to human.

Later in the month, a Japanese businessman who had traveled to the Wuhan area and also hadn’t spent any time in the suspected wet market became sick. He was eventually hospitalized and tested positive for a novel coronavirus infection. All this signaled to me, once again, that in both these cases, human-to-human transmission was going on. I couldn’t see it any other way.

By mid-January, though, Wuhan’s Municipal Health Committee had published a FAQ piece claiming, among other things, that there was no clear evidence of human-to-human transmission. On January 14, the WHO tweeted the same thing: no evidence of human-to-human transmission. Later that day, the WHO held a press briefing during which it was stated that “it is certainly possible that there is limited human-to-human transmission.” The spokesperson went on to say that it was important to “ascertain . . . the presence of asymptomatic or mildly symptomatic cases that are undetected.” I shook my head when I heard this—I knew that politics was at work, at least in China. There had to be human-to-human transmission to account for the approximately five hundred cases being reported there. Fortunately, on January 12, the WHO reported that the Chinese had isolated a novel coronavirus as the cause of the spreading illness. This meant that tests—the first pillar of any twenty-first-century public health response—could now be developed to detect the presence of that particular virus. Crucially, those tests could detect infection before a person developed symptoms. This new information would instigate the development of treatments (the second pillar) and vaccines (the third pillar of an effective response).

Like the SARS virus, the novel pathogen was from the Coronaviridae family of viruses and therefore shared some of its ribonucleic acid, or RNA, with SARS-CoV. Knowing that the genetic sequence of this new RNA virus was related to the SARS virus was worrying—but better the devil you know than the one you don’t. The long-term investment in SARS research following the 2003 outbreak had created a strong platform of baseline understanding of this type of virus and would accelerate the research necessary to develop tests, therapies, and vaccines for the new one.

After identifying the type of pathogen, the Chinese did the right things scientifically: On January 12, the China CDC released three genetic sequences for the novel coronavirus. Two others were posted to the Global Initiative on Sharing All Influenza Data, or GISAID, which provides open access to genomic information. This was critical and a good sign, both within and outside China. Scientists could now ramp up their efforts on multiple fronts. But as is often the case with outbreaks, bad news often follows close behind the good.

Despite the Chinese crackdown on the online spread of information, word was getting out. Hospitals in Wuhan were filling up, an incredibly troubling development. If you are, in fact, effectively mitigating, if you are isolating those infected and quarantining those exposed, you should be preventing hospitals from becoming overwhelmed—what we call “flattening the curve” of the pandemic. Based on what I was reading, though, this did not appear to be happening in Wuhan. This was a bright red warning light. Even with the rules in place, the Chinese were not containing the virus, and it was spreading quickly through human-to-human transmission. The Chinese were missing a critical part of the spread. With hospitals being filled so suddenly, there simply couldn’t have been that many people directly in contact with whatever animal at whatever suspected market was carrying the transmissible virus. I knew then that this virus was worse than SARS. It was spreading faster, and hospitals were filling up quicker than they had in 2002/3.

On January 14, when the WHO had tweeted about the limited possibility of human-to-human transmission, I knew that “limited” wouldn’t adequately account for the five hundred cases being reported in Wuhan. The WHO was trying to thread the needle between science and politics, hoping that its words would be seen as a warning without contradicting the Chinese. But using such tentative language to address such an obvious reality was a serious mistake, one that undermined the central tenets of the organization. By this point, we were already way past caution. Public health officials recommend a very different approach to containing a virus that can be spread only from animals to humans, with no human-to-human transmission; the potential for global spread is dramatically different. Warning the world right then and there of the presence of a highly transmissible respiratory virus with a spectrum of disease ranging from asymptomatic to serious illness would have changed the global response and would have spurred the world to greater action and the manufacturing of tests. In hindsight, I see this as an important, early missed opportunity.

On January 14, we also learned that the incubation period (the time between exposure and symptoms being expressed) of the new virus could be as long as fourteen days. But the data was spotty, and there were still many unknowns. Even so, it seemed apparent that whatever we were seeing now was likely to be vastly different (read: worse) in two weeks.

The Chinese data was suspect and scarce. I turned to other sources to find evidence to support my instinct that asymptomatic transmission was also responsible for the spread beyond Wuhan. The website for the University of Minnesota’s Center for Infectious Disease Research and Policy cited two previous cases I’d read about—the Japanese businessman and the Korean. I felt certain other scientists saw these as evidence of human-to-human transmission.

On January 17, the CDC announced that it would be screening passengers arriving in the United States on direct or connecting flights originating out of Wuhan. The screening at three airports consisted of a temperature check to identify those who were febrile and a verbal self-report of symptoms. Just as the Chinese had initially, and then the WHO, the CDC was looking for symptomatic people and their close contacts coming from known hot zones. Once these people were found, they would be isolated or quarantined. This was the singular focus—containment through symptoms, not testing. Without testing, this would never be enough. Everyone who was coming from “hot zones,” independent of their symptom status, needed to be tested.

On January 20, the CDC reported that the United States had its first confirmed case. Like the infected South Korean woman, the Seattle man who was the first reported and known American infected with the novel coronavirus had neither been to the animal market nor been in contact with anyone who was ill. Clearly, he had been in contact with someone who was carrying the virus, but as far as this first-known infected American knew, he had not been in contact with any symptomatic person in China or upon his return to the United States.

Of the three cases outside China that I was aware of, two fell clearly into this same potential asymptomatic or presymptomatic exposure category. I was feeling more and more confident that there was silent spread at work on some level. Yet, as a trained scientist, I understood that I didn’t yet have enough evidence to support what my gut and my head were telling me. I believed that I was ahead of where the CDC and the WHO were, but I wasn’t far enough through the curve to be able to provide the abundance of evidence I would need to defend my beliefs. I could hear the virus calling out, but as far as I knew, it remained silent to others. Still, I was confident that our scientists, among the best in the world, were likely seeing what I was seeing and that our country’s vast resources would offer us the best protection.

I was hopeful that this wasn’t arrogance talking. I trusted that—though the president said presumptuously on January 22, “We have it totally under control,” and though Dr. Nancy Messonnier of the CDC had characterized that agency’s approach as “cautious”—the United States would recognize the seriousness and rally as needed. So, at that point, my concern loomed larger for Africa, and was amplified further when an online video from a hospital in Wuhan made its way to me.

The video showed a hallway crowded with patients slumped in chairs. Some of the masked people leaned against the wall for support. The camera didn’t pan so much as zigzag while the Chinese doctor maneuvered her smartphone up the narrow corridor. My eye was drawn to two bodies wrapped in sheets lying on the floor amid the cluster of patients and staff. The doctor’s colleagues, their face shields and other personal protective equipment in place, barely glanced at the lens as she captured the scene. They looked past her, as if at a harrowing future they could all see and hoped to survive. I tried to increase the volume, but there was no sound. My mind seamlessly filled that void, inserting the sounds from my past, sounds from other wards, other places of great sorrow. I had been here before. I had witnessed scenes like this across the globe, in HIV ravaged communities—when hospitals were full of people dying of AIDS before we had treatment or before we ensured treatment to those who needed it. I had lived this, and it was etched permanently in my brain: the unimaginable, devastating loss of mothers, fathers, children, grandparents, brothers, sisters.

Staring at my computer screen, I was horrified by the images from Wuhan, the suffering they portrayed, but also because they confirmed what I’d suspected for the last three weeks: Not only was the Chinese government underreporting the real numbers of the infected and dying in Wuhan and elsewhere, but the situation was definitely far more dire than most people outside that city realized. Up until now, I’d been only reading or hearing about the virus. Now it had been made visible by a courageous doctor sharing this video online.

The images amplified everything I’d been learning. All the aggregated data—the news articles, the scientific reports, the WHO status updates, the social media entries, my doubts about the reliability of the Chinese authorities’ figures—everything coalesced for me, forming an image of suffering, frightened, overworked human beings and their suffering and dying patients. That video drew me in, and I sat there literally moving toward it, trying to make out details I couldn’t see from a distance. It put me there, in a place where I didn’t want to be and where none of those pictured wanted to be, either. This was just one scene in one particular location with those specific patients and doctors. I wondered how many other scenes in how many other places involving how many other human beings, in Hubei Province and elsewhere in China, were playing out like this—only, without video evidence. Worse, how many more times would all this be replicated elsewhere and multiplied many times over in the weeks and months ahead?

This question was still lingering when, a few days later, I saw images online of a large plot of cleared land. Dotting it were various pieces of earth-moving equipment, enough of them in various shapes and sizes that I briefly wondered if the photograph was of a manufacturing plant where the newly assembled machines were on display. Quickly, I learned that the machines were in Wuhan and that they were handling the first phase of preparatory work for the construction of a one-thousand-bed hospital to be completed in just ten days’ time.

This move was straight out of the Chinese SARS playbook, when China implemented the same measure in Beijing. Sitting there watching video evidence of a need for an enormous prefabricated hospital drove home for me just how ominous things really were. The Chinese may not have been giving accurate data about the numbers of cases and deaths, but the rapid spread of this disease could be counted in other ways—including in how many Chinese workers were being employed to build new facilities to relieve the pressure on the existing, and impressive, Wuhan health service centers. You build a thousand-bed hospital in ten days only if you are experiencing unrelenting community spread of a highly contagious virus that has eluded your containment measures and is now causing serious illness on a massive scale.

In other words, you build a thousand-bed hospital in ten days only if you need a thousand-bed hospital right now.

I had to make sure Africa was prepared.





Chapter 2

Many Hats

For the last two decades, whenever I’ve heard of a new pathogen emerging, my first thought has been the risk to Africans. In the United States, we have many different layers of public health protection. Americans receive support from the states themselves and from the CDC, with thousands of public health officials in positions to shape and support the public response. Africa, though—whether you’re talking about the entire health care system or just the number of health care providers—is in a fundamentally different position.

I love Africa and the people PEPFAR serves, but even with the substantial support that many nations, including the United States, had put into bolstering its health care system, sub-Saharan Africa was one of the most vulnerable parts of the world. Throughout the region, we were still confronting HIV, TB, and malaria, and any new threat to the region was a threat to the progress of our work and the very people we served. I have always believed that, in life and especially in public health, a proactive approach is best. The commerce and travel between China and Africa had increased logarithmically over the past two decades. China was in deep trouble; Africa needed to be prepared for this new threat.

The entire time I was tracking, observing, and calculating the possible dimensions of the novel coronavirus outbreak in China to other parts of the world, I was in the midst of planning for one of the most important events in my yearly calendar: PEPFAR’s annual meeting to evaluate the progress in all the African programs we support. It was at this meeting that we’d help plan the effective use of the more than six billion dollars in U.S. taxpayer money we’d receive for the next year. The meeting was to be held over three weeks in Johannesburg from mid-February 2020 to the beginning of March, commencing on February 17. We’d been working long hours in preparation for it since late fall 2019, reviewing data and writing the “Technical Considerations” section we put together each year for our report “Country and Regional Operational Plan Guidance for All PEPFAR Countries,” to ensure that the most recent science and data were available across all our programs.

PEPFAR represents what is best about humanity and, in particular, the United States. We enjoy a privileged position in the world and often lead the way in doing good, impactful work in global health. PEPFAR is an expression of the American people’s compassion for those less fortunate than us. It is an ambitious and highly successful program. It has to be, to take on the many challenges of HIV/AIDS—its diagnosis, treatment, and, critically, its prevention. Working in deep partnership with impacted and concerned communities and governments, we partnered to take on directly the structural issues of inequality; human rights; gender-based violence; and the access and availability of services for young women, the LGBTQ community, and others marginalized by host governments. All these fall under the umbrella, some at the edges, of public health. At PEPFAR, we’re always driving, above all, to make possible what many have viewed as impossible: controlling the HIV pandemic without a vaccine. I liken this to the ethos of the special operations community in the military. Among its slogans is the creed “These things we do, that others may live.” You don’t work for organizations like PEPFAR because the work is easy and the financial rewards are great. You do it because it is a calling.

I thrive on being around like-minded individuals whose dedication to making a difference is their true north. We all come from different backgrounds, cultures, and training, but we are united in our goals. We share a real sense of community and action. It’s all about now, now, now—doing what we can to have an immediate and lasting impact on people’s lives. That’s been the ethos under my watch and since President George W. Bush and his administration worked to get PEPFAR funded and implemented. The president and the First Lady, Laura, had a shared world vision and a deep understanding that to whom much is given much will be required. This included addressing HIV/AIDS in Africa. At the same time, the legislation that helped create PEPFAR created the position within the State Department of global AIDS coordinator, the other hat I was wearing as ambassador-at-large.

Normally, PEPFAR’s annual meeting would have commanded all my attention. But 2020 was only three weeks old, and already it was abnormal. Whenever I wasn’t planning for the meeting or evaluating our programs on the ground through intensive data analysis, my mind was squarely on the exploding coronavirus cases in Asia and the implications for Africa.

To make sure that the people of Africa, particularly sub-Saharan Africa, weren’t going to be caught flat-footed due to the WHO’s lack of urgency on the new virus, I wrote to Erin Walsh at the National Security Council on January 20. Erin was the head of the Africa region at the NSC, but I wasn’t looking to get any insight or intel from her; instead, my focus remained on what I knew. The threat of the virus jumping from its home ground in Asia to elsewhere in the world was very, very real.

I based my serious threat assessment on the number of cases and deaths and on another factor—one that was more behavioral than biological. While it was true that in 2002/3 the damage SARS did outside Asia was minimal, we now lived in a vastly different world. The SARS outbreak had originated in China, but it was spread primarily to other countries through outsiders coming into China and then returning to their home countries, bringing the virus with them. Back then, only a trickle of Chinese nationals traveled outside the country. Now, Chinese nationals traveled around the world in the millions. The timing of the outbreak also couldn’t have been worse. It coincided with the Lunar New Year, when even more Chinese would be traveling both within and outside their country. The distribution and spread of the virus would be far greater and far quicker due to the undetected silent invasion I fundamentally believed was taking place across the globe.

The collective effort to track the novel coronavirus outbreak was made much easier in the third week of January, when a professor at Johns Hopkins Whiting School of Engineering unveiled a dashboard she and her graduate students had put together that allowed so many of us to track global cases in real time. The dashboard was wonderfully easy and accessible. With a frequency bordering on the compulsive, I would click over to it throughout the day and in the early hours of each morning, when the aggregated data for Asia appeared. It was through this data that I watched the alarming speed of the virus’s advance. Watching SARS spread back in 2003 had been like watching a house fire consuming one home and seeing a single ember land on the roof of another house and slowly smolder for a bit. But watching the novel coronavirus outbreak was like watching satellite imagery of many, seemingly unrelated blazes popping up in different areas of the globe independent of an originating source.

I used the Hopkins dashboard’s numbers to demonstrate to Erin Walsh why it was important to immediately hold a meeting with all African diplomats in Washington, where I would speak. They needed to be informed of the dangers posed to their areas of concern. I would be in Africa in three weeks, but that would be too late. We needed to put out an alert now, through the African Diplomatic Corps in DC.

Walsh agreed to schedule the meeting.

In that first week, once the Johns Hopkins data went live on January 22, I watched as the cases mounted: 314 . . . 581 . . . 846 . . . 1,320 . . . 2,014 . . . 2,798 . . . 4,593 . . . By the end of the month, in just nine days, they were up to 9,826. Going from 314 to 9,826 reported cases in nine days is a large increase. More worrying was the doubling—from 2,798 to 4,593 to 9,826—every twenty-four to forty-eight hours. And these were the visible cases; testing was not widespread yet. So, I believed there weren’t nearly 10,000 cases but—based on my silent-spread arithmetic of three to ten times—potentially, 100,000 cases and growing, spreading unrelentingly, community by community.

The number of countries reporting cases also increased to twenty-four, including some in the Middle East, North America, and Europe. Rapid geographic spread was evident, and what had taken SARS weeks and months to travel was taking this novel coronavirus hours and days. In my mind, I kept seeing the bull’s-eye on Africa.

BY THE LEAD-UP TO my meeting with the African Diplomatic Corps in DC, the fifteen-member WHO Emergency Committee still, apparently, hadn’t seen enough evidence even to declare that the Wuhan cases constituted a public health emergency of international concern. This didn’t make any sense—unless you understood the bureaucratic logic of the World Health Organization. The WHO has historically never wanted to appear wrong or to seem to rush to judgment, an instinct that, in this case, was already costing lives. My responsibility was to the African countries, and by meeting with their ambassadors and having them relay my message to their capitals and on to their public health officials, I’d be doing what the WHO wasn’t—giving them adequate time to prepare for a worst-case (but reality-based) scenario.

I wasn’t just raising the alert for the African countries; I was providing them with solutions and options. We at PEPFAR had spent the last nearly two decades investing in all aspects of the health systems in sub-Saharan Africa, not only to address HIV/AIDS, TB, and malaria, but also to ensure that those same systems would be there in the event of the next pandemic. I planned to let those critical laboratories, the broad array of health personnel we were funding for the HIV response—everything and everyone at their disposal to assist in the response to this new pathogen. I believed that the United States, as it so often did, could serve as a model for the proper procedures to implement to combat this outbreak. To act as a guide for various public health operations on the African continent, I asked two of the people primarily responsible for shaping the U.S. domestic response, Dr. Anthony Fauci, the director of the National Institute of Allergy and Infectious Diseases (NIAID), and Dr. Robert Redfield, head of the CDC, to share their expertise with the African representatives. Whatever plan was in place for the resource-rich United States, I wanted it replicated in Africa.

Getting Fauci and Redfield to speak was an easy ask. I’d known Tony Fauci for more than three decades. I consider him one of my mentors. More than anything else, I learned from Tony the importance of listening and then adjusting your responses based on listening. He really heard what his patients had to say. I can’t tell you how rare that is. He was super smart about disease pathology, but it was his decency and his empathic nature that truly set him apart. He spent many long hours doing research and then evening rounds, and even if we were working a twelve-hour day, a fifteen- or sixteen-hour day, Tony listened, and his patients felt his concern for them. Combine that with his mission focus, and you have as formidable a presence as there could be without his ever coming across as intimidating, except to us junior members of the team. Tony combined the attributes I most admired: He was a brilliant thinker and a highly capable communicator. He could move easily between the world of science, with its many introverts, and the public realm, where extroversion makes it more likely you will be listened to.

Along with being the director of NIAID, Tony was the chief medical advisor to President Trump, but more than that, he was someone I trusted implicitly to help shape America’s response to the novel coronavirus. He agreed to present at the African Diplomatic Corps meeting to let the African ambassadors know what the United States was doing to prepare for the novel coronavirus regarding treatments and vaccines.

Bob Redfield, the director of the CDC, also quickly answered my request for help. Bob and I also had a long history of working together. As was the case with Tony, Bob and I both worked at Walter Reed Army Medical Center in the 1980s and with renowned NIH researcher Dr. Robert Gallo, who co-discovered the HIV virus. Like Tony, Bob was an innovative, out-of-the-box thinker—something I had never been before I met them. I like to have data, to question that data, and to push the data. I worked in support of both Tony and Bob, attempting to design clinical trials and evaluate the results of these two men’s leaps of intuition. Bob and I worked in the trenches together, and we developed the kind of we’ve-got-each-other’s-back mentality that comes only from being tested under the most challenging circumstances. We were also a good pair—Bob was focused on HIV from a virology perspective, while I focused on the body’s response to the virus, the immunity perspective.

For years, long after we spent hours in the lab or on the ward, Bob and I, joined by another colleague, Dr. Craig
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